
←文字上 /下から 95mm

←文字上 /上から 75mm

タジキスタン国

プライマリ・ヘルスケアに係る

情報収集・確認調査

調査報告書

2021 年 8 月

株式会社コーエイリサーチ＆コンサルティング

独立行政法人

国際協力機構（JICA）

タジキスタン国

保健社会保護省

人間

JR

21-033





←文字上 /下から 95mm

←文字上 /上から 75mm

タジキスタン国

プライマリ・ヘルスケアに係る

情報収集・確認調査

調査報告書

2021 年 8 月

株式会社コーエイリサーチ＆コンサルティング

独立行政法人

国際協力機構（JICA）

タジキスタン国

保健社会保護省



タジキスタン国プライマリ・ヘルスケアに係る情報収集・確認調査 

調査報告書 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

換算レート 

 

1 米ドル=109.811 円 

1 タジキスタンソモニ=9.721 円 

 

（2021 年 6 月 JICA レート） 
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写真 

 

プライマリ・ヘルスケア（PHC）施設の設備の例： 
  

小児の下痢症は深刻な保健課題の一つ。小児用の専用ベ
ッド、ポータブルトイレを備えた治療室の例。 
（Jomi 郡ヘルスセンター） 

ヘルスハウスの洗面台。用水路の水を汲み、小型タン
クに貯めて手洗いに使用している。（Kushoniyon 郡
のヘルスハウス） 

  

Shahrinav 郡のヘルスハウスの外観。周辺に保健施設がな
かったので住民のコミュニティファンドによって建設さ
れた。 

村落ヘルスセンターにある給水施設。UAE の支援と
記されていた。近くの水源からパイプで水をタンク
に集め、給水する。（Jomi） 

  

ヘルスハウスの外観。住宅地にあり、すぐ前に用水路が流
れている。 
（Jomi） 

Shahrinav 郡のヘルスハウスの近くにある水源。地域
の全世帯はこの水源から引かれたパイプから水を得
ている。写真中央に水が湧いている。この地域では、
この水源を聖地としている。 



タジキスタン国プライマリ・ヘルスケアに係る情報収集・確認調査 

調査報告書 

 

PHC 施設の記録作業の例：ハトロン州 Jomi 郡ヘルスハウス 
  

外来診療、家庭訪問の実績を記したノート。定型フォ
ームは配布されておらず、市販のノートが使用されて
いる。ノートは保健スタッフが私費で購入し、個人単
位で記録している。 

家庭訪問で訪問した世帯の世帯主の氏名、電話番号等
の情報を記した記録。年に数回監査があり、家庭訪問
の実施状況について確認が行われる。 

 

PHC 施設の活動例：ハトロン州 Kushoniyon 郡ヘルスハウス 
  

抗生物質を処方された子どもに注射する看護師。 保健社会保護省よりPHC施設に配布されたCOVID-
19 予防のための壁紙。 

 

ヘルシーライフスタイルセンター（HLC）の例：ハトロン州 Kushoniyon 郡 
 

 

HLC のコンピューターオペレーター。フェイスブックを
開設し、保健情報を発信している。 

各種広報ツール。在庫があれば、セミナー、家庭訪問
の機会に配布する。 
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郡へルスセンター（DHC）の例 
  

Tursunzoda 市 郡ヘルスセンターの壁に掲げられている
PHC 施設の配置図。どの村落ヘルスセンターがどのヘル
スハウスを管轄するか図示している。 

Tursunzoda 市の郡ヘルスセンターに 5 部屋設けら
れた外来相談室のうちの一部屋。家庭医と家庭看護
師が患者の相談にのり、必要であれば専門診療科に
リファーする。 

  

Shanrinav 郡の PHC 施設配置図。郡の北部と南部は山地
のため人口が少なく、ほとんどの施設は郡の中央部に位
置していることがわかる。 

Vahdat 郡ヘルスセンター。郡の中心部の人通りが多
い場所に位置している。 

 

ハトロン州 PHC 周辺の様子と患者の様子 
 

 

住宅とその前の用水路。写真中央の女性が用水路の水で
何かを洗っている。Kushoniyon 郡 Navbahor ジャモア
ットの村落ヘルスセンターからヘルスハウスの間の地
域 

栄養不良で入院中の子ども。付き添いは母親と 2 人
の兄弟姉妹。（Khuroson 郡、Uljaboev 村落ヘルスセ
ンターと同じ建物にある第 6 管区病院） 
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略語表 

略語 正式名 和名（訳） 

ADB Asian Development Bank アジア開発銀行 

AKDN Aga Khan Development Network アガ・ハーン開発ネットワーク 

BBP Basic Benefit Package （基本的医療給付内容の意） 

CHP Community Health Promoter コミュニティ・ヘルス・プロモーター

（AKDN のプロジェクトで養成している

保健ボランティア） 

CHT Community Health Team コミュニティ・ヘルス・チーム 

CME Continuous Medical Education 継続的医学教育 

DH District Hospital 郡（市）病院 

DHC District Health Center 郡（市）ヘルスセンター 

DHIS District Health Information System 地域保健情報システム 

DHS Demographic Health Survey 人口保健調査 

DRS Districts of Republican Subordination 共和国直轄地 

EU European Union 欧州連合 

FMD Family Medicine Doctor 家庭医 

FMN Family Medicine Nurse 家庭看護師 

FMC Family Medicine Center 家庭医学センター 

GBAO Gorno-Badakhshan Autonomous Oblast ゴルノバダフシャン自治州 

GIZ Gesellschaft für Internationale 

Zusammenarbeit 

ドイツ国際協力公社 

HEARTS Hearts: technical package for cardiovascular 

disease management in  

PHC における心血管系疾患マネジメン

ト技術パッケージ 

HH Health House ヘルスハウス 

HLC Healthy Lifestyle Center ヘルシー・ライフスタイル・センター 

IMCI Integrated Management of Childhood Illness 総合的小児疾患管理 

JICA Japan International Cooperation Agency 国際協力機構 

MOHSPP Ministry of Health and Social Protection of 

People 

保健社会保護省 

TB Tuberculosis 結核 

TJS Tajik Somoni タジキスタンソモニ（通貨） 

MCH Maternal and Child Health 母子保健 

NCDs Non-Communicable Diseases 非感染性疾患 

NH Numeral Hospital 管区病院 

PHC Primary Health Care プライマリ・ヘルスケア 

PGMI Post-Graduate Medical Education Institute 卒後医学教育院 

PRA Participatory Rural Appraisal 参加型農村評価 

RepHC Reproductive Health Center リプロダクティブ・ヘルス・センター 

RHC Rural Health Center 村落ヘルスセンター 

SDGs Sustainable Development Goals 持続可能な開発目標 

SRMNCAH sexual, reproductive, maternal, newborn, 

child and adolescent health 

性・リプロダクティブ・母性・新生児・

子ども・青年保健 

STEPS WHO STEPwise Approach to NCD Risk 

Factor Surveillance 

WHO STEPS 調査（NCD のリスク・フ

ァクター調査） 

SUN Scaling Up Nutrition SUN ムーブメント 

（栄養改善のための国際的な取り組み） 

UHC Universal Health Coverage ユニバーサル・ヘルス・カバレッジ 

UNICEF United Nations Children’s Fund 国連児童基金 

USAID United States Agency for International 

Development 

米国国際開発庁 

WB World Bank 世界銀行 
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WFP World Food Programme 世界食糧計画 

WHO World Health Organization 世界保健機関 
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要約 

タジキスタン共和国（以下、「タジキスタン」）は、妊産婦死亡率、5歳未満児死亡率ともに改善傾

向にあるものの、依然高い水準にある。また、タジキスタンでは心血管疾患、脳卒中といった非感染

性疾患が死亡原因の約7割を占める等、非感染性疾患の予防と治療に対するニーズも高く、さらに栄

養に関連する課題もみられる。こうした課題を解決するためには、プライマリ・ヘルスケアの強化が

必要である。国際協力機構（JICA）は、プライマリ・ヘルスケアの強化を図ることを目的とし、効果

的な協力案件形成に向けた基礎情報収集・確認調査を行うこととした。 

 

本報告書では、はじめに調査概要を説明した後、（１）タジキスタン保健社会保護省の保健政策とプ

ライマリ・ヘルスケアに関する政策、次に（２）現地調査での視察や聞き取りを元にしたプライマリ・

ヘルスケアの提供の現状を記す。また、（３）他の援助機関による関連協力について記す。報告書の

最後には、（４）協力案件の提案を行う。 

 

（１）タジキスタンの保健政策としては、10年毎に作成している国家保健戦略、および5年毎に作

成しているプライマリ・ヘルスケア戦略の改訂のタイミングと本調査時期が一致し、2021年初頭に

承認された両政策を入手した。国家保健戦略においては、PHCシステム強化が、保健システムマネ

ジメント、保健提供システム、保健財政の確保、保健人材、保健情報システム開発と並んで、目標

のひとつに位置付けられている。またプライマリ・ヘルスケア戦略として策定された「家庭医療の

概念に基づくプライマリ・ヘルスケア・システム開発計画2021-2025」では、①PHCレベルでのサ

ービスへのアクセスとその質の向上、②PHCレベルでのマネジメントを改善するための情報システ

ムの近代化、③緩和ケア、救急医療、垂直プログラム等、PHC施設における基本的なサービスの統

合と開発の改善、④健康問題へのコミュニティの関与、が重要項目として挙げられている。 

 

（２）現地調査での視察や聞き取りを通して、プライマリ・ヘルスケアに係る政策目標の達成には及

ばない現状が確認できた。特にプライマリ・ヘルスケアを担う人材の確保が十分でないこと、プライ

マリ・ヘルスケア施設が安全で衛生的なサービスを提供できるインフラが整備されていないこと、非

感染性疾患予防対策に係るヘルスワーカーの知識・活動が定着していないこと、健康的な生活を推し

進めるヘルシー・ライフスタイル・センターは郡レベルでキャパシティが不足していること等、様々

な課題が散見された。 

 

（３）他の主要な援助機関は、プライマリ・ヘルスケア強化に力を入れて協力を実施していることが

確認できた。2020年頃までは、JICA技術協力プロジェクト「ハトロン州母子保健システム強化プロ

ジェクト フェーズII」と協同して保健分野の活動を行っていたドイツ国際協力公社（GIZ）とアメ

リカ合衆国国際開発庁（USAID）が、2020年以降はプライマリ・ヘルスケア強化のためのプロジェク

トを実施しており、プライマリ・ヘルスケアを支援する他の援助機関も多く存在する。 
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（４）これら調査結果を踏まえ、本報告書では次の協力案を提案した。一つ目は、プライマリ・ヘル

スケア施設のヘルスワーカーを対象とした人材の能力強化を通じて、保健サービス提供の強化を図

るものである。二つ目は、コミュニティ活動への支援を中心とし、疾病予防や管理に関する住民の保

健知識の向上と、主体的に保健活動に関わるためのキャパシティ強化を目的としたものである。三つ

目は、地域保健行政の中核である郡ヘルスセンターの能力を強化することにより、郡レベルでのプラ

イマリ・ヘルスケア分野に係る保健行政能力強化を促進するプロジェクトである。 
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第1章 調査目的・日程・面談者 

1.1 調査の背景と目的 

タジキスタン共和国（以下、「タジキスタン」）は、妊産婦死亡率、5歳未満児死亡率ともに改善傾

向にあるものの（妊産婦死亡率：10万出生中68人（1990年）→32人（2015年）、5歳未満児死亡率：

1,000出生中108人（2010年）→43人（2016年）（世界銀行 World Bank: WB））、依然高い水準にあ

る。また、タジキスタンでは心血管疾患、脳卒中といった非感染性疾患（Non-Communicable Diseases: 

NCDs）が死亡原因の約7割を占めており（2018年、世界保健機関 World Health Organization: WHO）、

特に、心血管疾患はタジキスタンの死因第一位となっている等、NCDsの予防・診断・治療に関する

ニーズも大きい。さらに、低身長・低体重といった低栄養に関する課題や過栄養に起因するNCDs等

の課題もみられ、栄養改善の推進も求められている。こうした課題を解決するためには、プライマリ・

ヘルスケア（基礎保健サービス、Primary Health Care: PHC）の強化が必要である。 

2016年に策定された同国の「国家開発戦略2030」は、持続可能な経済発展による国民の生活水準向上

を目指し、保健セクターにおいては①保健システム改革、②医療サービスのアクセス、質、効率性の

向上、③ヘルスケア資源の開発、④健康的な生活習慣モデルの導入、の4つの優先的取組を掲げてお

り、PHC強化は保健システム改革の中核をなし、特に農村部に重点を置いて取り組むとしている。 

10ヵ年の「国家保健戦略2010-2020」は、国民の健康向上と健康的な生活環境の創出を目標に、2020

年までの達成目標のひとつにPHC強化を挙げている。本調査計画時にドラフト中の次期国家保健戦

略（2021年-2030年）においても、PHC強化は引き続き重点課題として位置づけられる予定である。 

タジキスタンにおいては、旧ソビエト連邦時代の名残から病院サービスとPHCサービスが分断され

ており、国民の80％がPHC施設を経由せず直接病院にアクセスしているといわれている等、現状では

PHC施設はゲートキーパーとしての役割を十分に果たしていない。タジキスタンにおいてPHCサー

ビスの提供を担うのは、ヘルスハウス（Health House: HH）、村落ヘルスセンター（Rural Health Center: 

RHC）、郡/市ヘルスセンター（District Health Center: DHC）であるが、この他に、保健社会保護省

傘下には特定の疾患ごとに様々なセンターが存在し、その支部センターが各地においてPHCサービ

スの一部を担っている。こうした状況に対し、「家庭医療の概念に基づくPHC開発戦略計画2016-2020」

（Strategic Plan for Development of Family Medicine Based Primary Health Care 2016-2020）において、

従来からの垂直プログラムごとに存在する専門医療サービスとの統合に重点を置き、PHCサービス

全体の向上を目指すこととしている等、保健社会保護省は2020年までにこれらセンターをPHCサー

ビスに一本化・統合することを推し進めている。 

PHC人材に関しては、保健社会保護省がその配置基準を設定しているが、家庭医や家庭看護師は充足

率が低く、家庭医療に携わる人材不足が続いている。家庭医は、低い給与や業務・生活環境の悪さ等

を理由に村落部に定着しないことが多く、都市部と村落部間の不均衡の是正が求められている。また、

従来から医師は高度な専門性を志向する傾向にあるため、家庭医療の専門教育を受けても、他分野の

専門医として従事する医師も多い。PHCレベルでの疾患課題対応力、疾患予防の強化は喫緊の課題で

あり、特に村落部における家庭医や看護師といったPHC人材の不足や、教育の質の改善もあわせて求
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められている。 

財政面に関しては、タジキスタンでは総保健支出はGDP比7％（2016年）、患者1人あたりの保健支出

は55.7USDと増加傾向にある一方、政府予算に占める保健予算の割合は6.8％と低い水準に留まって

いる。また、総保健支出の財源は、政府資金29％、家計自己負担62％、国際開発援助による海外資金

9％と、世界的にみても自己負担の割合が非常に高いのが特徴である。保健予算のうち40％がPHCに

充てられることとなっているが、80～90％程度は人件費が占め、PHCサービスへの実質的な投入は

限定的である。 

以上の背景から、保健社会保護省がPHCサービスの統合を推し進めていく中で、PHCのさらなる強化

が求められており、効果的な協力案件形成に向けた基礎情報収集・確認調査を行うこととした。協力

案件としては、PHCを中心に非感染性疾患・栄養といった新たな課題に対応するためのサービス提供

モデル形成を意図した技術協力を想定しているが、本調査結果を踏まえて協力の方向性とその枠組

みについて検討する。 

本調査は、タジキスタンにおけるPHCの強化について、現状と課題、協力ニーズ、他の援助実施機関

の協力動向を確認し、それらを踏まえて想定される効果的な協力の方向性（アプローチ）とその枠組

みを検討し、協力案件形成に向けた基礎情報を収集、整理することを目的として実施する。 

1.2 調査日程 

調査は2021年4月から5月にかけて以下の日程で実施した。 

月日 調査地／ヒアリング対象 

4/26 月 Avicenna Tajik 医科大学 

卒後医学教育院（Post-Graduate Medical Institute：PGMI） 

27 火 保健社会保護省改革・PHC・国際関係局長（調査説明） 

PHC 課担当者へのスケジュール共有と各調査対象郡への電話連絡 

28 水 リプロダクティブ・ヘルス・センター（Reproductive Health Center：RepHC） 

総合的小児疾患管理センター（Integrated Management of Childhood Illness Center：IMCI）） 

29 木 結核予防センター（Center on Prevention of Population from Tuberculosis） 

国連児童基金（United Nations Children’s Fund：UNICEF） 

30 金 家庭医学センター（Clinical Training Center for Family Medicine：FMC） 

ヘルシー・ライフスタイル・センター（Healthy Lifestyle Center：HLC） 

5/1 土 資料整理 

2 日 資料整理 

3 月 Jomi（郡ヘルスセンター、郡病院、管区病院） 

4 火 Jomi (村落ヘルスセンター、ヘルスハウス 2 か所) 

5 水 Kushoniyon(郡ヘルスセンター、郡病院) 

6 木 Kushoniyon(郡ヘルシー・ライフスタイル・センター、村落ヘルスセンター2 か所、ヘルスハウ

ス) 

7 金 Khuroson(郡ヘルスセンター、郡病院、管区病院、村落ヘルスセンター、ヘルスハウス) 

8 土 資料整理 

9 日 資料整理 

10 月 戦勝記念日（祝祭日）、資料整理 

11 火 世界保健機関（World Health Organization：WHO））、UNICEF、GIZ（Deutshe Geselleschaft 

fuur Internationale Zusammenarbeit、ドイツ国際協力公社）合同会議（オンライン） 

米国国際開発庁（United States Agency for International Development：USAID）（オンライン） 
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月日 調査地／ヒアリング対象 

12 水 アジア開発銀行（Asian Development Bank：ADB）（オンライン） 

欧州連合（European Union：EU） 

13 木 ラマダン明け休暇（祝祭日） 資料整理 

14 金 世界銀行（オンライン） 

ヘルシー・ライフスタイル・センター 

15 土 医薬学教育・人材政策・科学局長 

16 日 資料整理 

17 月 Hissor(市ヘルスセンター、市病院、村落ヘルスセンター、ヘルスハウス、 若い母親達とのフォ

ーカスグループディスカッション) 

Dusti(郡ヘルスセンター、村落ヘルスセンター、ヘルスハウス) 

18 火 Dusti(郡ヘルスセンター、郡病院、管区病院、村落ヘルスセンター、ヘルスハウス) 

19 水 世界銀行 

Temurmalik(郡ヘルスセンター) 

20 木 Tursunzoda(市ヘルスセンター、村落ヘルスセンター、ヘルスハウス) 

Temurmalik(村落ヘルスセンター、ヘルスハウス) 

21 金 Shakhrinav(郡ヘルスセンター、村落ヘルスセンター、ヘルスハウス) 

Sangvor(郡ヘルスセンター、郡病院、管区病院、村落ヘルスセンター、ヘルスハウス) 

Khuroson（ヘルシー・ライフスタイル・センター） 

22 土 予防接種センター（Immuno-prophylaxis Center） 

保健社会保護省母子保健サービス・家族計画局長 

23 日 資料整理 

24 月 Roghun(市ヘルスセンター、市病院、管区病院、村落ヘルスセンター、ヘルスハウス) 

25 火 保健社会保護省改革・PHC・国際関係局長（調査結果報告と協議）、JICA 事務所報告 

6/7 月 世界食糧計画(World Food Programme：WFP) （オンライン）（現地調査期間にインタビュー日

程が合致しなかったため、帰国後インタビュー） 

10 木 アガ・ハーン開発ネットワーク（Aga Khan Development Network：AKDN）（オンライン）（現

地調査期間にインタビュー日程が合致しなかったため、帰国後インタビュー） 

 

1.3 調査面談者 

本調査での主要な面談者は、以下のとおりである。 

組織・施設 面談対象者 主要面談者氏名（敬称略） 

タジキスタン保

健社会保護省 

保健社会保護省改革・PHC・国際関係局長 

医学教育・人材局長 

母子保健・家族計画局長 

Bandaev Ilhom 

Yusufi Salomiddin 

Nabiev Zoir  

タジキスタン共

和国専門センタ

ー 

Avicenna Tajik 医科大学国際課長 

卒後医学教育院長 

リプロダクティブ・ヘルス・センター長 

小児疾患の総合的管理センター長 

結核予防センター長 

家庭医学センター長 

ヘルシー・ライフスタイル・センター長 

予防接種センター長 

Jamshed Dekhoev 

Muhiddinzoda Nuriddin 

Ghanizoda Munira 

Ikromov Turakhon Sharbatorich 

Rajabzoda Aslidin 

Rajabzoda Salohiddin Rajab 

Mukhtorava Parvina 

Samadzoda 

調査対象地 

 

 

 

 

 

 

 

 

 

ハトロン州 

Khuroson郡 

郡ヘルスセンター（DHC） 

郡病院（DH）District Hospital 

ヘルシー・ライフスタイル・センター

（HLC）Healthy Lifestyle Center 

第6管区病院（NH） 

Uljaboev村落ヘルスセンター（RHC） 

Gulreadsヘルスハウス（HH） 

Jomi郡 

 

DHC: Aslam Sobiri 

DH: Faizzoda Jurabek 

 

HLC: Gultuhsor Turkmenova 

NH: Rahimov Avliyo 

RHC: Nazarova Sabokhat 

HH: Ismonova Zumratbi 
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組織・施設 面談対象者 主要面談者氏名（敬称略） 

調査対象地 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

郡ヘルスセンター（DHC） 

郡病院（DH） 

第3管区病院（NH） 

Qudriddin Giyosou村落ヘルスセンター

（RHC） 

Isamoil Somoniヘルスハウス（HH） 

Mirzoobodヘルスハウス（HH） 

Dusti郡 

郡ヘルスセンター（DHC） 

郡病院（DH）District Hospital  

第4管区病院（NH） 

Ergash Sulton村落ヘルスセンター（RHC） 

Galabaヘルスハウス（HH） 

Temurmalik郡 

郡ヘルスセンター（DHC） 

Dehai Kazoz村落ヘルスセンター（RHC） 

Dehai Hasanbegiヘルスハウス（HH） 

Kushoniyon郡 

郡ヘルスセンター（DHC） 

郡病院（DH） 

ヘルシー・ライフスタイル・センター 

Navbahor村落ヘルスセンター（RHC） 

Chorsu村落ヘルスセンター（RHC） 

Navruzヘルスハウス（HH） 

 

共和国直轄地（Districts of Republican 

Subordination：DRS） 

Vahdat市 

市ヘルスセンター（DHC） 

Burunov村落ヘルスセンター（RHC） 

Mekhrobodヘルスハウス（HH） 

Hissor市 

市ヘルスセンター（DHC） 

市病院（DH） 

ヘルシー・ライフスタイル・センター 

Dahbed村落ヘルスセンター（RHC） 

Chamonzorヘルスハウス（HH） 

Tursunzoda市 

市ヘルスセンター（DHC） 

Toichi村落ヘルスセンター（RHC） 

1st Mayヘルスハウス（HH） 

Shahrinav郡 

郡ヘルスセンター（DHC） 

Istiqlol村落ヘルスセンター（RHC） 

Khujiヘルスハウス（HH） 

Roghun市 

市ヘルスセンター（DHC） 

市病院（DH） 

Obigarm管区病院（NH） 

Obigarm村落ヘルスセンター（RHC） 

Kady Obヘルスハウス（HH） 

Sangvor郡 

郡ヘルスセンター（DHC） 

郡病院（DH） 

Dehoty Childara管区病院（NH） 

DHC: Saliev Amriadin 

DH: Nuralizoda Alihanjon 

NH: Ashurov Azamat  

RHC: Aimatov Olimjon 

HH: Pirova Sailigul 

HH Alieva Mijgona 

 

 

DHC: Sharipov Bozor 

DH: Razokov Mansur 

NH: Sapargeldy Kilichev 

RHC: Kuliev Farmon 

HH: Maya Tangriberdieva 

 

DHC: Izatzoda Nurullo 

RHC: Avleokulov Abdulhakim 

HH: Haydarov Hasanali 

 

DHC: Saidov Rasul 

DH: Davlatzoda Mahmad 

HLC: Jailov Erkin 

RHC: Atajonova Malika 

RHC: Mamadalieva Ziyoda 

HH: Khasanov Murod 

 

 

 

 

DHC: Kholov Shokir 

RHC: Murodov Mahmadsho 

HH: Sharipova Sitora 

 

DHC: Nosirov 

DH: Azamov 

HLC: Bobokul Yomgurov 

RHC: Kuliev Murodaly 

HH: Muhamadieva Anora 

 

DHC: Rustamov Sharofiddin 

RHC: Yakubova Nigora 

HH: Tukhtamatova Nozima 

 

DHC: Ahmedov Tolim 

RHC: Khojaev Sharofiddin 

HH: Saidov Khujamlod 

 

DHC: Uruzov Umdechon 

DH: Akobirov Bakhtovar 

NH: Tosheva Farida 

RHC: Ilhomiddon Nasreddinov 

HH: Sharipov Fayziddin 

 

DHC: Mirzoev Mizosho 

DH: Saidov Rajabaly 

NH: Mirzoev Nazarhuja 
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組織・施設 面談対象者 主要面談者氏名（敬称略） 

調査対象地 Childara村落ヘルスセンター（RHC） 

Saridashtヘルスハウス（HH） 
RHC: Ikromzoda ismon 

HH: Odinaev Aub 

各援助機関 

UNICEF（水） 

UNICEF（栄養） 

UNICEF（WHO-UNICEF-GIZ共同プロジェク

ト） 

WHO 

GIZ 

USAID 

ADB 

EU 

World Bank 

WFP 

AKDN 

Ammar Orakzai,  

Malohat Shabanova 

Anthony Asije 

 

Parvina Makhmudova  

Natascha Bohlmann  

Malika Makhkambaeva 

Cebel, Isfandior 

Leila Emerson 

Mutriba Latypova 

Shamsiya Miralibekova 

Guldarbogh Sadonshoeva 

 

本調査の主目的は現地のPHC活動の現状を把握することにあったため、主に郡/市PHCセンターと、

郡/市内のPHC施設を踏査した。また、病院機能やPHCサービスとの連携を把握するために、時間が

許す限り郡病院や管区病院も訪問した。本調査の調査対象郡は以下のとおりである。 

１）ハトロン州：Khuroson郡、Jomi郡、Dusti郡、Temurmalik郡、Kushoniyon郡 

２）共和国直轄地（Districts of Republican Subordination：DRS）：Vahdat市、Hissor市、

Tursunzoda市、Shahrinav郡、Roghun市、Sangvor郡 

 

1.4 調査団 

本調査団は以下の団員で構成された。 

業務担当 氏名（所属先はいずれもコーエイリサーチ＆コンサルティング） 

業務主任/PHC・NCDs・栄養1 秋山 佳子 

PHC1 城戸 千明 

PHC2・NCDs・栄養2 マフマドフ アリーシャ 
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参考 

ハトロン州とDRSの郡市一覧表は以下のとおりである。オレンジ色は今回訪問した郡/市。 

ハトロン州  

No. 郡/市名 Native name 郡/市都 面積km2 人口Population(2020推定) 

1 Khuroson Хуросон Obikiik 900 116,500 

2 Yovon Ёвон Yovon 900 234,600 

3 Baljuvon Балҷувон Baljuvon 1,300 30,400 

4 Khovaling Ховалинг Khovaling 1,700 57,900 

5 Jomi Абдураҳмони Ҷомӣ Abdurahmoni Jomi 600 175,800 

5 Danghara Данғара Danghara 2,000 161,000 

6 Temurmalik Темурмалик Sovet 1,000 69,800 

7 Muminobod Мӯминобод Muminobod 900 94,700 

8 Kushoniyon Кӯшониён Ismoili Somoni 600 245,900 

9 Vakhsh Вахш Vakhsh 1,000 199,300 

10 Vose Восеъ Vose 800 216,500 

11 Shamsiddin Shohin Шамсиддин Шоҳин Shuroobod 2,300 55,500 

12 Nosiri Khusrav Носири Хусрав Bahori 800 39,300 

13 Shahrituz Шаҳритуз Shahrituz 1,500 130,000 

14 Qubodiyon Қубодиён Qubodiyon 1,800 188,100 

15 Dusti Дӯстӣ Jilikul 1,200 117,100 

16 Jayhun Ҷайҳун Dusti 1,000 139,000 

17 Jaloliddin Balkhi Ҷалолиддин Балхӣ Balkh 900 201,300 

18 Farkhor Фархор Farkhor 1,200 170,800 

19 Panj Панҷ Panj 900 119,700 

20 Hamadoni Ҳамадони Moskovskiy 500 148,800 

21 Bokhtar city Бохтар - <100 111,800 

22 Norak city Норак - 400 61,500 

23 Levakant city Левакант - 100 48,300 

24 Kulob city Кӯлоб - 300 214,700 

DRS 

No. 郡/市名 Native name 郡/市都 
面積
km2 

人口Population(2020推定) 

1 Shahrinav Шаҳринав Shahrinav 1,000 123,000 

2 Varzob Варзоб Varzob 1,700 82,200 

3 Rasht Рашт Gharm 4,600 127,400 

4 Lakhsh Лахш Vahdat 4,600 66,400 

5 Rudaki Рӯдакӣ Somoniyon 1,800 518,200 

6 Fayzobod Файзобод Fayzobod 900 103,600 

7 Nurobod Дарбанд Darband 900 82,100 

8 Tojikobod Тоҷикобод Tojikobod 700 46,000 

9 Sangvor Сангвор Tavildara 6,000 23,300 

10 Tursunzoda Турсунзода ― 1,200 298,800 

11 Hisor Ҳисор ― 1,000 308,100 

12 Vahdat Ваҳдат ― 3,700 342,700 

13 Roghun Роғун ― 500 44,100 

出典 Wikipedia（郡/市名、Native name、郡/市都、面積の欄）とPopulation of the Republic of Tajikistan as of 1 

January 2020, Statistics office of Tajikistan. 
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第2章 プライマリ・ヘルスケア（PHC）に係る現状と課題 

2.1 主要な保健指標 

タジキスタン共和国（以下、「タジキスタン」）は人口約 900 万人（世界銀行 2018 年）の国であり、

平均寿命は内戦が終了した 1997 年の 59.65 歳から 2017 年の 70.65 歳まで順調に伸びている（世界

銀行）。主要な保健指標を、ソビエト連邦が崩壊した直後の 1990 年、内戦中の 1995 年、内戦終結後

の 2000 年、以降 5 年ごとと最新の 2018 年のデータで比較すると、0 歳から 14 歳児の子どもと 15

歳から 64 歳の若年・中年層の人口はそれぞれ増加しており、母子保健の指標である妊産婦死亡率・

乳児死亡率・5 歳未満児死亡率はいずれも順調に減少していることがわかる（表 2-1）1 。 

表 2-1：タジキスタン主要保健指標の推移 

 
出典：World Bank 

 

一方、持続可能な開発目標（Sustainable Development Goals：SDGs）のひとつとして NCDs 対策があ

り、2030 年までに NCDs が原因の若年死亡（70 歳未満の死亡）を予防や治療を通じて 3 分の 1 減少

させることを目標としている。具体的指標としては、高血圧治療・管理率、糖尿病治療・管理率、子

宮頸癌スクリーニング率、喫煙率等が設定されている。タジキスタンの NCDs について、2000 年か

ら 5 年ごとのデータは表 2-2 のとおりである。感染症、周産期、栄養疾患による死亡の割合が減少し

ているのに対し、NCDs による死亡の割合が増加している。2016 年にはタジキスタン国内全 46,000

人の死亡の 69.2％を NCDs が占めた。また、タジキスタンの心血管疾患による死亡は全死亡の 42％

を占め、全世界の平均値 31％より高い2。 

 

表 2-2:タジキスタン NCDs 指標の変遷 

 

出典：World Bank 

 

 
1 The World Bank Data, https://data.worldbank.org/country/tajikistan, accessed Jan 30, 2020. 
2 World Health Organization-Noncommunicable Diseases Country Profiles, 2018 

年 1990 1995 2000 2005 2010 2015 2018

平均寿命（年） 58.8 58.5 62.0          66.1          68.7 70.1 ―

合計特殊出生率 5.23 4.58 3.97          3.62          3.60 3.62 ―

0歳から14歳の人口 2,315,241 2,552,473  2,643,500 2,581,666 2,685,570  3,029,879  3,347,678  

15歳から64歳の人口 2,765,930 2,989,812  3,349,025 3,949,718 4,593,408  5,175,187  5,478,142  

妊産婦死亡数 ― ― 100           64             55 49 ―

妊産婦死亡率（対10万出生） ― ― ― 97             45 (33, 2012年） ―

新生児死亡数 6,508        6075 5,434        4,713        4865 4424 4193

新生児死亡率（対千出生） 30.7 30.1 28.5          23.3          20.4 16.3 15.0

乳児死亡数 16,866      17433 12,823      9,409        8711 8839 8449

乳児死亡率（対千出生） 80.7 87.3 67.8          47.4          37.3 32.9 30.4

5歳未満児死亡数 21,267      22531 15,946      11,079      9993 10081 9627

5歳未満児死亡率（対千出生） 109.9 ― 91.3          ― 48.1 42.2 38.8

5歳から14歳までの子どもの死亡数 1,729        ― 1,744        ― 939 888 920

5歳から14歳までの子どもの死亡率（対子ども千人） 12.2 ― 9.9            ― 5.5 4.9 4.5

年 2000 2005 2010 2015 2016

NCDsによる死亡の全死亡に占める割合（％） 50.9 ― 64.0 68.2 69.2

感染症、周産期、栄養疾患による死亡の全死亡に占める割合（％） 40.0 ― 27.3 24.0 23.2

20歳から79歳までの糖尿病有病率（％） ― ― 5.0 ― ―

15歳以上のアルコール接種率（％） ― ― 4.2 ― 5.7

https://data.worldbank.org/country/tajikistan
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その他の NCDs の指標である 18 歳以上の肥満率も、2000 年は男性 5％、女性 8％であったのに対し、

2015 年には男性 10％、女性 15％と増加している。ま

た、子どもの栄養状態の変化も図 2-1 のとおり、2007

年から 2012 年までの変化が顕著である。低体重

（Underweight：年齢に対する体重が 2 標準偏差未満の

もの）の割合は一旦下がったが、2012 年に再び割合が

増加している。発育阻害（Stunting：年齢に対する身長

が 2 標準偏差未満のもの）の割合は継続的に減少が見

られるものの、衰弱（Wasting：身長に対する体重が 2

標準偏差未満のもの）と過体重（Overweight：身長に対

する体重が 2 標準偏差超過するもの）の割合はいずれ

も増加傾向にある。 

世界保健機関（World Health Organization：WHO）は、世界的な問題となった NCDs 対策のため、技

術的なガイドラインが必要であるとして、WHO・PEN（WHO Package of Essential NCD Intervention）

を策定した。これは、財源や人材・知財等の資源に乏しい環境における PHC の公平性と効率性を上

げるために、基本的な NCDs 介入策の包括的計画について、概念的枠組みを策定したものである。 

2.2 タジキスタン保健社会保護省の政策、国家計画等における位置づけ 

2.2.1 「国家開発戦略 2030」 

2030 年までの国家開発戦略は、将来の発展のための 3 つの原則に基づいている。1．予防（将来の開

発の脆弱性を減らすこと）、2．産業（国家資源の有効利用）、3．革新性（社会のあらゆる分野での革

新に基づいた開発）である。 

 

タジキスタンの長期的な開発目標は、持続可能な経済発展に基づいて国民の生活水準を向上させる

ことであり、以下のような戦略的な開発目標によって特徴づけられている。 

• エネルギー保障の確保 

• 交通・運輸・通信の開発 

• 食料保障と栄養 

• 生産的雇用の拡大 

「国家開発戦略 2030」の枠組みの中では、新たな開発段階における 3 つの主要課題がある。第 1 に、

平均的な所得を持つ中間層の国々に匹敵するレベルの社会経済発展を達成すること、第 2 に、国民経

済の多様化と競争力の向上を通じて持続可能性を確保すること、第 3 に、中間層の拡大と強化であ

る。 

第 1 の問題に対処するためには、以下のことが必要である。 

- 経済成長のペースを 7～8％で安定的に維持すること 

- 国の国内総生産（GDP）を 3 倍以上にすること 

- 1 人当たり GDP を 2.5 倍以上にすること 

出典：Nutrition Landscape Information System, WHO 

図 2-1：5 歳未満児栄養状態の変遷 
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- 貧困レベルを 2 倍以上削減し、極度の貧困を根絶すること 

- 国民の社会保護のための支出（コスト）を大幅に増やすこと 

第 2 の課題への対処として重要なことは以下である。 

- 産業の成長率を高め、GDP に占める割合を高めること 

- 農業の効率を高め、栄養を含む食糧安全保障への貢献を高めること 

- サービスの成長のペースを加速させること 

- 国民経済の多様化を促進させること（3 主要製品の輸出の集中度の指標を 83％から 58％に） 

- 国民経済の競争力のレベルを高めること 

第 3 の課題を達成するためには、2030 年に中間層のシェアを 50％まで高める必要がある。この課題

の下での主要な活動は以下の通りである。 

- 国民、特に農村部の人々、若者、女性の所得の促進 

- 脆弱な層の雇用を含め、正当で生産的な仕事のための条件を整備 

- 社会における不平等レベルの低下 

2.2.2 「国家保健戦略 2030」 

「国家保健戦略 2030」は 2021 年初頭に承認された。本戦略は以下の通り成り立っている。 

第 1 章 序論 

第 2 章 タジキスタンの保健現状レビュー 

第 3 章 国家保健戦略 2030 の目標と方針 

第 4 章 保健システムにかかる方針 

第 5 章 保健・社会保護サービスへのアクセスビリティと質向上にかかる方針 

第 6 章 戦略にかかるファイナンス 

第 7 章 戦略のモニタリング 

第 8 章 規定 

「国家保健戦略 2030」第 2 章では、前回の「国家保健戦略 2010-2020」期間中のタジキスタンの保

健全体をレビューとしており、以下のとおり示されている。 

 内戦後のタジキスタン国民の健康状態は改善されてきている。2000 年以降、平均寿命は 6.8 年

（2019 年）伸び、男性は 73.0 歳、女性は 76.9 歳となっている。 

 世界疾病負荷調査のデータによると、2007 年から 2017 年の間、タジキスタンの死因トップ 10 は

変わらず、虚血性心疾患、下気道感染症、脳血管疾患、新生児障害、急性腸管感染症、肝硬変、

高血圧性心疾患、糖尿病、先天性奇形、アルツハイマー病となっている。一方、代謝性疾患（糖

尿病）による死亡者数は、同時期に 112％の伸びを示している。 

 母子保健指標の改善には大きな進展が見られた。妊産婦死亡率は、1990 年の出生 10 万人あたり

97.7 人から、2018 年には出生 10 万人あたり 24.1 人に減少した3。2005 年から 2017 年までに、

 

3 「1.1 調査の背景と目的」に記載したデータとは異なるが、これは出典が異なるため。 
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世界の妊産婦死亡率減少率は 2.8％であったが、タジキスタンの妊産婦死亡率は 4.2％減少した。 

 子どもの保健指標についても状況が改善した。2017 年、5 歳未満児死亡率は 33（対千出生）、乳

児死亡率は 24（対千出生）であった（Demographic and Health Survey 2017）。 

 1 人当たりの医療費は 2018 年、62.80 米ドルであった。このうち 26.4％が公的財源で賄われ、

66.6％が主に患者の自己負担で、7％が開発パートナーや国際的な開発パートナーによって賄われ

ている。タジキスタンは医療費に GDP の 7.5％を費やしているが（世界銀行、2018 年）、これは

ヨーロッパ・中央アジア地域の平均を下回っている 。 

「国家保健戦略 2030」第 3 章の戦略の目標としては、以下が掲げられ、PHC は戦略目標のひとつと

いう位置づけである。 

o 保健システムの効果的マネジメント 

o ユニバーサル・ヘルス・カバレッジ（Universal Health Coverage）を達成するため

の PHC システム強化 

o 保健提供システムの近代化と向上 

o 適切で持続性のある保健財政の確保 

o 資格とモチベーションを持った保健人材による保健サービス提供 

o 近代的な保健情報システムの開発 

「国家保健戦略 2030」の第 5 章は、保健サービス、PHC 向上、母子保健サービス、感染症、NCDs、

医薬品、公衆衛生とヘルシー・ライフ・スタイル、公衆衛生の危機への準備、の 8 節に分かれており、

第 2 節 PHC 向上では、過去 10 年間のあゆみ、課題点、PHC 分野での目標、そのための活動が記載

されている。それらを下表にて示す。 

表 2-3：「国家保健戦略 2030」第 5章第 2節 PHC 向上 

    （過去 10 年のあゆみと課題、目標と主な活動） 

記載項目 概要 

2010-2020 のあゆみ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 プライマリ・ヘルスケア（PHC）は、医療システムの基盤である。タジキスタンでは、

家庭医療的アプローチに基づいた PHC モデルを採用しており、ニーズに応じた適切な

ケアを提供できるよう、家庭医（Family Medicine Doctor: FMD）や家庭看護師（Family 

Medicine Nurse: FMN）の育成に多大な投資を行ってきた。タジキスタンの人口の 73％

以上が農村部に住んでいることを考えると、PHC は大多数の人々にとって健康増進や

健康サービスへの入り口である。 

 PHC サービスは患者の治療だけにとどまらず、性差や年齢差を考慮し、特に貧困や脆

弱性のある状況で生活している人々や、障がい者、高齢者、NCD やトラウマの影響を

受けている人々に対して、病気の予防や健康の維持、リハビリテーションや緩和ケア

の提供に重点を置くべきである。 

 2018 年 10 月 25 日、国連加盟国は全会一致でアスタナ宣言の採択を可決し、UHC を

達成するための重要な一歩として PHC システムの強化を誓約した。本戦略は、アスタ

ナ宣言の精神に基づいて、家庭医療に基づく PHC を強化し、すべての人にとって安価

で公平かつ効果的なものにすることを目的としている。「国家保健戦略 2030」の重要

な目標の一つは、タジキスタンの人々の家庭医療に基づく PHC サービスへのアクセ

ス、質、対応を改善することである。PHC サービスは、地域社会や個人の健康を改善・

維持するために必要不可欠かつ基本的なものである。 

 提供されるケアは、エビデンスに基づく実践の推奨事項を満たし、患者にとって安全

で受け入れ可能な環境で行われるべきである。また PHC は、個人や地域社会のニー

ズ、そして国の健康政策に対応したものでなければならない。 

 タジキスタンは、PHC レベルでの家庭医療モデルの導入と改善に成功した。家庭医療
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記載項目 概要 

2010-2020 のあゆみ の概念を実践している PHC 機関の割合は、2010 年の 56％から 2017 年には 70.1％に

増加した。 

 この 10 年間の改革では、家庭医療サービスの普遍的な提供と、これらのサービスやイ

ンフラの質の向上が、特に農村部や手の届きにくい地域に焦点を当てて行われてきた。

現在、53 の都市、54 の郡、844 の村落保健センター、1,711 のヘルスハウスがあり、

国民に PHC を提供している。 

課題 

 医療サービス提供インフラの整備とアクセスの改善には大きな成功を収めたものの、

貧困層や農村部の人々、社会から疎外されたグループのアクセスには依然として不平

等が見られる。 

 法的権利に関する市民の認識不足、医療・社会サービスを受ける資格に関する市民の

認識不足により、必要な時にこれらの保障を効果的に利用することが制限されている。 

 ソビエト式医療の継承の一環として、外来サービスは非常に細分化されている。これ

により、支出が 2 倍になってサービスが割高になる一方で、患者のアクセスが制限さ

れている。患者が「ワンストップショップ（ある分野において、関連するあらゆる商

品を取り揃える販売形態のこと）」の概念で必要なサービスにアクセスできるように

するためには、サービスを一つの下に集約し、効果的なリファーを確立する必要があ

る。 

 細分化に加えて、PHC レベルでの能力不足により、他の専門外来や入院サービスに何

度もリファーすることが起こっている。 

目標 

 PHC サービスの質と能力の向上 

 PHC レベルでのプロセスと管理を改善するための情報システムの開発 

 PHC レベルでの必須医薬品へのアクセスの提供 

 PHC の傘下にある必須サービスの統合と開発の強化 

 地域社会の関与と、地域社会と PHC 提供者の間のパートナーシップの構築 

主な活動 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 家庭医学の概念に基づき、普遍的なアクセス、経済効率、患者中心の統合されたサー

ビスの提供を目的とした「全国 PHC 開発マスタープラン」を策定する。 

 全国 PHC 開発マスタープランに沿った PHC 施設の建設、リハビリテーション、設備

投資計画を策定し、承認する。 

 郡レベルの PHC の下で、救急医療と救急車サービスの統合モデルを開発し、救急車サ

ービスのインフラ整備も行う。 

 PHC サービスのための国家臨床実践ガイドラインの作成と採用のためのメカニズム

を承認し、その作成と適用の優先順位を決定する。 

 青年期を含む身体疾患、リプロダクティブヘルス疾患、感染症、精神疾患、心理学的

疾患の早期診断と治療のための臨床実践ガイドラインを作成し、実施する。 

 PHC サービスにおける国家臨床実践ガイドラインの適用を監視・評価するシステムを

開発し、承認する。 

 PHC 医療機関の認定制度に、臨床実践ガイドラインの適用に関する評価を含める。 

 家庭医／PHC の能力を見直し、包括的なケアを提供する能力と、専門的なサービスへ

のアクセスを管理する能力を向上させる（サービスのインフラ的・経営的統合と併せ

て実施）。 

 PHC 施設の報告書の数と量を縮小する一方、報告プロセスの合理化と最適化を図る。 

 PHC 用のデジタル情報技術を徐々に開発・導入する。ドゥシャンベ市が実施した「タ

ジキスタン共和国の診療所と病院の自動化」の成功例は、この統合・統一システムを

開発するための学習プラットフォームとして役立つ。 

 PHC レベルで収集され、支払いや健康状態のモニタリングシステムに利用するための

パフォーマンス・ベースの指標と健康状態の測定の最適化されたシステムを開発する。 

 思春期の子どもの健康に関する指標、データ収集の仕組み、思春期の子どもの成長に

関する文書化、情報システムへの導入等を開発する。 

 ヘルスワーカー、ソーシャルワーカー、家族や地域社会による緩和ケアの提供基準を

策定する。 

 既存の病院に限られた数の病床を確保した上で、好ましいモデルである学際的な専門

家グループによる、患者が生活する自宅での緩和ケアの提供を開発する。 

 国内の新しいホスピスの配置を促進する。 

 PHC 体制の最適化と再構築の一環として、垂直的サービス提供構造（HIV/AIDS・結核

センター、ヘルシー・ライフスタイル・センター、予防接種センター等）の適切な機能
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記載項目 概要 

主な活動 を PHC サービスの傘下に統合し、患者の「ワンストップショップ」アクセスを確保す

る。 

 郡レベルでの PHC 傘下の救急医療・救急車サービスおよび交通手段の開発と段階的な

統合。 

 保健社会保護省が承認した「健康問題に関するコミュニティとのパートナーシップ」

モデルの実施、および健康増進・強化に関するコミュニティ、健康生活センター、PHC

施設の共同活動。 

 PHC 施設の計画プロセス（事業計画）と実施へのコミュニティの参加。 

出典：「国家保健戦略 2030」 

2.3 PHC に関するタジキスタン保健社会保護省の政策文書、戦略、ガイドライン等 

PHC に関するタジキスタン保健社会保護省の政策文書としては、2021 年 1 月 26 日に保健社会保護

省大臣により承認された「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-

2025（Primary Health Care System Development Plan based on Principles of Family Medicine for the 

period of 2021 – 2025）」がある。保健社会保護省 PHC 局長によれば、今後 2025 年までのすべての

PHC 活動は、この政策文書に基づいて実施されるとのことである。 

政策文書「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」では、

以下の 4 項目が重要項目として挙げられている。 

１．PHC レベルでのサービスへのアクセスとその質の向上 

２．PHC レベルでのマネジメントを改善するための情報システムの近代化 

３．緩和ケア、救急医療、垂直プログラム等、PHC 施設における基本的なサービスの統合と開発の

改善 

４．健康問題へのコミュニティの関与 

以下に、上記 4 項目の活動、タスク、成果/指標を記す。 

表 2-4：「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」の活

動、タスク、成果/指標 

活動 タスク 成果／指標 

1. PHC サービスへのアクセスとその質の向上 

1.1. 

PHC サービスのための臨床実

践に関する新規および既存の

ナショナル・ガイドラインの作

成と更新 

1.PHC のための臨床実践に関する既存

の国家ガイドラインの分析 

2.更新スケジュールの承認 

3.既存臨床ガイドラインの見直しと新

規臨床ガイドラインの作成 

・ワーキンググループ設立に関

する省令PHCのための新規およ

び更新された臨床ガイドライン

の数 

1.2. 

臨床ガイドラインの適用に関

する定期的なモニタリングお

よび評価システムの開発と承

認 

1.PHC ネットワーク施設レベルでの内

部委員会の数を増やす 

2.地方の専門家を支援するための定期

的なメンタリング訪問のための外部モ

ニタリングシステムの開発、承認、実施 

・内部に品質委員会を設置して

いるPHC施設の数 

・郡/市内PHC施設への支援監督

訪問の数 
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活動 タスク 成果／指標 

1.3. 

家庭医やサービス提供者の

PHC に関する能力を見直し、

複雑なケアを提供する能力や

専門的なサービスへのアクセ

スを拡大する 

1. 家庭医・家庭看護師の資格要件の見

直し  

2. PHC ネットワーク施設規則の段階的

な見直し  

3. PHC ネットワーク施設における狭義

の専門家の資格要件の見直し 

・家庭医と家庭看護師の資格要

件が更新される  

・PHCネットワーク施設の規定

が更新される 

・PHCネットワーク施設におけ

る狭義の専門家の資格要件が更

新される 

1.4. 

PHC 施設のインフラの継続的

な改善と近代化 

1. 既存の PHC 施設の改築および新規

PHC 施設の建設  

2. 最新設備を備えたPHCネットワーク

施設の提供 

・改修されたPHC施設の数 

・新設されたPHC施設の数 

1.5. 

家庭医療ヘルスワーカーの数

を増やす 

1. 高等教育機関の卒業生から家庭医の

数を増やす 

2. 家庭医療専門の学生数を増やす 

3. PHC ネットワークの専門家のための

資格開発コースを定期的に開催する 

― 

1.6. 

PHC ヘルスワーカーの継続的

な能力開発 

1. 単位制の継続的医学教育

（Continuous Medical Education： 

  CME）の導入の展開 

2. 遠隔教育手法の導入 

3. 継続的医学教育ウェブサイトの作成 

・CMEを導入した試験郡の数 

・遠隔教育コースの数 

1.7. 

PHC 施設の認定基準の更新と

策定、および認定された PHC

施設の数の増加 

1. PHC 施設認定基準の更新 

2. PHC 認定施設数の増加 
・認定されたPHC施設の数 

1.8. 

家庭医療ヘルスワーカーのモ

チベーション向上 

1. 専門医が不足している地域にヘルス

ワーカーを惹きつけ、維持するための経

済的・社会的（住宅等）なインセンティ

ブの確保  

2. 特定の医療活動やサービスの対価と

して、成果に基づく報酬制度を開発、試

行、導入する 

3. サービスの統合、医療の量と質を考

慮した家庭医の報酬制度の見直し 

・遠隔地でのヘルスワーカーの

配置の改善  

・ヘルスワーカーの海外への流

出の減少 

 

活動 タスク 成果 / 指標 

2. PHCのマネジメントを改善するための情報システムの近代化 

2.1. 

PHC 施設の報告数と量の削減、

報告プロセスの合理化・最適化 

1. PHC 施設の報告形態の分析 

2. 報告プロセスの最適化と近代化 

・PHC施設の報告フォームを分

析  

・報告プロセスが最新の要件に

適合 

2.2. 

PHC 施設におけるデジタルおよ

び情報技術の開発と導入 

1. PHC 施設におけるデジタル・情報

技術の開発と導入 

・デジタル・情報技術を導入した

PHC施設の数 

2.3. 

PHC マネジャーの管理能力の向

上 

1. 事業計画 の展開 

2. PHC マネジャーの能力向上 

・事業計画を実施した郡の数が

増加する  

・公共医療管理コースに合格し

たPHCマネジャーの割合の増加 
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活動 タスク 成果 / 指標 

2.4. 

正当な意思決定のサポート 

1. 家庭医学と国民の健康に関する関

連テーマの定期的な調査の実施 
― 

 

活動 タスク 成果 / 指標 

3. 緩和ケア、救急医療、垂直的なサービス提供構造等、PHC施設における基本的なサービスの統合と開発 

3.1. 

PHCのヘルスワーカー、家族や

コミュニティによる緩和ケア

の基準の策定 

1. PHC による緩和ケアの基準策定  

2. 家族や地域社会によるケアの基準の

策定 

3. 基準を実際に導入する 

・PHCのヘルスワーカー、家族や

コミュニティによる緩和ケアの

基準が承認され、試験的に実施さ

れる 

3.2. 

多職種による在宅緩和ケアの

仕組みの構築と導入 

1. 多職種による在宅患者への緩和ケア

の仕組みの構築と導入 

・多職種による在宅患者への緩

和ケアの仕組みを構築し、導入す

る 

3.3. 

縦割り構造によるサービス提

供（HIV/AIDS や結核の外来診

療、健康生活センター、予防接

種センター等）を PHC/家庭医

療に統合する 

1. 家庭医療への垂直サービスの統合モ

デルの開発 

2. 家庭医療への垂直サービスの統合モ

デルの試行 

3. 家庭医療における垂直的サービスの

統合の分析 

4. 家庭医療への垂直的サービスの統合

モデルの拡大 

・家庭医療への垂直サービスの

統合モデルを開発する 

・家庭医療の垂直サービスの統

合モデルが試験的に導入される 

・家庭医療への垂直サービスの

統合を分析する  

・家庭医療への垂直サービスの

統合モデルが拡大される 

3.4. 

郡レベルの PHC における救

急・緊急医療サービスの統合モ

デルの開発と導入 

1. 郡レベルの PHC における救急・緊急

医療サービスの統合モデルの開発と段

階的な導入 

・PHCの下に統合された救急・緊

急医療サービスがある郡の数 

3.5. 

PHC および社会的弱者におけ

る母親、子ども、青少年のため

のサービスへのアクセスと質

の向上 

1. すべての女性が、妊娠診断、出産前の

観察、産科医療に関するサービスを受け

られるようにすること、また、5 歳未満

のすべての子どもが、小児疾患の総合的

な管理に関するサービスを受けられる

ようにすること 

2. すべての妊娠中の女性、授乳中の女

性、産婦に、2 歳未満の子どものケア、

栄養、給食、母乳育児に関するコンサル

ティングを提供すること 

3. 山間部の遠隔地にあるPHCレベルで

安全な分娩を確保するために必要な条

件を整える（航空医療サービスの確保） 

4. 現代技術を用いて、青少年・妊産婦・

子どもの健康問題について住民の意識

を高める 

5. 若者や青年に優しいサービスの提供 

6. 5 歳未満児、青年、女性の栄養不良を

予防するための国民の意識改革を行う 

7．遺伝性疾患の早期診断に関するプロ

グラムの拡大を含む、発達障がい児家族

のアクセス拡大 

・妊産婦死亡率の低減  

・新生児・児童の死亡率低減  

・出産年齢の女性と 5 歳未満の

子どもの貧血率の低減 

・完全母乳育児の普及率の向上 

・5 歳未満の子どもの発育阻害の

減少 

・下痢をしている子どもの数の

減少  

・思春期の妊娠率の低減 

・思春期の若者の自殺率の低減  

・あらゆる形態の栄養障害（発育

阻害、栄養不良、肥満）の有病率

を低下させるとともに、5 歳未満

の子ども、青少年、出産年齢の女

性に焦点を当てた栄養サービス

へのアクセスを改善することで、

特に子どもと出産年齢の女性に

おける栄養成分の不足を解消す

る 

・遺伝性疾患の早期診断プログ

ラムの拡大を含め、様々な発達障

がいを持つ早期の子どもたちと

その家族を特定し、サービスを提

供するために、子どもの早期発達

へのアクセスを改善する 
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活動 タスク 成果 / 指標 

3.6. 

非感染性疾患の負担軽減 

1. 啓発活動を通じて、喫煙、不健康な食

事、飲酒、運動不足、心理社会的ストレ

ス等、主要な非感染性疾患の一般的な危

険因子の国民の有病率を低下させる 

2. PHC レベルでの NCD スクリーニン

グプログラムの統合 

3. 高血圧、糖尿病の早期発見、登録、効

果的な管理、急性期における適切でタイ

ムリーな介入、脳卒中や心筋梗塞による

予防可能な若年死亡を減らすためのリ

ハビリテーションを目的とした個々の

サービスの適用範囲の拡大 

4. 定期的な人口統計学的・制度的調査

を実施し、NCD の予防と対策の必要性

を評価するとともに、エビデンスに基づ

く意思決定を促進する 

・非感染性疾患、外傷、加齢によ

る若年死亡や障害の発生率を低

減し、障がい者、高齢者、非感染

性疾患や外傷の影響を受けた

人々の生活の質や社会的統合を

改善する 

3.7. 

感染症（HIV、結核等）の負担

軽減 

1. 女性の HIV 検査対象者の拡大 

2. 結核患者の早期発見とコミュニケー

ションシステムの改善 

3. 感染症管理の効率化を目的とした、

家庭医を含むヘルスワーカーの研修を

管理・組織するためのプロトコルを開発

する 

・HIVの母子感染がなくなる  

結核による死亡率が減少する  

・結核の罹患率が減少する 

 

活動 タスク 成果 / 指標 

4. 健康問題に対するコミュニティの関与 

4.1 

ガイドライン「健康問題におけ

るコミュニティとの連携」の展

開 

1. コミュニティと連携するための専門

家やファシリテーターの育成 

2. 政府・行政や公的機関のコミュニテ

ィ動員への関与 

3. コミュニティと協力するための PHC

スタッフの能力の強化 

4. コミュニティとの持続可能な協力関

係を構築するための PHC と HLC の協

調的アプローチの開発 

5. コミュニティ・ヘルス・チームの活動

をモニタリングするシステムの構築 

・訓練を受けたファシリテータ

ーの数 

・既存のコミュニティ・ヘルス・

チームの数   

・保健社会保護省の優先事項に

沿ってコミュニティ・ヘルス・チ

ームと協力するために導入され

たトピックの数  

・トピックと日付に関するコミ

ュニティ・ヘルス・チームの現メ

ンバー数；コミュニティ・ヘルス・

チームメンバーの交代 

4.2. 

PHC 施設のプログラムや活動

への積極的な参加、健康問題に

関するコミュニティとの連携 

1. 地域の公的機関や国際機関とヘルス

ワーカーが密接に連携し、コミュニティ

の健康強化・促進を図る 

・共同活動、研修コースの数  

参加した郡、村、人口の数 

4.3. 

PHC 施設の事業計画策定プロ

セスへのコミュニティの参加 

1. PHC 施設のヘルスワーカーを対象

に、事業計画プロセスへのコミュニティ

の参加に関する研修を実施 

 

・事業計画策定プロセスにコミ

ュニティが参加する郡の増加 

4.4. 

疾病予防と健康増進の分野に

おける住民の意識向上、および

1. ヘルスワーカーによる、ミーティン

グやマスメディアを通じたコミュニテ

ィへの働きかけ 

・マスメディアに掲載されたイ

ベント数  

・住民の健康増進のための活動
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活動 タスク 成果 / 指標 

健康的なライフスタイルの促

進 

2. 自分たちの健康決定要因に対する取

り組みの計画と管理に関する住民の研

修 

を計画しているコミュニティの

数 

出典：家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025、保健社会保護省 

 

保健社会保護省の対応としては、上記各項目を実施する予算がタジキスタン政府にはないため、基本

的に援助機関の支援に頼ることになっている。現在、各援助機関がどの項目を支援するのか、またど

の地域を支援するのかについて、調整をしている段階である。 

「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」の第 4 項に記さ

れた「健康問題に対するコミュニティの関与」については、「健康問題におけるコミュニティとの連

携に関するガイドライン（Guideline on the Partnership with Communities on Health Issues）」に詳細が

記載されている。本ガイドラインには、また、PHC 分野で主要な役割を担う PHC 施設とヘルシー・

ライフ・スタイル・センター（HLC）について、その役割が明記されている。以下、本ガイドライン

の「１. 序論」と「2. 健康問題」における、地域社会とのパートナーシップにおける HLC や PHC 施

設等組織の役割と機能を記す。 

 

健康問題におけるコミュニティとの連携に関するガイドライン  

1. 序論 

本ガイドラインは、タジキスタンのすべての農村地域において、保健システムとコミュニティの間で、コミュニテ

ィのエンパワーメントと健康問題への関与を目的とした健康促進のパートナーシップのための概念に基づき、健康

問題に関するコミュニティレベルでの活動の単一の技術、アプローチ、方法を規定する。 

 

このガイドラインでは、健康増進を担当する保健システム構造、PHC、ヘルシーライフスタイルセンター（HLC）

を巻き込んだ協調的アプローチが定義されている。これらの組織と保健システム全体が完全に関与し、プログラム

の所有権を持つことになる。また、このプログラムを実施するための PHC や HLC のスタッフの能力開発を確実に

行い、その持続性を高めることができる。 

 

本ガイドラインでは、「健康問題に関するコミュニティとのパートナーシップ」というプログラムに不可欠な要素

として、以下の 4 つを挙げている。 

1. PHC および HLC の構造は、健康に関してコミュニティと協力する際の主導的な機関であり、プログラムや活動

のすべてに関与しなければならない。 

2.共和国 HLC は、「健康問題に関するコミュニティとのパートナーシップ」を調整する。 

3.コミュニティでは、コミュニティ・ヘルス・チーム（Community Health Team: CHT）と呼ばれるボランティア

の独立した組織が健康促進のための PHC および HLC の重要なパートナーとなる。 

4.コミュニティとの共同作業のテーマの選択は、コミュニティ自身が特定した優先事項と、2020 年 8 月のタジキ

スタン共和国政府令 No.368 によって発行された国家保健戦略 2010-2020 の枠内で保健社会保護省が特定した優

先事項に基づいて行わなければならない。人々の優先事項を特定するために選択された方法は、本ガイドラインの

一部で説明されている参加型農村評価（Participatory Rural Appraisal: PRA）である。 
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本ガイドラインでは、地域社会や健康問題とのパートナーシップにおける組織の役割と機能を定義している。 

 

2. 健康問題に関する地域社会とのパートナーシップにおける組織の役割と機能 

2.1 共和国 HLC 

 2.1.1 共和国 HLC は、保健システム及びそのパートナープロジェクトと CHTs 及び他のコミュニティベース

の組織との協力を調整する。 

 2.1.2 共和国 HLC は、PRA を通じて特定された人々の思考、国家保健戦略 2010-2020 に概説された保健制度

の優先事項を考慮して、CHTs と協力するための健康トピックを選択する。 

 2.1.3 共和国 HLC は、すべてのパートナープロジェクトと密接に協力し、CHT との健康促進プログラムの調

整を依頼する。 

 2.1.4 共和国 HLC は、選択された健康に関するテーマについて、ヘルスアクションと呼ばれる適切なプログ

ラムを開発する。これには、健康行動のためのアプローチ、メッセージ、教育資料、研修モジュール等が含ま

れる。開発パートナーは、この点において 共和国 HLC を支援するよう求められる。共和国 HLC は、保健シ

ステムの関連する専門部門や、問題となっているトピックに関するプログラムの実施を計画しているパート

ナープロジェクトとの調整を行う。 

このような保健活動の枠組みの中で、CHT は、地域の集会で人々と話をし、特定の健康問題に関するイベン

トを開催する等、様々な方法で健康メッセージを配布することや、地域社会における意識向上や行動変容を

支援する他の行動をとることを求められることがある。 

 2.1.5 保健活動を設計する際、共和国 HLC は CHT メンバーがボランティアであり、したがって有給スタッフ

のように仕事をこなすことは期待できないことを考慮する。 

 2.1.6 共和国 HLC は、CHT の組織開発のためのテーマを選択し、これらのテーマに関連する研修を開発する。 

 2.1.7 共和国 HLC は、健康問題に関する地域社会との連携に関するあらゆる事項について、州・町・郡レベ

ルの HLC の専門家の研修を行い、また彼らの仕事を支援・監督する。このため、共和国 HLC は、健康問題

に関する地域社会との連携に関する専門的なトレーナーを全国的にプールする。 

 2.1.8 共和国 HLC は、州や郡の HLC が、「健康問題に関する地域社会とのパートナーシップ」が地域で実施

される前に、Hukumats（フクマットまたは政府）、Jamoats（ジャモアットまたは村役場）、およびその他

の関連する地域構造について知らせるワークショップを組織し、開催することを支援する。この例では、村落

保健センター（RHC）が、「健康問題に関するコミュニティとのパートナーシップ」の枠内での活動の実施に

ついて、マハラ委員会に伝える。 

 2.1.9 共和国 LHC は、健康増進のためにコミュニティと活動する各パートナープロジェクトと、本ガイドラ

インに記載されている現在のアプローチからの移行プロセスを開発する。共和国 LHC は、本ガイドラインに

記載されているアプローチをプロジェクト地域で開始するにあたり、地元の PHC や HLC の職員やプロジェ

クトスタッフを研修するために、全国のトレーナープールからトレーナーをプロジェクトに提供する。これ

には、地元組織との情報ワークショップや、人々の優先事項を特定する PRA プロセス、CHTs の形成が含ま

れる。共和国 HLC はパートナープロジェクトに対し、開始のための資金を提供し、その後、具体的なプロジ

ェクトのテーマについて CHT と協力するよう要請する。同時に、地元の HLC や共和国 HLC と合意した他

のプロジェクトは、これらの CHT に対して、同じ地域の他のプログラムで協力するよう要請することができ

る。 

PHC と HLC のスタッフの関与は、特定のプロジェクトのテーマについて彼らを研修することと、プロジェク

ト終了後もこの仕事を続けられるように、プロジェクトの日々の実施において彼らに積極的な役割を与える

ことを含むべきである。 

 2.1.10 共和国 HLC は、本ガイドライン「健康問題に関する地域社会とのパートナーシップ」の実現をタジキ

スタン全土に段階的に拡大することを計画し、すべての開発パートナーにこの努力を支援するよう呼びかけ

る。 
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 2.1.11 共和国 HLC は、「健康問題に関する地域社会とのパートナーシップ」プログラムのためのモニタリン

グシステムを開発し、プログラムの発展するニーズに合わせて時間をかけて適応させる。モニタリングシス

テムは、少なくとも以下の問題をカバーしなければならない。 

✓ 地域ごとに開催された PRA セッションの数 

✓ 地域ごとの人々の優先事項と健康の決定要因 

✓ 地域ごとの CHTs の数と CHTs のメンバー数 

✓ 対象となる地域、村、人口 

✓ プロジェクトの活動に参加した HLC および PHC の数 

✓ 対象となるトピック 

✓ 健康の決定に関する CHT の独自の取り組みに関する活動の数 

✓ RHC の事業計画サイクルに関与した CHT の数 

✓ すべてのパートナーと CHTs との関係の質。これは、パートナーシップの概念の遵守や、他

の組織からの CHTs の独立性に反映されており、また PHC スタッフの CHTs メンバーに対する態

度は、敬意、感謝、非支配的・非権威的な行動、認識、感謝に基づいている。 

 

2.2 州 HLC 

 2.2.1 州 HLC は、郡 HLC の専門家の研修を行い、「健康問題に関する地域社会との連携」に関する彼らの活

動を支援・監督する。 

 2.2.2 州 HLC は、州政府および非政府組織の「健康問題に関する地域社会との パートナーシップ」プログラ

ムへの協力を調整する。このような支援が、健康の決定要因に関する CHT の保健活動や独自の取り組みに役

立つ場合には、そのような支援を行う。 

 2.2.3 ガイドライン「健康問題に関する地域社会とのパートナーシップ」の実施過程において、州 HLC は州

の PHC 組織と密接に協力する。 

 

2.3 郡 HLC（地区 HLC) 

 2.3.1 郡 HLC は、「健康問題におけるコミュニティとの連携」に関する作業計画を PHC マネジャーと調整

する。 

 2.3.2 郡 HLC は、RHC や HH のスタッフに対し、CHT の結成や協力に関するあらゆる事項について研修を

行い、この活動において彼らを支援・監督する。 

 2.3.3 郡 HLC は、健康活動や健康の決定要因に関する CHTs の独自の取り組みに役立つ場合、 郡レベルの

地方政府および非政府組織が「健康問題に関するコミュニティとの パートナーシップ」に協力するよう調整

する。 

 

2.4 郡ヘルスセンター （DHC） 

 2.4.1 郡ヘルスセンターは、その予防的任務の主要な部分として、郡内 HLC との緊密な連携を行い、「健康

問題に関するコミュニティとのパートナーシップ」ガイドラインに基づく活動の実施に積極的に参加する。 

 2.4.2 郡ヘルスセンターは、健康問題に関するコミュニティとのパートナーシップのプログラムにおけるそれ

ぞれの役割において、RHC と HH を財政的・技術的に支援する。また、本プログラムにおける組織間の協力

や、他の関連組織の協力を促進する。 

 

2.5 共和国家庭医学センター（RFMC） 

 2.5.1 RFMC は、「健康問題に関するコミュニティとのパートナーシップ」における役割について、PHC スタ

ッフの研修を行う。 

 2.5.2 RFMC は、ガイドライン「健康問題に関するコミュニティとのパートナーシップ」の実施において、各

郡の PHC の活動を調整する。 
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 2.5.3 RFMC は、ガイドライン「健康問題におけるコミュニティとの連携」の実施において、共和国 HLC と

密接に連携する。 

 

2.6 RHC と HH 

 2.6.1 RHC と HH は、保健システムにおいて CHT の主要なパートナーである。 

 2.6.2 彼らは CHTs のメンバーとはならない。 

 2.6.3 健康増進に関して CHT と協力することは、RHC と HH の疾病予防活動の中心的な任務である。 

 2.6.4 RHC は、人々の健康に関する優先事項を特定し、CHT を結成するために、コミュニティでの PRA セッ

ションの実施を促進する。 

 2.6.5 RHC と HH は、2 つの分野で CHT の能力を向上させる。一つは、健康に関する活動について彼らを訓

練し、必要に応じてその実施を支援する。もう一つは、CHT の組織開発に関する研修とサポートを行う。 

 2.6.6 RHC は、CHT の代表者を事業計画サイクル（年間計画の策定、モニタリング、四半期・年次分析）に

関与させる。その目的は、RHC の年間計画やモニタリングにおいてコミュニティに発言権を与え、コミュニ

ティに対する RHC の透明性と説明責任を高めるためである。 

 2.6.7 RHC は、CHT の代表者が会議に持ち込む問題を特定できるように、事業計画およびレビュー会議に CHT

の代表者を早期に招待する。事業計画サイクルへの CHT の関与は、採用された文書に従って行われる。 

 2.6.8 これら全ての業務において、RHC と HH は CHT を部下としてではなく、対等なパートナーとして尊重

し、CHT の意見を尊重し、CHT のメンバーが地域社会の健康増進のためにボランティアとして労働提供して

いることを認識し、感謝の意を示す。 

 

2.7 CHTs 

 2.7.1 CHT は、農村地域における非公式の独立したコミュニティベースの組織であり、地域社会の健康に関心

のあるコミュニティのメンバーで構成される。 

 2.7.2 CHT のメンバーは、報酬なしのボランティアとして時間と技術を提供し、地域社会の 健康と福祉を向

上させるために一致団結する。 

 2.7.3 農村部では、CHT はコミュニティを基盤とした保健システムの主要なパートナーである。 

 2.7.4 CHT の役割は、保健活動を通じて疾病予防を支援すること、独自の取り組みによりコミュニティレベル

で健康の決定要因に対処すること、そしてコミュニティの代表として RHC の事業計画サイクルに参加するこ

とである。 

 2.7.5 通常、CHT の結成は PRA プロセスの一部であり、PHC/HH のスタッフが郡 HLC の支援を受けて促進

する（情報は「健康問題に関するコミュニティとのパートナーシップ」の項で提供されている）。このプロセ

スでは、まずコミュニティが CHT のメンバーを提案し、選出する。CHT はその後、メンバーの過半数の承認

を得て、脱退したメンバーの後任やメンバーの増員等、さらに多くの人々をメンバーとして招待することが

できる。 

 2.7.6 原則として、1 村に 1 CHT を設置する。大きな村やコミュニティでは、CHT と RHC/HH は複数の CHT

を形成することを決めてもよい。 

 2.7.7 CHT は RHC または、郡 HLC により、保健活動の実施および組織の能力開発に関する研修を受ける。 

 2.7.8 保健活動における CHT の役割は、保健メッセージの配布や、コミュニティにおける意識向上と行動変

容を支援する行動をとることである。ボランティアである CHT のメンバーは、そのような作業にどれだけの

時間を費やすことができるか、したがってどれだけのカバー率を達成できるかを自ら決定する。ボランティ

アは、有給のスタッフのように働くことを期待されてはならない。 

 組織的なキャパシティ・ビルディングは、CHT が、彼ら自身が特定し、優先すべき地域の健康の決定要因に

取り組むための独自のイニシアチブを取ることを奨励し、それを可能にするものでなければならない。保健

活動と独自の取り組みの両方において、CHT は、学校、クラブ、モスク委員会、非保健分野で活動するコミ

ュニティ・グループ、マハラ委員会、ジャモアット（村役場）、フクマット（政府）、RHC/HH 等、村レベル



タジキスタン国プライマリ・ヘルスケアに係る情報収集・確認調査 

調査報告書 

20 

やそれ以外の非政府組織や政府組織と協力することが奨励されている。このような組織と協力する際、CHTs

は独立したパートナーであり、どの組織にも従属しない。これは、マハラ委員会、ジャモアット（村役場）、

フクマット（政府）、RHC/HH との関係にも当てはまる。 

 2.7.9 CHT の代表者がマハラ委員会のメンバーであること、あるいはその逆であることは必須ではないが、コ

ミュニティが両方の組織に人を選出する場合には、これに異論はない。 

 2.7.10 CHT の代表者は、RHC の事業計画サイクルに参加するよう招待される。各 CHT は会議に参加する代

表者を 1 名選出する。各 CHT は、代表者が会議に持ち込むテーマについて話し合い、合意する。これにより、

RHC の計画において、人々の健康に関する優先事項が考慮されるようになり、RHC の透明性とコミュニティ

に対する説明責任が高まる。 

 

2.4 PHC のガバナンス、人材、財政 

タジキスタンにおいて PHC は以下のとおり組織されている。 

 

 

 

 

 

出典：DHC への聞き取りによる      

図 2-2：PHC に関する組織図 
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ガバナンス、人材、財政の現状と課題については現地調査を元に以下の通りまとめられる。 

表 2-5：PHC におけるガバナンス、人材、財政の現状と課題 

 現状 課題 

ガバナンス ⚫ 専門センターと専門センターが主導する垂直プ

ログラムが、DHC 下に統合されていない。 

⚫ 各種報告フォーマットが混在する。 

⚫ DHC 長が包括的に地域の保健状態を

把握できない。 

人材 ⚫ 全国の FMD 数、目標数 3,800 人、現在 2,403 人。

ドナー支援があれば年間 30-40 人程度養成可能。

ドナー支援がなかった昨年実績 12 人。 

⚫ 家庭医（FMD）の数が比較的住民に行きわたって

いる郡は、人口 3,000 人程度に 1 人程度の FMD

が い る Roghun 、 Sangvor 、 Shahrinav 、

Tursunzoda、Hissor、Temurmalik である一方で、

Khuroson、Jomi、Kushoniyon は人口約 1 万人以

上に 1 人の FMD しか配置されていない。特に

Jomi は DHC 長によれば 12 人の FMD 全員が

DHC で勤務しており、RHC には FMD が 1 人も

いない。 

⚫ 家庭医、家庭看護師の資格のある人材

が RHC にて PHC 活動を担うことが

重要である（最低条件ともいえる）が、

まだ不足している。また FMD は定着

しない。 

⚫ 人材育成（FMD、FMN の育成）費は国

でカバーできない。ドナーがつかない

と育成できない。 

財政 ⚫ 2016 年より PHC のための予算方式が Per capita 

financing 方式となった。都市部（City）の PHC

施設予算は住民 1 人当たり年間 67TJS、郡部

（District）の PHC 施設予算は住民 1 人当たり年

間 54TJS で計算され、地方政府に配布されてい

る。ただし 95％が人件費に割り当てられている。 

⚫ WB が Performance-based Financing

を進めているが、ヘルスセンターレベ

ルでのお金の管理が困難。 

出典：ガバナンスと財政は主に WB へのインタビューによる。人材については FMC と調査対象地でのインタビュー

による 

 

2.4.1 ガバナンス 

「国家保健戦略 2030」では、2010 年から 2020 年までのタジキスタン保健ガバナンス分野を総括す

る部分で、主に以下の点が挙げられている。 

 保健省を保健社会保護省として省を改革した。この組織改編に則り、共和国、州、郡全てのレベ

ルで規則を作成、改訂した。 

 PHC レベルで事業計画プロセスが導入された。また家庭医の大学院での専門研修を 2 年に延長

した。 

 最も大きい成果のひとつはハトロン州に周産期センターを設置したこと。 

 上海協力機構首脳会議の枠内で、また、政府間の二国間・多国間ハイレベル会合（ロシア連邦、

中国、ドイツ、ベラルーシ、カザフスタン、キルギス、アゼルバイジャン、アルメニア、トルク

メニスタン、ウズベキスタン、イラン、チェコ共和国、ラトビア、リトアニア等の大統領との間）

で、同国の保健分野の発展のための方向性を含む様々な協力協定や条約が締結された。 

保健ガバナンスの課題点としては、以下が挙げられている。 

 郡/市レベルの保健マネジメントは不完全で非効率。2012 年に郡/市の保健部門が廃止され、現在

は郡/市病院長が同レベルの保健部門全体の責任者としているが、このようなマネジメントモデ

ルは非効率である。 

 保健マネジメント機能はエビデンスに拠っていない。そのことが、資源の非効率的な利用や不十
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分な意思決定につながっている。 

 外部資源や海外からの投資を管理する上での効率の低さと調整の悪さが、調達した資金の主目

的達成の効果を低下させている。 

また、本戦略の保健情報の欄では、保健情報システム、e-Health、デジタルヘルスケア、遠隔医療の

効果的な導入を保証する適切な法律の欠如がまず記載されている。また、PHC レベルでは、データ

と報告のために大きな負担がかかっているにもかかわらず、それらの情報が、実際には意思決定に利

用されていないこと等も課題点として記載されている。 

郡/市レベルでの郡/市ヘルスセンター、郡病院、専門センターの役割について 

郡/市レベルの PHC を管轄する機関として District Health Center4（DHC）が各郡/市に置かれている。

DHC は、①郡/市内の PHC 施設（Rural Health Center:：RHC、と Health House：HH）を管理するこ

とと、②郡/市レベルの外来センターとして臨床に携わること、の 2 つの役割を持つ。 

District Hospital（DH：郡病院）は、①郡/市内の病院（管区病院等）を管理することと、②郡/市レベ

ルの入院施設としての 2 つの役割を持つ。また、郡/市病院長は郡内全域の保健医療全ての長とされ

ているものの、実態は病院の運営だけを行っている。ただし、DHC 長と DH 長は、例えば DHC 長

の任期が終了すると DH 長に横滑りする等の人事が通常であるため、いずれの内情にも通じている

ことが多い。 

その他、各郡/市には共和国専門センターの支部がある。主な専門センターには以下がある。 

・リプロダクティブ・ヘルス・センター（Reproductive Health Center：RepHC） 

青少年から妊婦、母親等妊娠可能年齢の主に女性の健康を対象に活動するセンター 

・総合的小児疾患管理センター（Integrated Management of Childhood Illness Center：IMCI センター） 

小児疾患を総合的に管理する研修を実施するセンター 

・結核センター（Center on Prevention of Population from TB） 

結核予防、管理のためのセンター 

・ヘルシー・ライフスタイル・センター（Healthy Lifestyle Center：HLC） 

栄養、NCDs 予防等住民の健康増進を図るセンター 

・予防接種センター（Immuno-prophylaxis Center） 

   ワクチン供給等予防接種のためのセンター 

 

これらの専門センターは DHC の下に置かれるべきとなっているが、現状 DHC の予算元が郡/市政府

であるのに対し、専門センターは共和国専門センターから直接予算が来る等の理由で、郡/市レベル

DHC 下に置かれてはいない。そのため、結核や予防接種等の各垂直プログラムも DHC 下に統合は

されていない。 

専門センターと、専門センターが主導する垂直プログラムが DHC 下に統合されていないことによっ

て、DHC が結核、HIV 等の状況を把握するためには各専門センターに問い合わせる必要があること、

 

4 正確には市の場合 City Health Center（CHC）という名称であるが、本報告書では便宜上 DHC で統一する。City 

Hospital についても同様に便宜上、郡病院とする。 
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また PHC 施設レベルでは郡/市及び各垂直プログラムのための複数の報告書フォーマットが存在す

ること等の問題点が、DHC 長や PHC 施設スタッフから指摘された。この点は、「家庭医療の概念に

基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」の 2.1 項、3.3 項でも指摘されてい

る。 

 

2.4.2 人材 

保健人材について、「国家保健戦略 2030」では人材育成計画・戦略がシステム化されていないこと、

ヘルスワーカー分布の地理的不均衡と医師の国外への流出、ヘルスワーカーへの継続教育が体系立

っていないこと等が課題点として挙げられている。また、特に不足している専門分野の医師としては、

家庭医、小児科医、新生児科医、精神科医、薬物依存症の専門家、感染症の専門家、リハビリテーシ

ョンの専門家、義肢装具士であることが明記されている。 

さらに本戦略において、保健人材について以下のことが記されている。 

 医療はタジキスタンの主要な雇用部門の一つであり、現時点で医療部門の従業員数は 11.2 千人

に達している（保健社会保護省、2018 年） 

 過去 10 年間で、医師の数は 34.5％、専門的な訓練を受けたスタッフ（看護師等）/中堅プロバイ

ダーの数は 70.1％増加した。その結果、2018 年には、国には 18,716 人の開業医と 51,788 人の

看護師がいた。人口 1 万人あたりのヘルスワーカーの割合も、過去 10 年間で医師が 12.2％、看

護師が 41.8％増加しており、1 万人あたりの医師の割合は 21.2 人、看護師の割合は 58.6 人とな

っている。 

 保健人材の数が全体的に増加しているにもかかわらず、国内では地理的分布において著しい不

平等が生じている。最も割合が多いのはドゥシャンベで、人口 1,000 人あたり 8.25 人の医師が

いるが、ハトロン州では人口 1,000 人あたり 1.15 人の医師しかいない。 

 保健人材の数は全体的に増加しているものの、タジキスタンでは特定の専門分野の医師（家庭医、

小児科医、新生児科医、精神科医、薬物依存症の専門家、感染症の専門家、リハビリテーション

の専門家、義肢装具士等）が不足している。 

 ヘルスワーカーの国外移住は、有資格者の人材不足の原因の一つとなっている。 

 国内の医学教育は、公立および私立の医学部で行われている。2010 年と比較すると、医学部の

数は増加しており、学生数や卒業生数も増加している。国内では医学教育への需要が高まってお

り、空いている枠はすべて埋まっている。 

 現在、Tursunzoda 市の家庭医（FMD）を対象に、単位時間に基づく継続的医学教育（CME）が

試験的に実施されている。この試験的な取り組みは、開発された CME に関する規則を実施する

もので、すでに 101 人の医師と 100 人の看護師がこのプロセスに参加している。このパイロッ

ト版の成果は、この戦略を全国的に徐々に展開するための基盤となるはずである。 

 新しいヘルスケアシステムには、十分に訓練されたヘルスケアマネジャーが必要である。現在、

ヘルスケアマネジメントのプログラムは、ヘルスシステムマネジャーの資格を付与する 2 年間

のプログラム（2018 年の卒業生は 59 名）と、2015 年に開発・開始された PHC マネジャーのた

めの 1 年間の研修「パブリックヘルスケア・マネジメントコース」の 2 つがある。 
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 健康科学の分野でも、ここ 10 年で進歩が見られた。老朽化したインフラや限られた資金にもか

かわらず、独立した研究機関や、医科大学や病院内の研究部門が、国内外の継続的なプロジェク

トに取り組んでいる。14 の科学センター、アビセンナ・タジク国立医科大学の研究部門、ハト

ロン国立医科大学、ヘルスケア分野の大学院教育の研究所から構成されている。80 以上の研究

プロジェクトと 11 の革新的な研究が公的資金によって実施され、国内外の査読付きジャーナル

での発表数も増加した。 

保健人材において PHC でキーとなる役割を担うのが家庭医（Family Medicine Doctor： FMD）と家

庭看護師（Family Medicine Nurse： FMN）である。本調査で得られた FMD と FMN に関する現状

は以下のとおりである。 

 

1) FMD の現状について 

共和国 FMC によれば、全国の FMD 数の目標数は 3,800 人、2021 年 5 月現在の FMD 数は 2,403 人

ということである。FMD は他の専門医と同様、6 年間の医学部で教育を受け、その後 2 年間の専門

医教育を受けることにより養成される。最初の 2～4 年間は保健社会保護省によって、出身地を考慮

した配置先が決められる。医学部教育後の 2 年間の専門医教育は、開発パートナー支援があれば年間

30～40 人程度の養成が可能であるが、2020 年は開発パートナーの支援を得られず、養成実績は 12

人にとどまった。 

FMD の役割は、PHC で行うサービスの実施（診療・ファーストエイド的治療、妊婦・小児の健診、

予防接種、管轄する PHC 施設のマネジメント、疾病予防活動と住民のヘルスプロモーション活動）

である。 

ヒアリングによる各郡の FMD 数は以下の表のとおりである。本調査対象地の中では、DRS の多く

の郡が目標の半数近くの数の FMD を養成しているが、ハトロン州の各郡では Temurmalik と Dusti

を除き目標の 10％程度しか養成できていない。その理由としては、DRS には後述する AKDN プロ

ジェクトや WHO の Hearts プロジェクトの対象郡が存在し、それら対象郡では FMD と FMN の養成

が進んでいることが考えられる。さらに、Hissor 市、Tursunzoda 市や Shakhrinav 郡等、FMD 活動に

理解のある DHC 長がいることも要因として考えられる。 

表 2-6：郡別 FMD 数 

Oblast District 

District 

population 1) 

(a) 

Actual 

Number of 

FMD 2) 

(b) 

Population 

per 

FMD 

(c)=(a)/(b) 

Target 

Number of 

FMD 3)  

1,500 人に 1

人とする(d) 

Achievement 

of Target 

(e)＝(d)/(b) 

Khatlon 

Dusti 122,000 28 4,357 81 34% 

Jomi 180,000 12 15,000 120 10% 

Khuroson 126,000 11 11,455 84 13% 

Kushoniyon 249,787 25 9,991 167 15% 

Temurmalik 71,000 24 2,958 47 51% 

Total 748,787 190 7,488 499 20% 

DRS 

 

Hissor 330,162 89 3,710 220 40% 

Roghun 46,000 12 3,833 31 39% 
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Oblast District 

District 

population 1) 

(a) 

Actual 

Number of 

FMD 2) 

(b) 

Population 

per 

FMD 

(c)=(a)/(b) 

Target 

Number of 

FMD 3)  

1,500 人に 1

人とする(d) 

Achievement 

of Target 

(e)＝(d)/(b) 

DRS Sangvor 23,350 14 1,668 16 90% 

Shakhrinav 124,805 40 3,120 83 48% 

Tursunzoda 324,000 92 3,522 216 43% 

Vahdat 387,000 90 4,300 258 35% 

Total 848,317 1,110 2,517 566 60% 

出典：1) 3) 本調査での聞き取り(2021 年 5 月実施)、2) 「保健施設の戦略的合理化計画 2011‐2020」を元に算出 

 

ハトロン州では FMD全体の数が不足していることが問題ではあるが、例えば Jomi では 12人の FMD

が全て DHC で勤務しており、PHC 施設には FMD が 1 人も配置されていない等、現場での PHC の

専門医がいないという側面も問題である。 

旧ソビエト連邦時代、第一次診療は慣例として内科・小児科・産婦人科の医師が担ってきたこともあ

り5、現在でも FMD が存在しない RHC は上記いずれかの医師が所長として存在することが多い。し

かしながら、専門医は自身の専門範囲の診療しか許されていないため、その他の患者は上位の DHC

まで行かなければならない。 

Tursunzoda 市において、DHC に勤務する FMD とインタビューする機会があった。FMD によれば、

Tursunzoda 市内の保健にかかる問題点として以下を強調した。 

・ 最も大きな問題は NCDs である。特に①糖尿病、②心血管系疾患、③メンタルヘルスの 3 つが

問題。栄養不良については今年に入って 6 例あるが、先天性のものによるものが多いという認

識。 

・ 疾病予防特に子どもの疾病予防のためには住民の健康意識を高めることが重要。特に重要な活

動としては以下。 

➢ 妊娠期に DHC で母親学級を開催しているが、この活動は子どもの発育のために重要。 

➢ FMC と共同で料理教室を開催している。対象は 2 歳児以下の子どもの母親。 

➢ 子どもの 6 か月間の完全母乳、7 か月目からは母親の栄養知識を高めること。 

➢ 家庭訪問による子どもの疾病の早期発見。 

 

この FMD によれば、Tursunzoda 市の母親の 25%程度は栄養知識が不十分で、その人たちは主に遠

隔地に居住しているとのことである。活動での印象的な出来事としては、料理教室でマッシュポテト

の作り方を教えたときに、ほとんどの人が理解できなかったことを挙げた。なぜ理解できなかったの

か原因を探ったところ、母親の基礎教育が不足しているために彼女たちには量（グラム）の概念がな

いことがわかった。医師としての常識のままで一般の人々に対処してはいけないと実感した印象深

いことであったとのこと。 

 

5 本調査団員の Alisher からの情報による。 
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その他、男性の FMD の悩みとして、妊産婦健診実施を挙げた医師がいた（Tursunzoda 市の 1st May 

HH の FMD）。男性医師から妊産婦健診を受けることに心理的抵抗のあるタジキスタンでは、FMD

が男性の場合、妊産婦健診受診に来てくれない妊婦がいるとのこと。直接身体に触れる必要がある測

定等は FMN が行うよう工夫しているが、理解されるまでワンステップ必要とのことであった。 

2) FMN の現状について 

ヒアリングを実施したハトロン州 5 郡/市および DRS の 6 郡/市における FMN の数を表 2 の列(b)に

示す。 

保健社会保護省は、2020 年における「FMN1 名あたりのカバー人口」の目標値をハトロン州では 600

人、DRS では 750 人と定めている6。この基準で算出した FMN の必要数を同表の列(d)に示す。ハト

ロン州の場合、ヒアリングを実施した 5 郡すべてにおいて実際の FMN 数は必要数を大きく下回って

おり、FMN の充足率（列(e)）は 5 郡の平均で 15%と低い水準にある。 

一方、DRS の場合、Tursunzoda、Vahdat を除いて FMN の目標数はすでに充足されている。 

表 2-7：郡別 FMN 数 

Oblast District 

District 

population 1) 

(a) 

Actual 

Number of 

FMN 2) 

(b) 

Population 

per 

FMN 

(c)=(a)/(b) 

Target 

Number of 

FMN 3) 

(d) 

Achievement 

of Target 

(e)＝(d)/(b) 

Khatlon 

Dusti 122,000 22 5,545 203 11% 

Jomi 180,000 18 10,000 300 6% 

Khuroson 126,000 88 1,432 210 42% 

Kushoniyon 249,787 51 4,898 416 12% 

Temurmalik 71,000 11 6,455 118 9% 

Total 748,787 190 3,941 1,233 15% 

DRS 

Hissor 330,162 593 557 440 135% 

Roghun 46,000 39 1,179 61 64% 

Sangvor 23,350 72 324 31 231% 

Shakhrinav 124,805 218 573 166 131% 

Tursunzoda 324,000 188 1,723 432 44% 

Vahdat 387,000 11 35,182 516 2% 

Total 848,317 1,110 764 1,131 98% 

出典：1) 3) 本調査での聞き取り(2021 年 5 月実施)、2) 「保健施設の戦略的合理化計画 2011‐2020」を元に算出 

 

FMN の役割について、保健社会保護省 PHC ユニット長は「もっとも重要な役割は家庭訪問」である

と回答している。本調査の現地調査における聞き取りに基づき、家庭訪問の実施状況について以下に

整理する。 

・ 家庭訪問先での活動内容 

家庭訪問では、主に予防接種スケジュールのリマインド、体調不良の有無についての確認、血圧測定

（訪問先の世帯に血圧計があれば）、妊婦や子どもの体調確認、NCDs 患者の経過観察を行っている。

 

6 「保健施設の戦略的合理化計画 2011‐2020」 
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FMN 以外の医師も家庭訪問に参加しており、HLC の職員が同行することもある。 

・ 1 人当たりの担当世帯数と訪問頻度 

1 人当たりの担当世帯数にはばらつきがあり、少ない人で 20 世帯、中心となるのは 80-100 世帯前後

であり、1 人の FMN は一日に 30-40 世帯を訪問している。通常、3-4 日に 1 回、同じ世帯の訪問を

繰り返すことになる。訪問の頻度について、FMN からは、「多すぎると思うが、それが仕事なので

仕方がない」という意見が多く聞かれた。家庭訪問のための交通費は支給されず、徒歩での活動とな

るため、体力的に負担が大きいという意見もあった。訪問の際、住民側から「そんなに頻繁に来なく

てもいい」と言われることもあるという。しかし、特に農村部では FMN の訪問を楽しみにしている

住民も多く、訪問しない日が続くと電話で督促がくることもある。FMN も、家庭訪問を住民との重

要なコミュニケーションの機会として受け止めている。 

・ 生活習慣病に対する対応 

FMN は家庭訪問の際、心疾患、高血圧、糖尿病等の生活習慣病の患者のフォローアップを実施して

いるが、「薬さえ飲めば、これまで通り好きなものを飲食して構わない」「一旦症状が治まったら、

以降は通院、服薬は必要ない」という考えの患者が多いため、患者の意識改革が必要だと感じている。 

・ 住民の意見 

家庭訪問をはじめとする PHC サービスについての住民側の意見を収集することを目的として、フォ

ーカスグループディスカッションを実施した。家庭訪問については「頻繁に来てくれるため、ちょっ

とした不調でも何でも相談できる」「産後すぐに子どもを作りたくない場合、家族計画についてのア

ドバイスが得られる」等、好意的に受け止められていた。 

「FMN は家族の健康を守ってくれる、とても頼りになる存在で、もう 1 人の母親のようだ」とコメ

ントした参加者に対して、他の参加者も賛同を示していた。 

なお、FMN の TOR（役割規定等）については決まったものがないため、米国国際開発庁（United States 

Agency for International Development：USAID）の「Healthy mother, Healthy baby」プロジェクトが主

導して、開発パートナー間で FMN の TOR を決定し、開発パートナー議論の結果として保健社会保

護省に提出するという動きになっている（2021 年 6 月 14 日現在）。 

 

2.4.3 財政 

「国家保健戦略 2030」において、保健財政については、公的医療費が 10 年間で大幅に増加したにも

かかわらず、家計による自己負担の大きさ（医療費全体の 67％が患者負担）が、本戦略の最大リス

クのひとつとして挙げられている。また、病院合理化計画が承認されたにもかかわらず、病院が縮小

されなかったことが課題として挙げられ、積極的な政策が求められている。 

2015 年 12 月 31 日、タジキスタン政府令 No.827 により PHC 施設の保健予算は Per capita financing

方式で計算されている。都市部（City）の PHC 施設予算は住民 1 人当たり年間 67TJS、郡部（District）
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の PHC 施設予算は住民 1 人当たり年間 54TJS で計算され、地方政府に配布されている。ただし、こ

の予算の 95％は保健人材の給与に充てられているのが現状である7。 

 

2.5 ヘルスハウス、村落ヘルスセンター、郡/市ヘルスセンター、郡病院・管区病院の保健医療サー

ビス提供体制、保健医療サービス内容、保健医療サービス利用状況 

郡ヘルスセンター長からの聞き取りに基づいた調査対象地の各郡の人口、村落ヘルスセンター（RHC）

数、ヘルスハウス（HH）数等については、以下の表のとおりである。 

表 2-8：ハトロン州の各郡の PHC 施設数 

 Khuroson 郡 Jomi 郡 Dusti 郡 Temurmalik 郡 Kushoniyon 郡 

人口 120,000 180,000 122,000 71,000 249,787 

RHC 数 15 7 14 28 24 

HH 数 31 53 32 10 50 

出典：DHC長 

表 2-9：共和国直轄地（Districts of Republican Subordination：DRS）の各郡の PHC 施設数 

 Vahdat市 Hissor市 Tursunzoda市 Shahrinav郡 Roghun市 Sangvor郡 

人口 

387,000 

（アフガン 

移民含む） 

330,162 324,000 124,805 46,000 23,350 

RHC数 30 35 28 20 4 4 

HH数 70 41 50 15 12 22 

出典：DHC長 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7 世界銀行からの聞き取りによる。 
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ヘルスハウス、村落ヘルスセンター、郡/市ヘルスセンター、郡病院・管区病院の保健医療サービス

提供体制は以下の図のようにまとめられる。 

 
出典：聞き取りを元に調査団作成 

図 2-3：保健施設レベル別提供サービスの比較 

 

2.5.1 郡/市ヘルスセンター 

郡/市ヘルスセンター（District Health Center：DHC）は郡/市レベルの中央ヘルスセンターとして、外

来患者及び診断を担当している。郡/市レベルの各種専門センターと協力して、疾患予防等の取り組

みも行っている。また、郡/市のヘルスセンター長以下ヘルスセンター関連のアドミニストレーショ

ンのオフィスが存在し、ヘルスセンターのマネジメントを行っている。ヘルスセンターからは毎月報

告書が上がってきて、4 半期でまとめてハトロン州は州保健局に、DRS（首都直轄地）では保健社会

保護省に報告する。ヘルスセンターとは毎週定期会議を行っている。 

 

（1）定期報告項目 

DHC が州保健局もしくは保健社会保護省に報告する四半期のデータとしては、以下が主な項目であ

る。 

 
・保健施設数 

・人口（年齢グループ別） 

・分娩数 

・外来患者数 

・家庭訪問数 

・保健人材（数） 

・財政 

・新たな保健施設の建設・リハビリの状況 

・新たな医療機材 

・住民から不満として挙げられた点 

・母子保健サービス 

3次（州病院、専
門センター）

2次（郡/市病院、
管区病院）

1次（PHC）

•専門センターは診療科に特化した
専門病院

•州病院は総合診療科を持ち入院サ
ービスを提供

•郡/市病院は総合診療科を持ち入院
治療サービスを提供

•管区病院は外来診療と入院サービ
ス（ただし医師の専門による）

•DHCは総合外来診療サービス

•RHCは外来診療（医師の専門によ
る）と予防・啓発活動

•HHは予防・啓発活動中心

2 次・3 次は専門医による巡回訪問等で 1次を支援 
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・障がい者支援状況 

・ナショナルプログラムの進捗状況 

・IMCI、TB、HIV 等垂直プログラムの実施状況 

 

 

各種垂直で実施されている保健プログラムのレポートを含めると、年間レポートは 17 種類にも上る。 

 

Hissor と Tursunzoda の取り組み 

Hissor では、DHC 長が FMD のパフォーマンスをモニタリングするためのシートを独自で作成した。このシートを

FMD 活動のフォローアップのために使用しているとのこと。 

Tursunzoda では、DHC 長が FMD を本来の目的にかなって活用したいと考え、DHC 内に FMD 課を設けた。FMD

課は、妊産婦の相談、分娩後の相談、子どもの健康相談、ティーンエイジャーの相談、疾病予防の相談のための 5

室に分かれており、それぞれの相談室に最低 FMD1 人と FMN1 人が対応し、患者はまずここで FMD に相談し、

FMD は専門医の診断が必要ならリファーしている。 

 

 

（2）診断サービス 

診断サービス（検査室）については、ほとんどの郡/市が「Behdoshti, LLC8」という会社と契約して

サービスを提供している。世界銀行からの聞き取りによれば、もともとは郡/市ヘルスセンターで実

施される検査料も無料であったが、Behdoshti と各郡/市ヘルスセンターが契約して以降は、検査料を

半額患者負担とすることとなった、とのことである。 

Behdoshti の料金表によれば、主な検査の患者負担額は、血液検査（一般）で 22TJS（日本円で 220

円程度）、尿検査（一般）で 17TJS、便検査（一般）で 18TJS となっている。その他尿中たんぱく質

や血中コレステロール、血糖値等、各項目がそれぞれ 15~20TJS で設定されている。 

その他、DHC は心電図計、超音波、X 線を有しており（一部 DHC に X 線がないところがあり、郡

結核センターや郡病院に患者を送っている）、外来患者の診断に用いている。 

（3）NCDs 早期発見活動 

NCDs 早期発見活動については特に体系だった活動は行われていない。いくつかの郡/市で、移動 X

線搭載車等が使えるときに遠隔地にキャラバンに行ったりすることはあるが、アドホック的である。 

NCDs 早期発見に特化したものではないものの、学校での健診は年に一度実施することが定められて

いる。これは疾病スクリーニングが目的で、検査で異常が発見された学生は郡病院での再検査に送ら

れる。 

 
8 Behdoshti についてインターネットで検索すると、「https://tadviser.com/index.php/Company:Bekhdoshti」 というサイ

トで、Behdoshti LLC is a network of private medical laboratories in Tajikistan that conduct various medical tests for the 

population.という記載がある。 

https://tadviser.com/index.php/Company:Bekhdoshti
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（4）保健啓発活動 

地域ラジオ、新聞を有している郡はあり、HLC と協力してラジオ番組を制作し人が集まるマーケッ

トやモスク前で放送する等しているところはある。携帯アプリの使用については、全調査対象にて実

施はないし検討もしていない。 

啓発活動は主に PHC の保健ワーカーに頼っているところが大きく、特に家庭訪問で個々に健康指導

をすることが求められている。しかしながら、PHC ワーカーの保健啓発のための知識や、一般人へ

の指導方法やコミュニケーションの仕方については、その質を確認したというインタビュー回答や

調査はなく、どの程度適切かは不明である。 

（5）疾患別患者数 

Khuroson 郡、Tursunzoda 市、Vahdat 市で聞き取りにより収集した心血管系疾患、糖尿病、がん、小

児の栄養不良、妊婦の貧血について最近 5 年間の外来患者数（新規患者数ではなくその年の登録患者

数）を聞いたところ、以下の通りの回答であった。（心血管系疾患、糖尿病、がんについては、人口

10 万人あたりの比率もカッコ内に示す。）2020 年の人口 10 万人あたりの患者数をみると、心血管系

疾患については Khuroson 187、Tursunzoda 915、Vahdat 118 で、Tursunzoda がひときわ多い。また、

2020 年人口 10 万人あたり患者数は糖尿病については、Khuroson 171、Tursunzoda 593、Vahdat 469

と Tursunzoda と Vahdat が多い。疾病の罹患率が国内で大きな違いがないとすれば、これらの数値の

違いは診断し発見できる数の違いであると考えられる。 

表 2-10：Khuroson、Tursunzoda、Vahdat 各部の心血管系疾患、糖尿病、がん、小児栄養不良、

妊婦の貧血について最近 5 年間の外来患者数 

郡 疾患 2016 年 2017 年 2018 年 2019 年 2020 年 

Khuroson 

(2020 年のカッコ

内は人口 10 万人

あたりの患者数) 

心血管系疾患 214 210 221 231 
236 

(187) 

糖尿病 109 125 143 178 
215 

(171) 

がん 3 4 2 6 
0 

(0) 

小児栄養不良 4 5 6 3 4 

妊婦貧血 76 98 110 198 
307 

(244) 

Tursunzoda 

(2020 年のカッコ

内は人口 10 万人

あたりの患者数) 

心血管系疾患 2,921 3,306 3,091 3,193 
2,966 

(915) 

糖尿病 1,907 1,654 1,720 1,797 
1,920 

(593) 

がん 321 402 444 477 
464 

(143) 

小児栄養不良 158 148 116 166 114 

妊婦貧血 1,540 1,412 1,316 1,264 
1,075 

(332) 

Vahdat 

(2020 年のカッコ

内は人口 10 万人

あたりの患者数) 

心血管系疾患 352 376 402 436 
455 

(118) 

糖尿病 1,515 ―  1,609 1,693 
1,814 

(469) 
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郡 疾患 2016 年 2017 年 2018 年 2019 年 2020 年 

Vahdat 

(2020 年のカッコ

内は人口 10 万人

あたりの患者数) 

がん 96 98 102 105 
125 

(32) 

小児栄養不良 103 108 126 126 132 

妊婦貧血 1,327 1,411 1,424 1,424 
1,432 

(370) 

出典：郡 DHC 長へのインタビューによる 

 

2.6 郡病院・管区病院のサービス提供体制、サービス内容、サービス利用状況 

2.6.1 郡病院 

調査で訪問した郡病院は 7 か所で、それら病院の病床数、医師数、2020 年入院患者数は以下の通り

である。 

表 2-11：調査で訪問した郡病院の病床数、医師数、2020 年入院患者数 

 Khuroson Jomi Dusti Kushoniyon Hissor Roghun Sangvor 

病床数 111 226 220 245 283 78 70 

医師数 36 46 - 51 94 9 8 

2020 年合計入院患者数 - 8,626 7,305 25,370 10,055 1,086 679 

出典：郡病院長へのインタビューによる 

タジキスタンの病院関係の統計で特徴的なのは、上位レベルに報告する統計は郡内の各病院の総計

数であることで、郡病院や管区病院それぞれの数を報告するわけではないというところである。郡病

院から提出された統計の数字も総計数の一つなのであるが、病院では自身の施設の数字を残してい

ない（理由は不明）。したがって、郡病院だけの統計数を知りたい場合は病院にある記録を再度積み

上げて計算するしかなく、把握するのに非常に時間がかかる。 

郡病院の報告フォーマットは、診療科ごとに以下の項目（入院患者数、うち農村部からの患者、17 歳

未満の子ども、他科からの移転数、死亡数、退院数、病床使用率）から成る。州への報告には管轄の

管区病院のデータも一緒に送る。現地調査で病院を訪問した印象では、入院患者は少なく病床の空き

が目立った。管区病院に至っては、病床使用率はさらに低い。 

郡病院では時間が許す限り内科の心血管病棟と小児病棟を見学したが、どの病院に行っても入院患

者は 2 人程度、多い病院でも 5 人程度で閑散としていた。 

またタジキスタンの心血管病棟で特徴的であったのは、入院患者に女性が多いことであった。医師に

聞いたところ心血管系患者は全体的に女性が多いとのことである。理由として考えられることは、心

血管病棟の医師の意見を総合すると以下の 2 点である。 

・ 男性はロシア等に出稼ぎにいっていることが多いため。 

・ 女性は自分の子どもが結婚するまでは家事労働で身体を動かすが、子供が結婚し、義母の立場に

なると家事から解放される。その後は家で何もしない人が多く、肥満になりがちで、NCDs のリ

スクが高まる。 
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2.6.2 管区病院 

本調査では 5 か所の管区病院を訪問した（Khuroson 郡、Jomi 郡、Kushoniyon 郡、Hissor 市、Roghun

市、Sangvor 郡）。病床数は 20 床規模のところが多く、最大規模は Roghun 市 Obigarm 管区病院の 78

床であった。Obigarm 管区病院を除いた管区病院では、医師は 1～2 人、入院患者もほとんどおらず、

閑散としている。例えば Dusti の第 4 管区病院は病床数 25 で 2020 年の入院患者数は 228 であった。

Obigarm 管区病院は病床数 97 で医師も 8 人いるが、20 床の内科の 2020 年入院患者数は 69 人であ

った。 

管区病院で治療できる疾病や提供している医療サービスも、配置された医師の専門分野によるとこ

ろが大きく、基本的に医師は自身の専門分野の疾患のみ診断治療し、他の分野の患者は郡病院にリフ

ァーしている。 

2.6.3 村落ヘルスセンター 

村落ヘルスセンター（RHC）は、予防接種、産前健診、処方箋に基づく治療、応急処置等を提供する。

一般的に FMD がセンター長を務めスタッフの医師も FMD が配置されているが、一部の施設には産

婦人科医、小児科医、眼科医、歯科医が配属されている。 

各施設には 2～6 名程度の FMN が配属されており、村落ヘルスセンターでの診療を行うほか、主要

業務である家庭訪問を行っている。 

家庭訪問では、主に予防接種スケジュールのリマインド、体調不良の有無についての確認、血圧測定

（訪問先の世帯に血圧計があれば）、妊婦や子どもの体調確認、NCDs 患者の経過観察を行っている。

FMN 以外の医師も家庭訪問に参加しており、HLC の職員が同行することもある。 

RHC は 3～5 か所前後のヘルスハウスを管轄している。RHC のマネジャーは毎週 1 回、HH のマネ

ジャーを集めて会議を行い、施設の利用状況について報告を受けている。 

2.6.4 ヘルスハウス 

家庭訪問、予防接種、産前健診、処方箋に基づく治療、応急処置等を提供する。各施設には 2～4 名

の常勤職員（FMN または助産師）が配属され、一部の施設には週に 1～2 度 DHC から産婦人科医が

派遣されており、住民はこのスケジュールを踏まえて産前健診を受診している。 

ヒアリング対象とした HH では、RHC よりもさらに家庭訪問を重視する傾向が認められた。家庭訪

問で実施する業務の内容は RHC の場合と同様である。 

HH は RHC よりもキャッチメントエリアが狭く、住民との距離が近いことから、FMN は多くの住民

にとって、体調について気軽に電話相談できるような存在となっている。一方、住民の中には予防接

種の呼びかけに応じない人も一部ではあるが残っており、こうした人々へのアプローチ法が課題で

あるという FMN の悩みも聞かれた。 
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2.7 専門センターのサービス提供体制、サービス内容、サービス利用状況 

主な専門センターとしては、母子保健関連のリプロダクティブ・ヘルス・センター（Reproductive 

Health Center：RepHC）、小児疾患治療関連の総合的小児疾患管理センター（Integrated Management 

of Childhood Illness Center：IMCI センター）、結核診断・治療を行う結核予防センター（Center on 

Prevention of Population from TB）、ヘルスプロモーションを行うヘルシー・ライフスタイル・セン

ター（Healthy Lifestyle Center：HLC）等が郡/市レベルでも置かれており、専門医が存在し、診断・

治療等も行っている。 

RepHC については 2.8 で、HLC については 2.10 で述べることとし、以下では IMCI センターと結核

センターについて述べる。 

2.7.1 IMCI センター 

18 歳までの疾患の診断・治療を扱うが、主に 5 歳未満児の栄養、貧血、肺炎、肥満、栄養不良、障

がい、腎機能について診断・治療を行っている。共和国レベルでは 9 名の教授と 10 名の助教授が所

属しており、上記疾患の研究も行っている。IMCI 研修も主催しており、州レベルに TOT を実施し、

郡/市以下にはカスケード式で研修を実施している。ただ、研修受講の包括的な登録システムが今ま

で存在しておらず、今後コンピュータで管理することを予定している。 

2.7.2 結核予防センター 

結核の予防・診断・治療活動を行う。各郡/市レベルでは少なくとも 1 名の結核専門医を配置してい

る。タジキスタンでは 1998 年から 2001 年の間に TB-DOTS9プログラムが開始され、国家結核管理

プログラムが 2003 年より開始されている。結核治療薬と検査試薬等は USAID と世界エイズ・結核・

マラリア対策基金（グローバルファンド）等が支援している。 

TB-DOTS は一定の成果を収めているが、共和国結核予防センター所長によれば、患者が治療を中断

してしまうことが課題であるとのこと。結核治療に際しての患者負担が発生したり治療薬によって

症状がよくなったりすると、患者の判断で治療を中断してしまうことがあるとのことである。 

本調査対象郡/市の結核発生率と結核での死亡率は以下のとおりである。 

表 2-12：調査対象郡/市における人口 10 万人あたりの結核発生率と死亡率（2020 年) 

District 人口 10 万人当たり結核発生率 人口 10 万人当たり結核死亡率 

Khuroson 31.3 0.9 

Jomi 46.6 2.3 

Dusti 34.8 0.9 

Temurmalik 40.4 1.4 

Kushoniyon 44.0 2.1 

Vahdat 43.0 0.9 

 
9 DOTS（directly observed treatment, short course）は日本語では直接監視下短期化学療法で、適切な抗結核薬を必要な

期間投与し、直視下で患者の内服を確認する治療方式。 
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District 人口 10 万人当たり結核発生率 人口 10 万人当たり結核死亡率 

Hissor 45.9 1.0 

Tursunzoda 29.1 1.0 

Shahrinnav 23.4 1.6 

Roghun 34.2 2.3 

Sangvor 39.0 0.0 

出典：State Institution Republican Center for Protection of the Population from Tuberculosis 

 

2.8 産前健診実施状況、妊娠期の栄養教育の状況、母子手帳使用状況 

「国家保健戦略 2030」第 5 章戦略方針の第 3 節には母子保健が取り上げられており、過去 10 年のレ

ビュー、課題、2030 年までの母子保健目標、主な活動、期待される結果について、以下の通りまと

められている。 

表 2-13：「国家保健戦略 2030」第 5 章第 3 節 母子保健記載概要 

記載項目 概要 

2010-2020

のレビュー 

 複合的なアプローチにより妊産婦と新生児の死亡率が低下し、女性が家族計画を含むリプロダ

クティブ・ヘルスケア・サービスを利用できるようになったことで、望まない中絶が出生 1,000

人あたり 87.8 回（2010 年）から 55.3 回（2018 年）に減少し、2 年未満の分娩間隔が 37.2％

（2010 年）から 30％（2018 年）に減少した。さらに、自宅での分娩が減少し（2010 年の 11.9％

に対し、2018 年は 4.9％以下）、分娩の 77％が有資格者の立ち会いのもとで行われている。

2010 年の調査結果によると、64.9％の妊婦が国の基準に準拠した妊産婦健診を受けた。2017 年

にはこの数字は 93.3％に達し、7 年間で 28.4％の改善が見られた。 

 2012 年と 2017 年に実施された人口保健調査（Demographic Health Surveys：DHS）によると、

成長遅延のある子どもの割合は 2012 年の 26％から 2017 年の 18％に、栄養不良の分布は 2012

年の 10％から 2017 年の 6％に、体重不足の子どもの割合は 2012 年の 12％から 2017 年の 8％

にそれぞれ減少した。しかしながら、世界保健総会が設定した 2025 年までに世界の 5 歳未満

の発達障がい児を 40％削減するという目標を達成するためには、現在の削減率では十分ではな

い。 

 タジキスタンでは女性の 5 人に 2 人（41％）が貧血に苦しんでいる。 

 子どもの栄養状態の改善傾向はあまり見られない。2012 年には 34％、2017 年には 36％の子

どもが生後 6 カ月まで母乳だけで育児を受けており（DHS 2017）、主に母乳で育児を受けてい

る子ども（0～5 カ月）の割合は 70％である。 

課題 

 母子の健康状態は全体的に悪く、分娩前のケア、分娩時の合併症、産後・新生児期の罹患率の

高さに始まり、母子の死亡率の高さ等、国民に大きな健康上の負担を与えている。 

 家族計画や産前産後ケアのサービスが十分に利用されていない。 

 葉酸や鉄分の補給等、母子の健康を改善するためのエビデンスに基づいた効率的な介入へのア

クセスが制限されていること、また、6 ヶ月未満の子どもの母乳のみの育児が不十分であるこ

と。 

 自宅分娩の指標は全国的に減少傾向にあるが、地理的に離れた一部の地域では依然として高い

数値を示している。 

 生殖可能な年齢の女性に貧血が多く、出産回数が多く、妊娠中の女性と 5 歳未満の子どもの栄

養状態が不十分なため、子どもの発育障がいが多く見られる。 

 PHC レベルでは、複雑なケアを提供する能力が限られており、他のレベルの医療機関にタイム

リーにリファーすることもできていない。 

 「リプロダクティブヘルス＆ライツ」サービスへのアクセスが制限されていること、思春期の

少女の精神的健康が、思春期の少女の妊娠率や思春期の自殺に影響を与えていること。 

目標 

 

 

 

 

 

 リプロダクティブヘルス、母子と思春期の健康に関する包括的なサービスへのアクセスの拡大。 

 母子保健サービスのためのインフラとサービス提供ネットワークの改善。 

 PHC、産科・小児科施設におけるサービスの質を継続的に向上させるメカニズムを確保する。 

 5 歳未満の子ども、青少年、生殖年齢の女性に焦点を当てた栄養サービスへのアクセスを改善

することにより、あらゆる形態の栄養障害（発育阻害、栄養不良、肥満）の有病率を低下させ

るとともに、特に子どもと生殖年齢の女性における栄養補助食品の不足を解消する。 
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記載項目 概要 

目標  遺伝的障がいの早期診断に関するプログラムの拡大を含め、様々な発達障がいを持つ早期の子

どもとその家族を特定し、サービスを提供する早期子ども発達プログラムへのアクセスを拡大

する。 

 先天性心疾患および遺伝的奇形の出生前スクリーニングに関するシステム、地理的なアクセス

性、サービスの質を整理する。 

主な活動 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 必要な医療サービスへのアクセスを確保するため、地域化とリファーシステムを改善する。 

 すべての女性に、妊娠診断、出産前の観察、産科医療のサービスを提供するとともに、5 歳未満

のすべての子どもに、小児疾患の総合的管理サービスを提供する。 

 妊婦、授乳中の母親、産婦に対して、母乳のみの授乳を含む、2 歳未満の子どものケア、授乳、

栄養に関する相談を行う。 

 産科・新生児の緊急ケアの質を向上させる。 

 山間僻地の PHC で安全な分娩を行うための条件整備（航空医療サービスの提供）。 

 現代技術を用いて、リプロダクティブヘルス、母子と思春期の健康に関する住民の意識を強化

する。 

 国際基準に準拠した、思春期・青年期に優しいサービスを提供する。 

 「健康問題に関するコミュニティとのパートナーシップ」の枠組みを含む、リプロダクティブ

ヘルス、母子と思春期の健康の基本的な給付パッケージについて住民に知らせる。 

 地理的なアクセス性の原則に基づき、近代的な周産期センターを設立する。 

 航空医療サービスを含む、妊婦、病人、新生児の輸送システムを確立する。 

 すべてのレベルの産科・新生児医療に関する統一基準を策定し、実施する。 

 女性にリプロダクティブヘルスに関する選択と希望する妊娠を提供する。 

 緊急時の診察や航空医療サービスを提供する。 

 革新的な技術を導入するとともに、予防・リハビリテーションサービスを提供することで、女

性の生活の質を向上させる。 

 ガイドラインやツールの開発・更新、PHC、産科・小児科施設における女性と子どもへの医療

サービスの質の評価・自己評価を行うチームの育成を行う。 

 PHC 施設、郡病院の産科・小児科に品質向上チームを設置し、サービス品質向上の原則に精通

させる。 

 臨床ガイドラインの作成、更新、普及、およびその導入プロセスを支援する。 

 品質改善チームによる品質改善計画の策定・実施を支援（必要な機材の提供、上下水道等の基

本的なインフラの整備、感染予防・管理等）。 

 妊産婦死亡率、周産期死亡率に関する監査やクリティカルケース分析を導入するための仕組み

を拡充する。 

 外部からの支援監督のための効果的なシステムを開発・導入する。 

 5 歳未満の子ども、思春期の子ども、生殖年齢の女性の栄養不良を予防するために、栄養の問

題に関する住民の社会的・行動的規範を変えるためのコミュニケーション活動。 

 母子の栄養状態を改善するために必要な支援を提供するための、国や地方レベルでの能力強化。 

 国および国家レベル（州、郡、村）の基本的な医療サービスに、栄養に関する活動を全面的に

統合する。 

 授乳期や幼少期の子どもへの食事を与える方法を改善する。 

 全国レベルで、病院や外来医療施設における急性栄養失調の複合治療に関するプロトコルを制

度化する。  

 包括的な幼児期開発施策を実施するための部門間の連携・調整の促進。 

 様々な発達障がいを持つ子どもたちの早期発見、幼児期の介入のインフラとサービスの改善。 

 あらゆるサービス提供レベルにおいて、早期発見に関する臨床基準や、様々な発達障がいを持

つ子どもを含む軟弱児に対するサービス提供の質に関する基準を導入する。 

 ケア、教育、早期刺激を提供するために、家族やコミュニティが親としてのスキルを向上させ

ることを支援するための、持続可能な教育プログラムやアプローチの開発と導入。 

 幼い乳幼児の病院への入院を防ぐことを目的とした、家庭児童支援センターの規制を推進する

こと。 

 ワクチン、避妊薬、臨床栄養、微量栄養素（硫酸鉄、葉酸）、注射器、安全な廃棄ボックス等の

調達にかかる公的資金の割合を増やし、その後、自己資金での調達に移行すること。 

 2008 年 12 月 2 日付のタジキスタン共和国政府決議 No.600「タジキスタン共和国の人口にヘ

ルスケアサービスを提供する手順について」を改訂し、あらゆるレベルのヘルスケア施設にお

いて、小児疾患の統合的管理や体重・身長の低開発指標に該当する 5 歳未満の子どもに質の高
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記載項目 概要 

主な活動 いヘルスケアサービスを受けるための経済的負担を軽減する。 

 タジキスタンは、国際的な研究ネットワークである "Healthy Attitude of Schoolchildren"  

Health Behavior in School-aged Children のメンバーになる準備をしているため、ヨーロッパ地

域の他の WHO メンバー国とともに、少なくとも 2 回の国際的な研究の実施をサポートする必

要がある。 

期待される

結果 

 PHC、産科・小児科施設に品質向上チームが設置され、機能している。 

 郡・州の保健管理者が研修を受け、継続的なパフォーマンスのモニタリングや、女性と子ども

の健康管理に対する支援的な監督と自己評価を確実に行うスキルを持つ。 

 生殖可能年齢の女性と 5 歳未満の子どもの貧血の有病率が減少する。 

 完全母乳育児の割合が増加する。 

 5 歳未満の子どもの小人症の有病率が低下する。 

 妊産婦死亡率および乳児死亡率が減少する。 

 健康的な学校給食に関する行動や態度を変えるためのメカニズムが実施される。 

 10 代の妊娠率が減少する。 

 青年期の自殺による死亡率が減少する。 

出典：「国家保健戦略 2030」 

母子保健を専門に行っている専門センターとして、リプロダクティブヘルス・センター（RepHC）が

ある。共和国レベルで RepHC がモニタリングしている主な指標と、2020 年・2021 年第一四半期の

数値は以下のとおりである。 

表 2-14：リプロダクティブヘルスに関する主な指標と第一四半期の 2020 年 2021 年比較 

指標 2020 年第一四半期 2021 年第一四半期 

避妊具・避妊薬の使用者 37.8％ 40.7％ 

人工中絶の割合（対千出生） 56.0％ 48.7％ 

妊産婦死亡率（対 10 万出生） 21.7％ 27.2％ 

妊産婦健診受診率 89.9％ 90.4％ 

自宅分娩率 2.3％ 3.0％ 

自宅分娩のうち、保健人材が介助した割合 41.9％ 44.5% 

出典：Republican Reproductive health Center of Ministry of Health and Social Protection of the population of the 

Republic of Tajikistan, Activity analysis in three months of 2020-2021 

産前健診実施率は、保健社会保護省の報告システムの計算での定義が明確ではないものの、数字上は

90％程度と高レベルを維持している。また、妊娠 12 週までに産前健診を受診した割合は、全国平均

90.4％、ドゥシャンベ市で 98.4％、ソグド州 93.1％、ハトロン州 92.7％、GBAO 85.6％、DRS 82.4％

と、ドゥシャンベ市と DRS で差はあるものの、比較的高い割合を示している。 

自宅分娩率については、割合が高い District として以下が挙げられた。いずれも DRS、ハトロン州、

GBAO に属し、山深い地域である。 

表 2-15：自宅分娩率が高い郡 

郡 割合（％） 

Nurobod（DRS） 32.6 

Khovaling（ハトロン州） 25.0 

Sangvor（DRS） 22.3 

Lakhs（DRS） 21.6 

Baljuvon（ハトロン州） 20.6 

Rasht（DRS） 18.5 
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郡 割合（％） 

Vanj（GBAO） 15.7 

Sh. Shohin（ハトロン州） 14.6 

Darvoz（GBAO） 14.2 

Murghob（GBAO） 10.5 

出典：Republican Reproductive health Center of Ministry of Health and Social Protection of the population of the 

Republic of Tajikistan, Activity analysis in three months of 2020-2021 

妊婦健診で発覚した妊婦の結核の割合については、2020 年には 60 人の妊婦が発見された。HIV に

ついては 2021 年現在、全国で 90 名の妊婦が陽性登録され、コントロール下にある。 

母子手帳は UNICEF がパイロットとしている郡 Fayozobod、Shohin、Rasht、Danghara、Norak、 

Khovaling、Baljuvon 以外には拡大されていない。UNICEF と保健社会保護省母子保健局長によれば、

母子手帳の地域拡大前に、内容の見直しの必要があるとのことで、改訂を行うとのこと。ただし、母

子保健局長によれば、母子手帳は子育て全般について母親への教育ツールとしては最適なものとし

て考えているので、改訂すれば拡大には協力する姿勢。また、母子手帳のみならず母子健康をモニタ

リングする IT 機器と一緒に配布すればより効果的であろうとのこと。UNICEF によれば、現在 ADB

のパイロット郡である Fayozobod、Shohin、Rasht の 3 郡で母子手帳のインパクト評価のため、ラン

ダム化比較試験を実施中であるとのこと。 

2.9 NCDs 発生・有病状況と早期発見のための健康診断実施状況、NCDs への住民意識状況 

NCDs については、「国家保健戦略 2030」第 5 章戦略方針第 5 節において、以下の通り過去 10 年の

レビューと課題、目標と主な活動が記されている。 

表 2-16：「国家保健戦略 2030」第 5 章戦略方針第 5 節 NCDs 記載概要） 

記載項目 概要 

2010-2020

のレビュー

と課題 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 本戦略では、NCDs の負担を軽減するために、疾患の予防を優先している。タバコの使用、ア

ルコールの有害な使用、不十分な身体活動、不健康な食事という、ライフスタイルや行動に関

連する 4 つの一般的なリスク要因に関して、行動を強化する必要がある。 

 多くの国での経験から、疾病予防を通じて死亡率を 2 倍以上に減らすことが可能であること

がわかっている。タジキスタンは、禁煙キャンペーンの実施、アルコールの有害な影響の低

減、栄養・食品分野の政策強化等で一定の成果を上げているが、国民の健康に大きな影響を与

える機会は大いにある。 

 スクリーニングや早期診断プログラムへのアクセスを増やすことが必要である。とりわけ、

これは障害や死亡を防ぎ、生活の質を向上させるのに役立つ。 

 タジキスタンでは、心血管疾患が主要な死亡原因となっている。推定データによると、心血管

疾患は国内の全死亡事例の約半分を占めている。 

 タジキスタンではがんの問題が深刻化している。早期発見、治療成績、緩和ケアの提供という

点で、国は課題に直面している。現在、タジキスタンには 1 万 5 千人以上のがん患者が登録

されており、発生率は上昇している（2018 年で人口 10 万人あたり 35.5 人）。がんのほとん

どはステージ II および III で発見されている。緩和ケアを必要とする成人患者は 4,000 人以上

おり、年間約 8,550 人の子どもたちが緩和ケアの恩恵を受けると推定されている。 

 過去 10 年間、タジキスタンでは、世界の他の国々と同様に、体重過多や代謝性疾患が著しく

増加している。人口 10 万人あたりの糖尿病罹患率は、2007 年の 321.6 から 482.1 へと増加

し、国内の患者数は 3 万人を超えている。 

 NCDs の負担は、人口の高齢化と、タバコの消費、身体活動の低下、栄養失調、アルコールの

有害な使用による悪影響によって増加している。 

 NCDs の危険因子の多くは保健分野だけでは排除できないものであり、このことは、インター

セクトラル・アプローチの適用と予防医学の優先順位の重要性を改めて強調するものである。 
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記載項目 概要 

2010-2020

のレビュー

と課題 

 NCDs の検出性の低さは重要な問題の 1 つである。例えば、2018 年にドゥシャンベの心疾患

センターに入院した患者のうち、リファーされて来たのはわずか 0.2％であった。 

 NCDs の診断と治療のためのインフラが十分に整備されていないこと、専門的なサービスや

機材に十分な資金が提供されていないことが、この方向でのサービスの利用可能性と質を向

上させる上での障壁となっている。 

 調査によるとタジキスタンでは、リハビリテーションを必要とする人々のうち、適切な手段

にアクセスできる人はごくわずかである。サービス提供を拡大することが必要であるが、資

金や資源不足に関連する課題がある。公的機関が提供する技術・機器の量、質、種類は需要を

満たすのに十分ではない。ヘルスワーカーの大半は、技術・機器に関する理解が浅く、必要な

専門知識を持っているヘルスワーカーは少ない。 

 今日、タジキスタンでは、様々ながん疾患に苦しむ 1 万人以上の患者と、生活の質の向上を

目的とした緩和ケアを必要とする 4 千人以上の患者が登録されている。緩和ケアは現在、あ

らゆる段階のがん患者の包括的な治療に必要な要素であり、場合によっては独立した意義を

持つものとなっている。 

 現在、タジキスタンでは 148,000 人以上の人々が様々な種類やグループの障がいを持って暮

らしている。また、タジキスタンでは 2 万 5 千人の障がい児が登録されており、これは全児

童人口の 0.8％に相当する。 

 2016 年には、2017 年～2020 年の障がい者のリハビリテーションに関する初の国家戦略計画

が策定され、タジキスタン共和国大統領によって承認された。2018 年 3 月、タジキスタン共

和国政府は、国連障がい者権利条約（CRPD）に署名した。 

 2019 年 10 月 18 日にタジキスタンで実施されたドゥシャンベ・フォーラムでは、障がい者問

題に関する新しい包括的な宣言を採択した。新しい宣言では、タジキスタン共和国政府が、リ

ハビリテーション、医療、教育サービス、および社会的ケアサービスの改善を確保するという

コミットメントを再確認している。 

目標 

 NCDsによる若年死亡や障がいを軽減し 障がいを持って暮らす人々の生活の質と社会的統合

を向上させる。 

 喫煙、不健康な食事、過度のアルコール摂取、身体活動の低下、心理社会的ストレス等、主要

な NCDs の一般的な危険因子の有病率を低減する。 

 NCDs の予防のための効果的なインフラを整備し、健診への普遍的なアクセスを確保する。 

 NCDs による家計への負担を軽減し、低所得者層をさらなる貧困から守る。 

 生涯を通じて健康的なライフスタイルを促進する。 

 あらゆるレベルのサービス提供において、リハビリテーションサービスへのアクセスと質を

向上させ、障がい者のリハビリテーションのための技術的資産へのアクセスを拡大する。 

主な活動 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 NCDs の発症に影響を与える要因について、一般市民への啓発活動を行う。 

 主要な NCDs の危険因子の削減に関する規制の枠組みを作成する。 

 NCDs の予防と制御の優先順位を高めるために、セクター間の協力とパートナーシップの効

果的なシステムを構築する。 

 高血圧や糖尿病の早期発見、登録、効果的な管理、急性期における適切でタイムリーな介入、

脳卒中や心筋梗塞による予防可能な若年死亡を減らすためのリハビリテーション等の改善に

焦点を当てた個々のサービスの適用範囲を拡大する。 

 PHC レベルでの NCDs のスクリーニングプログラムを統合する。 

 NCDs の予防と制御のためのニーズを評価し、エビデンスに基づいた意思決定を促進するた

めに、定期的な人口調査や機関調査を実施する。 

 NCDs の登録簿の作成と実施を促進する。 

 NCDs の診断と治療のための効果的なインフラを構築する。 

 最新の診断・治療法を導入する。 

 WHO が推奨する PHC レベルでの主要な NCDs の予防と制御のための統合的な臨床プロトコ

ルを採用し、実施する。 

 最新の治療法の提供を含む、慢性患者の診断・治療サービスの費用をカバーするための公正

な資金調達の可能性を探る。 

 一過性の状態にある人々（臓器や手足の欠損等）のカテゴリーの障がい認定手続きを簡素化

し、再三の認定費用をなくす。 

 公衆衛生サービスをさらに強化し、アドボカシー、健康予防、医療リテラシーを PHC に統合

する。 

 保健省および人口社会保護省の支援のもと、リハビリテーションサービスを管理するための
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記載項目 概要 

主な活動 効果的なメカニズムを構築する。 

 健康・社会サービスの提供と品質管理のためのリハビリテーション基準を策定する。 

 脳性麻痺、自閉症、染色体疾患、糖尿病等の特定の障がい者グループを対象とした支援および

リハビリテーションプログラムを開発する。 

 リハビリテーションサービスを医療システムの 1 次、2 次、3 次の各レベルに統合する。 

 病院において、複雑なニーズを持つ入院患者のための専門的なリハビリテーションユニット

を確保する。 

 リハビリテーションサービスへの資金提供と質の高い補助器具の調達に十分な量の資源を割

り当て、「障がい者のための補助器具のワンストップショップ」の概念に基づいたサービスを

全国に行き渡らせる。 

 アシスタントや技術利用者に対する適切な研修を確保する。 

 開発パートナーと協力して、タジキスタン共和国の障がい、リハビリテーション、支援技術の

現状を評価し、この分野の状況を改善する要因を特定し、ユニバーサル・ヘルス・カバレッジ

の一環としてリハビリテーションの政策、システム、サービスを強化するための最善の支援

方法を決定する。 

 リハビリテーションセンターの開設やリハビリテーションサービスの提供に民間企業の関与

を促進する。 

 医療保険制度にリハビリテーションサービスを含める。 

 国際機能分類に準拠した障がいの判定と分類のための統一システムを開発し、障がいの識別

に関するガイドラインを更新する。 

 障がいに関するデータ収集を統一医療情報システムに確実に統合する。 

 障がい者のための社会インフラを構築し、障がい者のアクセスを確保する技術を近代化する。 

 障がい者のアクセスを阻害する要因を排除し、インクルーシブ・サービスと障がい者のアク

セスを可能にするサービスを開発する。 

 障がい者のリハビリテーション、適応、支援、援助に関するサービスを強化・拡大する。 

 障がい者の電子登録ツールとして、国家社会保護登録簿をベースにした統一利用者データベ

ースを開発する。 

 情報に基づいた意思決定を行うために、障がいおよび関連サービスに関する既存の信頼でき

る比較可能な国際データの収集を強化する。 

 女性や少女、その他の脆弱な障がい者グループのニーズについて国民の意識を高め、彼らの

汚名や差別をなくす。 

 障がい者の基本的な社会サービスへのアクセスと経済活動への参加を確保するために、他部

門の政策措置やプログラムとの連携を改善し、強化する。 

 コミュニティレベルでのリハビリテーションを通じて、社会的弱者（高齢者、寄宿学校卒業生

等）の社会化と社会への統合のための条件を整える。 

出典：「国家保健戦略 2030」 

 

各調査対象郡/市病院での心血管系・糖尿病の入院数の統計を以下に記す。各郡/市で共通することは、

施設が統計データ記録を保管していない限り、施設において数が把握できないということであった。

以下の表に示す通り、郡病院において前年より前の統計はすぐには出てこないか、保管していない。 

表 2-17：郡病院の心血管系・糖尿病の入院患者数の推移（データが集まったもののみ） 

District 2016 2017 2018 2019 2020 Remarks 

Dusti ― ― ― ― 
循環器科 127 
（内科539人） 

診療科ごとの入
院患者数の記録
あり。疾病ごと
の記録はなし。 

Hissor 
心血管系 774 
糖尿病 105 

心血管系 871 
糖尿病 102 

心血管系 868 
糖尿病 92 

心血管系 924 
糖尿病 97 

心血管系 639 
糖尿病 81 

 

Roghun ― ― ― ― 
心血管系 84 
糖尿病 16 
がん 0 
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District 2016 2017 2018 2019 2020 Remarks 

Sangvor ― ― ― ― 
（外科 160、 
内科 120） 

診療科ごとの入
院患者数の記録
あり。疾病ごと
の記録はなし。 

Jomi 
心血管系 58 
糖尿病 23 

心血管系 45 
糖尿病 28 

心血管系 52 
糖尿病 19 

心血管系 62 
糖尿病 29 

心血管系 58 
糖尿病 61 

 

出典：郡病院長への聞き取りによる 

DHC の情報による外来患者数の推移は以下のとおりである。 

表 2-18：郡ヘルスセンターの外来患者数の推移（データが集まったもののみ） 

District 2016 2017 2018 2019 2020 

Tursunzoda 

心血管系 
2,921 
糖尿病 
1,907 
がん 
321 

心血管系 
3,306 
糖尿病 
1,654 
がん 
402 

心血管系 
3,091 
糖尿病 
1,720 
がん 
444 

心血管系 
3,193 
糖尿病 
1,797 
がん 
477 

心血管系 
2,966 
糖尿病 
1,920 
がん 
464 

Vahdat 

心血管系 
352 

糖尿病 
1,515 
がん 
96 

心血管系 
376 

糖尿病 
- 

がん 
98 

心血管系 
402 

糖尿病 
1,609 
がん 
102 

心血管系 
436 

糖尿病 
1,693 
がん 
105 

心血管系 
455 

糖尿病 
1,814 
がん 
125 

Khuroson 

心血管系 
214 

糖尿病 
109 
がん 

3 

心血管系 
210 

糖尿病 
125 
がん 

4 

心血管系 
221 

糖尿病 
143 
がん 

2 

心血管系 
231 

糖尿病 
178 
がん 

6 

心血管系 
236 

糖尿病 
215 
がん 

0 

出典：郡 HC 長への聞き取りによる 

ヘルスセンターレベルの NCDs 登録については、本調査で合計 24 か所の郡/市・村落ヘルスセンター

を踏査したうち、少なくとも前年（2020 年）のデータを保管していたヘルスセンターは 19 か所、

2016 年もしくは 2017 年以降全てのデータを保管していたヘルスセンターは 6 か所であった。州ご

とにみると、ハトロン州では Khuroson 郡の 2 か所のヘルスセンターのみで、あとは Tursunzoda 市

と Vahdat 市の DRS のヘルスセンターであった。2016 年以降のデータがあり、NCDs 患者登録数の

推移がある程度わかるヘルスセンターは、Khuroson 郡の Tursun Ujiaboev Jamoat RHC と Gulreds HH、

Tursunzoda 市の Toichi RHC、Vahdat 市の Burunov RHC の 4 か所であり、うち Vahdat 市の Burunov 

RHC 以外は心血管系疾患と糖尿病患者が増加しているように見える。Vahdat 市の Burunov RHC に

ついては、目立った変化が見られない。 

 

このような患者統計は、記録の保管のみならず、疾患の診断が可能かどうかによるところが大きい。

例えば上表にて、Vahdat 市の人口が 387,000 人、Tursunzoda 市の人口が 324,000 人と同じような規

模の市でも、心血管系の外来患者数は一桁の違いがある。糖尿病の患者数がいずれも 1,600-1,900 人

規模であることを鑑みると、心血管系の診断能力の違いによって外来患者数が大きく異なる。 

 



タジキスタン国プライマリ・ヘルスケアに係る情報収集・確認調査 

調査報告書 

42 

表 2-19：ヘルスセンターレベルでの登録患者数の推移（データが集まったもののみ） 

District 2016 2017 2018 2019 2020 Remarks 

Tursun Ujiaboev 

Jamoat RHC, 

Khuroson 

心血管系 38 
糖尿病 10 
がん 6 

心血管系 39 
糖尿病 13 
がん 5 

心血管系 42 
糖尿病 15 
がん 0 

心血管系 44 
糖尿病 26 
がん 2 

心血管系 48 
糖尿病 26 
がん 0 

心血管系・糖
尿病について
は推移がある

程度わかる。 

Ergash Sulton 

RHC, Dusti 
- - - 

心血管系 24 
糖尿病 10 
がん 1 

心血管系 26 

糖尿病 10 
がん 0 

 

Galaba RHC, 

Dusti 
- - - - 

心血管系 26 
糖尿病 4 
がん 0 

 

Dahbed RHC, 

Hissor 

心血管系 5 
糖尿病 4 

がん - 

心血管系 3 
糖尿病 4 

がん - 

心血管系 7 
糖尿病 6 

がん - 

心血管系 6 
糖尿病 5 

がん - 

心血管系 6 
糖尿病 6 

がん - 

 

Obigarm RHC, 

Roghun - - - - 

心血管系 60 
糖尿病 35 

がん 15 

 

Childara RHC, 

Sangvor - - - - 

心血管系 15 

糖尿病 7 
がん 0 

 

Istiqlol RHC, 

SHanrinav - - - - 

心血管系 24 

糖尿病 19 
がん 14 

 

Dehai Kazoz RHC, 

Temurmalik - - - - 

心血管系 6 
糖尿病 4 
がん - 

 

Toichi RHC, 

Tursunzoda 

心血管系 134 
糖尿病 23 
がん 2 

心血管系 245 
糖尿病 26 
がん 3 

心血管系 177 
糖尿病 24 
がん 3 

心血管系 204 
糖尿病 39 
がん 3 

心血管系 209 
糖尿病 28 

がん 4 

心血管系・糖
尿病について
は推移がある

程度わかる。 

Burunov RHC, 

Vahdat 

心血管系 50 
糖尿病 15 
がん 6 

心血管系 46 
糖尿病 18 
がん 5 

心血管系 41 
糖尿病 18 
がん 5 

心血管系 45 
糖尿病 18 
がん 5 

心血管系 40 
糖尿病 16 
がん 3 

心血管系・糖
尿病について
は推移がある

程度わかる。 

Chorsu RHC, 

Kushoniyon 

心血管系 4 
糖尿病 2 

心血管系 46 
糖尿病 1 

心血管系 - 
糖尿病 1 

心血管系 - 
糖尿病 2 

心血管系 - 
糖尿病 5 

 

Kady Ob HH, 

Roghun 
- - - - 

心血管系 20 

糖尿病 3 

 

Saridasht HH, 

Sangvor 
- - - 

心血管系 27 

糖尿病 7 
がん - 

心血管系 28 

糖尿病 8 
がん 0 

 

Khuji HH, 

Shannrinav 
- 

心血管系 2 
糖尿病 3 

がん 0 

心血管系 3 
糖尿病 2 

がん 0 

心血管系 1 

糖尿病 2 

がん 0 

心血管系 1 
糖尿病 2 

がん 0 

2016年はオー

プン前のため
データなし。 

Dehai Hasanbegi 

HH, Temurmalik 
- - - 

心血管系 6 
糖尿病 6 
がん - 

心血管系 6 
糖尿病 4 
がん 0 

 

Mekhrobod HH, 

Vakhdat 
- 

心血管系 18 
糖尿病 5 
がん 1 

心血管系 14 
糖尿病 4 
がん 1 

心血管系 18 
糖尿病 4 
がん 2 

心血管系 13 
糖尿病 3 
がん 2 

 

Ismoil Somoni HH, 

Jomi 
糖尿病 1 糖尿病 3 糖尿病 1 糖尿病 4 糖尿病 7 

 

Gulreds HH, 

Khuroson 

心血管系 16 
糖尿病 11 
がん 3 

心血管系 18 
糖尿病 19 
がん 3 

心血管系 23 
糖尿病 22 
がん 0 

心血管系 27 
糖尿病 26 
がん 3 

心血管系 25 
糖尿病 35 
がん 0 

心血管系・糖
尿病について
は推移がある

程度わかる。 

Navruz HH, 

Kushoniyon 
- - - - 

心血管系 7 
糖尿病 5 
がん 2 

 

出典：ヘルスセンター長への聞き取りによる 
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管区病院外来患者数の推移については、Dusti 郡の第 4 管区病院のみ 2018 年から 2020 年の外来患者

数データを保管しており、心血管系が 2018 年 36 人、2019 年 36 人、2020 年 34 人であった。糖尿病

は 2018 年と 2019 年が 0 人で 2020 年に 1 人であった。 

本調査の対象地域では、過去 5 年の患者数の聞き取りによれば、糖尿病は増加傾向にある地域があっ

たものの、心血管系とがんは変化の傾向はみられなかった。どの地域にも共通しているシステムは以

下である。患者に症状が出たらまずは近くの RHC か HH に行って、そこから DHC にリファーされ、

DHC で診断されて必要があれば DHC で外来治療か郡病院で入院治療を受ける。DHC で診断された

患者と郡病院から退院した患者は RHC か HH で登録され、家庭訪問の際にモニタリング対象とな

る。 

NCDs 早期発見に関しては、RHC の医師が FMD かそうでないかで意識と対応が大きく違う。FMD

でなければ基本自身の専門以外のことに意識が向かないので、NCDs に関してインタビューで質問し

ても「自分の担当ではない」という回答であることが多い。FMD であれば NCDs 早期発見が FMD

の役割のひとつである認識が強いので、取り組みへの意識はある。ただ残念ながら予算がないため活

動していないところが多い。 

Shahrinav での取り組み例 

 

2 年前に保健社会保護省、WHO、FMD により HARTS program10が開始された。これは高血圧と糖尿病

の早期発見をするプログラム。20 か所の RHC を 10 か所プログラム対象、10 か所を非対象に分け、10

か所について以下の介入を行った。 

①高血圧のクライテリアを医師に研修 

②18 歳以上の住民 1 人 1 人の血圧値、年齢、コレステロール値をマトリックスにしてリスクグループ

を特定する 

③住民の BMI を測定 

④肥満のクライテリアを研修 

⑤上位リファーのためのクライテリアを研修 

⑥高血圧の治療ステップを研修 

⑦住民への Healthy Lifestyle のために提供すべき情報を研修 

⑧糖尿病のクライテリアを研修 

⑨糖尿病の治療ステップを研修 

このプログラムにより、10 か所の RHC（トータル 46,804 人をカバー）では年 1 回 18 歳以上の住民す

べてに対し、血圧測定、生活習慣の質問、BMI の測定をすることができるようになった。 

また、非対象地域の RHC と比べると、NCD の早期発見の数が飛躍的に上昇した（DHC 長による）。 

 

NCDs 予防に関しての住民意識について、PHC スタッフからの聞き取りによれば以下のとおりであ

る。 

・ 脂肪、塩分、砂糖、炭水化物の取りすぎが健康に良くないことは住民にも浸透している。しかし、

タジキスタンの伝統的な食事は炭水化物が多く、どう指導していいかわからない。 

・ 学校に行って学生に脂肪、塩分、砂糖を控えるよう指導したが、現実は、学校のすぐ前にお菓子

屋さんがあり学生たちによると全員そこで買い食いをしているとのこと。確かにドーナツ等は

美味しいので学生に買うなと言っても無理だと思う。 

・ タジキスタンでも最近は瘦せている女性が美しいという価値観が出てきた。気にしている女性

 
10 WHO の Technical package for CVD management in primary health care のこと。 
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はジムに通ったりしている。 

2.10 健康習慣の広報状況、学校での健康教育状況と可能性、HLC の役割と活動 

健康習慣の広報はDHCおよびHLCが担当しており、住民の意識啓発のためのセミナーの開催の他、

地方紙への健康に関する記事の寄稿（掲載料は無料）、地元ラジオ放送局でのレクチャー等が継続的

に行われている。ハトロン州および DRS の HLC の中には各 1 か所、フェイスブックを開設して健

康情報を提供しているところがある。 

学童に対しては、保健社会保護省令に基づいて年に一度の健康診断を提供する必要があり、DHC が

その実施を担っている。また、RHC、HH は学校へ医師や FMN を派遣し、季節に応じた疾患予防に

ついてレクチャーを提供している。RHC のキャッチメントエリア内では、HH 長、学校長を集めた

週例会議も開催されている。 

すでに様々な活動が進められているが、活動の効果についての評価は試みられていない。学校での健

康診断、学校への講師派遣、保健分野と学校との週例会議といった既存の枠組みについてレビューし、

健康教育の質を高めるための評価が必要な時期に来ていると考えられる。 

以下、HLC について記す。 

ヘルシー・ライフスタイル・センター（HLC） 

HLC は栄養改善、NCDs 予防等についての意識啓発活動を通じて、国民の健康増進を図ることを目

的とする専門センターである。リプロダクティブヘルス、IMCI、TB、予防接種等の他の専門センタ

ー同様、共和国のセンター以下、州、郡/市レベルでの組織展開が行われている。HLC の組織図を以

下に示す。 

 

出典：HLC ホームページ 

図 2-4：HLC 組織図 
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（1）設立の経緯 

共和国 HLC は 1999 年、ADB の支援により設置された。組織のモデルとなったのはカザフスタンの

ヘルシー・ライフ・スタイル開発センターである。2002 年には各州に HLC が設置され、州は財政事

情に応じて郡/市レベルの HLC を配置している。 

HLC の設立当初、保健社会保護省は政策面において疾病の「治療」に焦点を当てていたが、徐々に

疾病の「予防」の観点が重視されるようになり、HLC の役割に対する期待が高まってきた。2010 年、

HLC が「ヘルシー・ライフ・スタイル国家プログラム」の管轄機関となったことで専門機関として

の位置づけが確立した。現在は「第 3 次ヘルシー・ライフ・スタイル国家プログラム（2021-26）」の

実施を担っている。同プログラムは従来取り組んできた NCDs 予防に加え、COVID-19 の流行を踏

まえ、感染症予防の取り組みについても力点を置いた内容となっている。2017 年には、コミュニテ

ィにおける意識啓発を推進するための活動のガイドライン「健康問題におけるコミュニティとの連

携」が策定され、PHC 施設と HLC の連携に向けて、共和国、州、郡/市、各保健施設の役割が明示さ

れた。保健社会保護省は PHC 開発計画（2021-2025）の重点課題の一つとして同ガイドラインの普及

を掲げており、これに対して複数の開発パートナーによる支援が行われている。 

（2）郡/市レベルの HLC の活動内容および運営体制 

郡/市レベルの HLC は、全国共通のフォーマットを用いて年間計画および月間スケジュールを作成

し、活動を進めている。業務の中心となるのは、保健課題についての住民に対する意識啓発活動の実

施と各種報告書の作成である。 

今回の現地調査では、ハトロン州の 2 郡（Khuroson、Kushoniyon）および DRS の Hissor 市の HLC

を訪問し、インタビュー調査を実施した。各郡/市は全国共通フォーマットに基づいて活動を進めて

いるため、活動内容についての大きな差異は認められなかったが、広報の手法や運営体制に関して独

自の工夫がなされていた。各郡/市の特徴について以下に整理する。 

・ ハトロン州 Khuroson 郡 HLC 

広報活動としてセミナーを開催している他、HLC スタッフが FMN の家庭訪問に同行している。DHC

が学校訪問を行う際にも同行し、保健教育を行っている。毎週、地元の新聞に感染症予防、衛生改善

等の保健課題についての記事を寄稿し、意識啓発に努めている。ジャモアットレベルのスタッフは配

置していない。 

・ ハトロン州 Kushoniyon 郡 HLC 

広報活動としてセミナーを開催している他、Khuroson 郡同様、FMN の家庭訪問に同行している。

HLC のフェイスブックを開設し、保健情報の提供を行っている。ジャモアットすべてに教員もしく

は専門医の担当者を配置している。 

・ DRS Hissor 市 HLC 

広報活動としてセミナーを開催しているが、家庭訪問は行わない。月に 2 回、地元の新聞に保健問題

についての記事を寄稿している。一部のジャモアットへ担当者を配置しているほか、残りのジャモア
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ットは市 HLC のスタッフに担当を割り当てて監督している。 

（3）活動の記録 

郡/市レベルの活動は日報、月報、四半期報告の形式で記録され、月報、四半期報告は州を通じて共

和国 HLC へ提出される。（DRS の郡/市の場合は直接共和国 HLC へ提出）。提出されたデータは共和

国 HLC の分析部門において集計され、セミナーの回数、新聞への寄稿数、TV やラジオの番組の本

数等の活動の回数を前期と比較し、増減率を算出するといった分析が行われている。 

共和国 HLC は月報、四半期報告の収集を通じて活動のモニタリングを行っているが、活動の質を把

握するためのデータ分析は実施していない。また、活動の効果や効率性に関する評価も実施していな

い。 

（4）開発パートナーによる支援 

近年、PHC 分野で活動する開発パートナーは、郡/市レベルにおける意識啓発活動を進める上でのパ

ートナーとして HLC との連携を重視するようになっており、HLC のスタッフが開発パートナー支援

による研修の講師として活躍する機会も増えている。USAID、ADB、AKDN による HLC との連携

の内容を以下に示す。 

・ USAID 

スイス開発公社の支援により策定されたガイドライン「健康問題におけるコミュニティとの連携」の

普及を目的として、ハトロン州及びソグド州の 12 の郡を対象とする研修を実施する予定である。同

ガイドラインは PHC 施設と HLC の連携の下でコミュニティにおける健康増進を目指すものであり、

郡レベルの研修ではコミュニティにおける健康課題の優先順位の検討とアクションプランの策定が

行われる予定である。 

・ ADB 

ADB はコミュニティにおける健康問題の改善に向けてベースライン調査を実施しており、この一環

として HLC のキャパシティについての情報収集も行っている（調査は 2020 年 11 月に実施され、調

査報告書は保健社会保護省に提出済であったが、2021年 5月の時点では未承認の状態であったため、

本調査へは共有されていない。） 

今後、ADB は PHC 施設スタッフの能力強化のための研修を実施する予定であり、すでに TOT を実

施し、マスタートレーナーの育成を行っている。マスタートレーナーには共和国 HLC の職員 2 名が

含まれる。 

・ AKDN 

AKDN も USAID 同様、ガイドライン「健康問題におけるコミュニティとの連携」の普及を支援して

おり、コミュニティにおける活動を進める上で、HLC との協力体制の構築を目指している。本調査

によるインタビューの際、AKDN は「郡レベルの HLC の体制は脆弱であり、強化の必要がある」と

コメントしていた。 
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・ WFP 

WFP はハトロン州の 4 郡（Balkhi、Shahritus、Kulob、Dusti）、ソグド州の 1 郡（Ayni）において”The 

Prevention and Treatment of MAM Project（中程度の急性栄養失調予防および治療プロジェクト）”を

実施している。本調査によるインタビューの際、WFP は、「現段階では HLC との直接の連携は行っ

ていないが、将来的に必要になると考えている」とコメントしている。 

・ 開発パートナー調整 

ガイドライン「健康問題におけるコミュニティとの連携」の普及は保健社会保護省の優先課題の一つ

であり、開発パートナー支援が入っていない郡も残されている11。本調査によるインタビューの際、

HLC は「JICA による支援を期待したい」とコメントしていた。 

HLC に対する支援を含む開発パートナーの活動の調整は窓口となる保健社会保護省が担当しており、

HLC は開発パートナーの活動計画の策定プロセスに関与していない。HLC は「開発パートナー調整

の際、HLC の参加の機会を設けてほしい」と希望している。 

（5）活動上の課題 

インタビュー調査の対象とした郡/市レベルの 3 つの HLC は、いずれも啓発活動に必要な交通費等

の予算を持っておらず、コミュニティへの移動に必要な交通費は職員の自己負担であると話してい

た。年間の活動スケジュールに応じた適切な予算の配分が望まれる。啓発活動に関して、ハトロン州

の HLC2 つはそれぞれ FMN に同行して家庭訪問を実施しているが、限られた人材を有効活用するた

めに、家庭訪問を HLC の活動に加えることの是非を再検討する必要があると考えられる。 

研修については、州レベルで COVID-19 や環境衛生等、テーマ別の研修が開催されることがあるが、

コミュニケーションスキル等意識啓発の手法に関する研修は提供されていない。コミュニティへの

アプローチ法についての研修の機会があれば望ましいと考えられる。 

また、郡/市が作成する月報に関して、現在はセミナーや広報の「回数」を把握し、前期との比較によ

る増減率がモニタリングの対象となっているが、活動の「質」の面からのモニタリングも必要である

と考えられる。このため、ジャモアットレベルでの人口に対する広報活動のカバー率、広報活動の内

容に対する住民の満足度、理解度等の指標を加えることが望ましい。郡/市レベルの HLC の業務とし

て疾病データの分析を加え、ニーズを踏まえた広報活動のあり方を検討する必要もあると考えられ

る。 

さらに、現在は共和国から州、州から郡/市に対する評価が行われていないため、年に 1 度を目途に

評価を実施し、活動の改善に向けた協議の機会を設ける必要があると考えられる。 

2.11 栄養関連疾患の状況 

ヒアリング対象施設において栄養関連疾患数について質問したところ、ほとんどの施設で FMN が各

自記録しているノートを集め、数字を集計する作業を行った上で回答が行われた。施設長がノートを

 

11 Tursunzoda, Shahrinan, Hissor, Vakhdat, Khovaling, Baljuvon, Muminobad, Shezod 
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参照せず、「データが頭に入っている」と言って数字を口頭で説明したところもある。「集計作業に

手間がかかりすぎるため回答できない」という施設も 4 施設あった。 

下の表が示すように、一部の施設を除き、訪問時に確認できた数値は直近のものに限られており、多

くの施設は時系列での疾患数を整理していない。各施設は毎月 DHC に月報を提出しているが、その

コピーの保管は義務付けられておらず、保管している施設もなかった。 

小児の栄養不良、女性の貧血に関して、患者数の推移を確認したところ、ほとんどの施設から「特に

変化はない」という回答があった。ヒアリング対象施設では栄養不良、女性の貧血は深刻な保健課題

として指摘する意見は少なく、むしろ夏期の「子どもの下痢症」について対策が必要であるという見

解が多かった。「子どもの下痢症」の原因について質問したところ、「果物を洗わないで食べるから」

「床に落ちたものを拾って食べるから」という回答が多く、水源として川や用水路の水を利用してい

ることを指摘する意見はなかった。 

表 2-20：調査対象施設における栄養関連疾患数 

District Disease 
RHC HH 

2016 2017 2018 2019 2020 2021 2016 2017 2018 2019 2020 2021 

Dusti 

栄養不良
(小児) 

      10 5         54 48   

貧血       20 20           5   

Jomi  

栄養不良
(小児) 

                        

貧血                         

Khuroson  

栄養不良
(小児) 

4 6 5 3 2   
Never had malnutrition case 

before 
0 

貧血 8 12 23 35 27   No data available 3 

Kushoniyon 

栄養不良
(小児) 

                  3 2   

貧血                     18   

Temurmalik  

栄養不良
(小児) 

      6 3         2 1   

貧血       70  150         5 5   

Hissor 

栄養不良
(小児) 

                      0 

貧血                       1 

Sangvor 

栄養不良
(小児) 

      NA 2         NA 0   

貧血       NA 5       NA 35 35   

Shahrinav 

栄養不良
(小児) 

    5 6   3 2 1 1   

貧血         20 15   3 5 2 4   

Tursunzoda  

栄養不良
(小児) 

                      1 

貧血                       19 

Roghun  

栄養不良
(小児) 

      NA 50           0   

貧血       NA 40           8   

Vahdat 

栄養不良
(小児) 

38  35  30 28 21   2 3 2 4  

貧血 25  20  18 16 14   14 18 16 14  

出典：インタビュー結果による 
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2.12 PHC 施設のインフラ設備（水供給を含む）、機材の状況 

PHC 施設は全体的にインフラの老朽化が目立った。機材に関しては、RHC レベルでも多くの施設に

は検査室がなく、「血圧計、聴診器、体温計、身長計、体重計」のみで診察を行っている。電気は季

節的な停電があるが訪問した全ての施設で利用可能であった。水源については、半数近くの施設が川

や用水路を利用している。 

2.12.1 建物 

RHC の建築年代は 1950 年代～80 年代と古いものが多く、訪問した 10 施設中 9 施設が築 30 年以上、

1 施設のみが築 10 年であった。建物のリハビリについて政府からの支援はなく、施設のスタッフが

私費を出し合って対応している。 

HH は一部に 50 年代、60 年代に建てられた施設もある一方、11 施設中 4 施設は住民の募金によって

2010 年代に建設された施設である。建物のリハビリは NGO や住民の支援で行われており、RHC よ

りも地域住民との関係性が強い印象である。 

2.12.2 機材 

検査室を有していたのはハトロン州の RHC5 施設中 2 施設、DRS の RHC6 施設中 1 施設のみであっ

た。DRS には古い心電図計を有している RHC が 1 施設あった。血圧計、聴診器、体温計、身長計、

体重計はハトロン州、DRS ともに全ての施設が備えていた。 

HH の機材は血圧計、聴診器、体温計、身長計、体重計等基礎的なものに限られている。ほとんどの

施設は一通りこれらの機材を備えていたが、ハトロン州の 1 施設は聴診器、体温計以外の機材を有し

ていなかった。 

2.12.3 電気・水道 

ハトロン州、DRS ともに、電気は冬期の停電以外は問題ないと回答した施設が多い。 

水に関しては、ハトロン州は水道を利用している施設は皆無で、水源は井戸もしくは川・用水路の水

である。ハトロン州の 11 施設中 4 施設は川・用水路の水を使用している。 

DRS では 10 施設中 2 施設は施設内に水道設備を有しており、2 施設は隣家の水道の水を運搬して使

用している。井戸を使用している施設が 2 施設、残りの 6 施設は川・用水路の水を使用している。 
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2.13 新型コロナウイルス（COVID-19）が PHC サービス提供に影響を及ぼした点や、今 後の課

題について 

ヒアリング対象施設において COVID-19 に関する症例数について質問したところ、ほとんどの施設

から明確な回答が得られ、NCDs 関連データよりも的確な情報管理が行われていることが確認された

12。 

表 2-21：調査対象施設における COVID-19 症例数 

州 市／郡 
RHC HH 

疑い例 陽性者数 死亡者数 疑い例 陽性者数 死亡者数 

Khatlon Dusti   2 0   0 0 

Jomi *   6 0  119 0 0 

Khuroson 20 10 1   7 1 

Kushoniyon ＞100 10 1 2 0 0 

Temurmalik 0 0 0 0 0 0 

計 >120 28 2 121 7 1 

DRS Hissor   26 4   6 0 

Roghun 160   4   0 0 

Sangvor   0 0   5 0 

Shahrinav 19 1 0 8 0 0 

Tursunzoda 54 1 0   3 0 

Vahdat 3 0 0 12  1 

計 236 28 8 8 14 0 

出典：インタビュー結果による 

* Jomi のみ、RHC1 施設、HH2 施設のデータを含む。他の市/郡は RHC、HH 各 1 施設のデータ。 

2020 年に発生した COVID-19 の流行を受けて、RHC、HH では、FMN による家庭訪問を通じて住民

に注意喚起を行い、「マスクの着用、手洗い、人混み・集会の回避」による感染防止を呼びかけた。

ヒアリング対象とした施設の FMN はこうした呼びかけは非常に効果的であったと考えており、多く

の住民が手洗いの習慣を身に着け、2020 年中はマスクの着用も広まり、住民が集まる機会も減った

と話している。（ヒアリングを実施した 2021 年 5 月の時点では、すでに「コロナは収束した」とい

う認識が広がっており、一般の住民はもちろん、保健施設のスタッフの多くもマスクを着用していな

かった。） 

FMN はコロナ禍によって住民の衛生意識が向上した点、健康について不安があればすぐに相談して

もらえるようになった点について、良い意味での変化があったと話している。 

 

 

 

  

 
12 新保健大臣は、毎朝 7 時に全国 DHC 長とのオンライン会議を実施しており、そこで毎日担当地域の COVID-19

発生状況を報告しなくてはいけないとのこと。 
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第 3 章 タジキスタン国 PHC 分野の他援助実施機関の動向 

3.0 調査対象地域の開発パートナーマッピング 

近年、各開発パートナーの PHC 分野への活動の参入はますます積極的になっている。今回の調査地

で活動している主な開発パートナー（今後の活動予定も含む）を以下に示す。すべての調査対象地域

がどこかの開発パートナーにカバーされている状態であった。今後、各開発パートナー特に USAID

と GIZ の動きを注視し、分担できる部分もしくは協力できる部分を検討することが、JICA プロジェ

クトの計画策定に重要と考える。 

表 3- 1：調査対象地域の開発パートナーマッピング 

本調査対象地域 USAID 
GIZ (kfW) (WHO-UNICEF

との共同プロジェクト) 
その他 

ハトロン州 

Kuroson    

Jomi    

Dusti   WFP and USAID (nutrition) 

Temurmalik    

Kushoniyon    

DRS 

Vahdat  今後対象  

Hissor  今後対象  

Tursunzoda  今後対象  

Shakhrinav  今後対象  

Roghun   AKDN 

Sangvor   AKDN 

出典：各開発パートナーへの聞き取り 

USAID は現在の「Healthy mother, Healthy baby」プロジェクトをハトロン州のボフタール地域で実

施しているが、対象地域については 2015-2020 年の「Feed the Future 母子保健プロジェクト」と同じ

地域であることから、USAID のボフタール地域へのコミットメントは強い。JICA プロジェクトの参

入についてはウエルカムな姿勢であるが、実際に役割を分担するとなると、栄養分野は USAID が包

括的に活動しているため分担は困難かと想像する。NCDs 分野は大きく打ち出していないので、NCDs

分野で協力する方法もあるが、広報活動や住民教育等は栄養活動と重複する。分野としては、NCDs

早期発見のための PHC の FMD 能力強化も検討できるが、ハトロン州の FMD の少なさはプロジェ

クト遂行の大きなリスクになる。 

GIZ の WHO/UNICEF 共同プロジェクトは、DRS の Vahdat 市、Hissor 市、Tursunzoda 市、Shakhrinav

郡が本調査対象地域と重複しているが、この地域で実際活動は何も始まっていない。活動の詳細計画

もこれからとのことである。 

Aga Khan Development Network(AKDN)は DRS の Roghun 市と Sangvor 郡において対象として重複

している。AKDN は保健分野のみならず社会開発の視点で地域支援を行っており、PHC に対しても

施設新設・改修、機材や家具の供与、FMD の養成から現任研修、住民啓発活動等幅広く支援してい

る。AKDNの活動はPHCでの JICAプロジェクト実施にあたり参考になり示唆に富むものであるが、

同地域で重複して活動するには AKDN のプレゼンスが大きすぎると考える。 
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3.1 世界銀行 

世界銀行は「Health Services Improvement Project」を実施している。本プロジェクトは、ソグド州と

ハトロン州の対象郡において PHC のカバレージと質の向上及び Performance Based Financing を柱と

して実施されている。2014 年にプレパイロットとして Spitamen 郡で実施され、本格的に 2015 年よ

りハトロン州 Kabadiyan、Farkhor、J. Balkhi、Yavan、ソグド州 Mastchoh、Devashtich、J. Rasulov へ、

2016 年には Dangar、Faizabad と拡大した。その後もハトロン州 Hamadoni、Kushonien、Jomi、Kulyab、

ソグド州 Zafarabad、GBAO の Darvaz へと拡大している。 

⚫ Performance-based financing 

以下の指標を達成したと判断されれば、保健施設にボーナスの意味で資金が提供されるシステムで

ある。指標として以下のものが設定されている。 

・ 13 か月までに全てのワクチン接種を受けた子どもの数。 

・ 24 か月までの子どもが身体測定を受け、両親が栄養と子どものケアについて指導を受けた数。 

・ 栄養不良診断を受けた子どもの両親が栄養と子どものケアについて指導を受け、ポジティブな

結果が見られた数。 

・ 子どもを出産して退院後 3 日間のうちに第 1 回目の産後健診の家庭訪問を受けた数。 

・ 高血圧の診断を受け新たに登録された患者数。17 歳以上で高血圧の診断を受け治療を受けてい

る人の数。 

・ 指定された期間に家庭訪問した数。 

またこれまでには、「Health Services Improvement Project」において、以下の活動を実施した。 

・ 家庭医学に関しての 6 か月間の再研修（617 人） 

・ Family Medicine Center への教材制作技術支援 

・ 職場での継続教育のための臨床プロトコル研修（3,000 人の保健スタッフ） 

・ 臨床プロトコルの印刷（3rd edition 12,000 コピー、4th edition9,760 コピー） 

・ 新たに 236 人の FMD と DMN の養成 

・ 315 人の保健スタッフに対して Basic laboratory service の研修 

・ PC リテラシー向上のための研修、DHIS2-2 ソフト使用の研修 

3.2 世界保健機関・世界児童基金・ドイツ GIZ による Health Development Program 

プロジェクト目標は「タジキスタンの UHC 実現」で、3 つの成果「1. PHC に重点を置いた保健分野

のガバナンスと資金調達メカニズムの強化「2. 統合された PHC サービス提供のアクセスと質の向

上」「3．COVID-19 対応を含む、保健ケア提供システムの効果的な感染予防・対策システム」を設

定している。 

どの成果にもすべての開発パートナーが何らかの活動で絡んでいる。大まかには成果１を WHO、成

果 2 を GIZ が、成果３を UNICEF が主に担当する。 

特に GIZ について、「2021 年から 2025 年までの、家庭医療の概念に基づく PHC システム開発計

画」の各項目について、以下の通り支援を表明している。GIZ の対象郡は全部で 17 郡/市で、ハトロ

ン州は 10 郡/市（Bokhtar 市、Djirkul、Muminobod、 Temurmalik、 Vose、 Khovaling、 S.Shohin、 
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Panji、 Nurek、 Baljuvon）、ソグド州は 3 郡（Panjkent, Bodojon Gahurov, Kuhistoni Mastchoch）、

DRS は 4 郡（Hissor, Vahdat, Tursunzoda, Shahrinav）である。WHO、UNICEF が支援を表明してい

る分野とともに以下の表に示す。 

表 3- 2：「家庭医療の概念に基づく PHC システム開発計画 2021-2025 年」において GIZ、WHO、

UNICEF が支援を表明している項目 

活動 GIZ 協力分野 WHO と UNICEF の協力分野 

1．PHC サービスへのアクセスとその質の向上 

1.1  

PHC サービスのための臨床実践に

関する新規および既存のナショナ

ル・ガイドラインの作成と更新 

 既存の臨床ガイドラインを見直

し、必要に応じて新しい臨床ガイ

ドラインを作成するためのテクニ

カルワーキンググループの支援。 

新PHCガイドライン作成支援

（WHO） 

母子保健分野のガイドライン作

成支援（UNICEF） 

1.2.  

臨床ガイドラインの適用に関する

定期的なモニタリングおよび評価

システムの開発と承認 

 17 の郡/市で PHC の内部品質委員

会の設置を支援する。 
モニタリング支援（UNICEF） 

1.3.  

家庭医やサービス提供者のPHCに

関する能力を見直し、複雑なケア

を提供する能力や専門的なサービ

スへのアクセスを拡大する。 

 家庭医および看護師の資格要件の

見直し支援。 

 PHC ネットワーク施設規則の段階

的な見直しを支援。 

 PHC ネットワーク規制の更新に向

けた TWG の支援。 

PHCネットワーク施設関連法規

作成支援（WHO） 

保 健 人 材 能 力 の レ ビ ュ ー

（UNICEF） 

1.4. 

PHC 施設のインフラの継続的な改

善と近代化 

 プロジェクト地域のPHCへの医療

機器とコンピュータ供与。 

 医療機器の使用方法や簡単なメン

テナンス方法、コンピュータの使

用方法に関する研修。 

イスラム開発銀行との協力を通

じた支援（UNICEF） 

1.5.  

家庭医療ヘルスワーカーの数を増

やす 

 少なくとも年間50人の家庭医を養

成し、GIZ が設備を提供する 11 の

研修センターがすべて稼働した後

は、年間約 100 人の家庭医を養成

する。 

 家庭医、看護師、助産師を支援する

ための E-Learning モジュールや追

加研修の開発を通じて、継続的な

資格取得と開発を支援する。 

イスラム開発銀行との協力を通

じた支援（UNICEF） 

1.6.  

PHC ヘルスワーカーの継続的な能

力開発 

 17 のプロジェクト対象地区におけ

る保健医療人材継続教育のクレジ

ット制度の継続または導入。 

 E-Learning モジュールを開発し、

11 の研修センターすべてに導入す

る。 

 継続教育ウェブサイト支援。 

他開発パートナーと協力して支

援（UNICEF） 

1.7.  

PHC 施設の認定基準の更新と策

定、および認定された PHC 施設の

数の増加 

 PHC 施設“Rapid Self-Assessment”

のための研修。 

 PHC 施設認定支援。 

他開発パートナーと協力して支

援（UNICEF） 
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活動 GIZ 協力分野 WHO と UNICEF の協力分野 

1.8.  

家庭医療ヘルスワーカーのモチベ

ーション向上 

 リモートエリアでのヘルスワーカ

ーの配置の改善。 

 ヘルスワーカーの移住の減少。 

 家庭医の報酬制度の見直し。 

BBPの見直しや、医薬品（治療

薬）ベースの収益（WHO） 

世界銀行との協力（UNICEF） 

 

活動 GIZ 協力分野 WHOとUNICEFの協力分野 

2．PHCのマネジメントを改善するための情報システムの近代化 

2.1.  

PHC 施設の報告数と量の削減、

報告プロセスの合理化・最適化 

 PHC ネットワーク施設の報告フ

ォームの分析。 

 報告の電子化支援（世界銀行が開

発 し た Electronic Patient 

Registries に則る）とスタッフの

電子化のための研修支援。 

― 

2.2.  

PHC 施設におけるデジタルおよ

び情報技術の開発と導入 

 研修を実施する。（研修トピック

例：地域の人口統計分析、慢性的

な健康問題等） 

PHCレベルのデジタルヘルスへの

技術的レビュー（WHO）  

2.3 

PHC マネジャーの管理能力の向

上 

 17 のプロジェクト地域すべてで

事業計画が実施できるように

PHC マネジャーの研修実施。 

― 

2.4.  

正当な意思決定のサポート 
― WHO支援 

 

活動 GIZ 協力分野 WHO と UNICEF の協力分野 

3．緩和ケア、救急医療、垂直的なサービス提供構造等、PHC施設における基本的なサービスの統合と開発の改

善 

3.1.  

PHC のヘルスワーカー、家族やコ

ミュニティによる緩和ケアの基準

の策定 

 PHC のヘルスワーカー、家族やコ

ミュニティによる緩和ケアの基準

策定支援、17 対象地域の試験的な

実施。 

技術的支援（WHO） 

3.2.  

多職種による在宅緩和ケアの仕組

みの構築と導入 

 対象地域 17 か所への導入。 ― 

3.3.  

縦割り構造によるサービス提供

（HIV/AIDS や結核の外来診療、健

康生活センター、予防接種センタ

ー等）を PHC/家庭医療に統合す

る。 

 統合モデルの構築。 

PHCネットワークの最適化と再

構築の一環として、PHC施設の

現在の状況と垂直プログラム統

合の可能性についての状況分析

を行う（WHO） 

HIV分野で統合を支援 

（UNICEF） 

3.4.  

郡レベルの PHC における救急・緊

急医療サービスの統合モデルの開

発と導入 

― ― 
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活動 GIZ 協力分野 WHO と UNICEF の協力分野 

3.5.  

PHC および社会的弱者における母

親、子ども、青少年のためのサービ

スへのアクセスと質の向上 

 妊産婦死亡率の削減 、新生児と子

どもの死亡率の削減にかかる活

動。 

 出産年齢の女性と 5 歳未満の子ど

もの貧血率の削減、完全母乳育児

の割合の増加、5 歳未満の子どもの

発育阻害の削減、下痢症の子ども

の数の減少のための栄養活動 

 思春期の妊娠率の低下にかかる活

動。 

 乳幼児の発達障がい予防へのアク

セス改善。 

 家庭医、助産師、看護師の研修に青

少年へのサービスも追加。 

栄養に関する人々の社会的・行

動的基準の変化に関するコミュ

ニケーションイベント開催、遺

伝的障がいの早期診断プログラ

ムの拡大を含む、様々な発達障

がいを持つ子どもの早期開発プ

ログラムとその家族のアクセス

の拡大（UNICEF） 

3.6. 

非感染性疾患の負担軽減 

 健康的な生活習慣を身につけるた

めのコミュニティ・アプローチ。 

 NCD プログラムを開発し、PHC に

統合する。 

 早期にリスクを発見するために、

大人向けのチェックパスを開発す

る。 

 WHO が開発した HEARTS テクニ

カルパッケージと STEPS の適用。 

 全ての研修において、エビデンス

に基づく意思決定を促進する。 

HEARTS実施とSTEPS調査の支

援 

（WHO） 

3.7.  

感染症（HIV、結核等）の負担軽減 

 HIV の母児感染防止。 

 結核での死亡を予防する。 
― 

 

活動 GIZ 協力分野 WHO と UNICEF の協力分野 

4．健康問題に対するコミュニティの関与 

4.1  

ガイドライン「健康問題におけ

るコミュニティとの連携」の展

開 

 HLC と協力して、本研修パッケー

ジを実施する。 
UNICEF 支援 

4.2.  

PHC 施設のプログラムや活動

への積極的な参加、健康問題に

関するコミュニティとの連携 

― ― 

4.3.   

PHC 施設の事業計画策定プロ

セスへのコミュニティの参加 

― ― 

4.4.  

疾病予防と健康増進の分野に

おける住民の意識向上、および

健康的なライフスタイルの促

進。 

― UNICEF支援 

出典：家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025、保健社会保護省 
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3.3 アジア開発銀行 （ADB） 

アジア開発銀行（Asian Development Bank: ADB）は 2019 年より「母子保健統合プロジェクト」を実

施している。プロジェクト成果は、「①対象郡において品質の良い母子保健ケアサービスが提供され

る、②対象郡において母子保健サービスのインフラや機材が適正化される、③対象郡において母子保

健ケアに対する知識と健康希求行動が向上する」の 3 点で、Fayzobod（共和国直轄地）、Rasht（共

和国直轄地）、Shamsiddin Shohin（ハトロン州）の 3 郡を対象に実施されている。 

ADB へのインタビューによれば、ベースライン調査の一環として UNICEF コンサルタントにより、

2020 年 11 月に母子保健サービス、保健施設とスタッフ、コミュニティへのアウトリーチ活動につい

て、KAP 調査13を実施したとのこと。現在最終化段階で、保健社会保護省の承認後に各開発パートナ

ー等関係者に共有できるとのこと。また、HLC のキャパシティについてのアセスメントも実施して

いる。 

現在までに当プロジェクトで実施された活動は、共和国レベルの HLC、RepHC、FMC への TOT 実

施で、その内容は、行動変容のためのコミュニケーション、PHC 施設からのレファラルシステムに

ついて、妊娠中のケアと栄養についてである。研修講師はインドから招聘されたコンサルタントや、

イブンシーナ医科大学のナショナルトレーナーが務めた。TOT 研修後には対象郡へさらに TOT を実

施する予定である。 

3.4 世界食糧計画 （WFP） 

栄養改善に関して 1) 「School Feeding Programme(学校給食プログラム)」、2) 「The Prevention and 

Treatment of Moderate Acute Malnutrition (MAM) Project（中程度の急性栄養失調予防及び治療プロ

ジェクト）」を実施している。 

 

1) 「School Feeding Programme(学校給食プログラム)」 

ハトロン州、ソグド州、GBAO、DRS の食の安全が確保されていない農村部 52 郡を対象とする給食

プログラムである。給食運営・実施に関するタジキスタン政府の能力強化を支援するとともに、WFP

の関与を段階的に削減し、2027 年までにタジキスタン政府に給食運営・実施を完全に移管すること

を目指している。 

2020 年、コロナ禍において学校が閉鎖された期間には、児童の世帯に対して給食用の食材（栄養強

化小麦、植物油、ヒヨコ豆）の配布が行われた。学校再開後は対象郡の約 2000 校の小学校 1～4 年

生（約 64 万人）に温かく栄養のある給食が提供された。給食の機会は、児童に対する栄養摂取と衛

生に関する教育を行う場として活用されている。 

 

 
13 KAP (Knowledge, Attitudes and Practices) survey。KAP 調査では、主に健康増進や疾病の予防に関して、知識

（Knowledge）・態度（Attitude）・行動（Practice）に関して、質的または量的な情報を収集する。 
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2) 「The Prevention and Treatment of MAM Project（中程度の急性栄養失調予防及び治療プロ

ジェクト）」 

5 歳未満児の中程度の栄養不良改善に向けて、PHC 施設における治療食の提供を支援するプロジェ

クトである。対象地域はハトロン州の 4 郡（Balkhi、Shahritus、Kulob、Dusti）、ソグド州の 1 郡（Ayni）

で、2020 年には約 250 の PHC 施設において 9,000 人以上の栄養不良児に対する治療が行われた。栄

養不良児のスクリーニングは家庭訪問とヘルスセンターにおける予防接種の際に実施されている。 

また、2020 年には、栄養改善に向けてコミュニティ住民の行動変容を促すため、「社会行動変容コミ

ュニケーション計画」が策定された。同計画では、フィールドプロモーターを通じて住民に食品衛生、

食用油の摂取量の削減、野菜の保存方法の工夫についての知識を普及するための手法がまとめられ

ている。 

 

3.5 国連児童基金（UNICEF）WASH in Nutrition 

WASH については、安全な水にアクセスできる保健施設は全国で 24％しか存在しないとのこと。イ

ンフラ整備も重要であるが、その前に規則が旧式のもので時代に即していないので、スタンダードや

ガイドラインの制定支援を行ことから始める。給水支援関連の他開発パートナーも多数おり、調整を

必要とするがこの分野は UNICEF が主体となる。また、現在全国 50 か所の 2 次医療施設の給水改善

のための調査を実施している。 

栄養に関しては、大きな課題が 2 つあるとのことである。第 1 は、タジキスタンで栄養調査が行われ

ていないので実態や課題の原因がデータに基づいて議論できないこと、第 2 は、タジキスタンには栄

養士という職種がないことである。栄養については、医師や看護師等保健スタッフが栄養指導を行っ

ているが、現場レベルで、栄養に特化して包括的に知識を持っている人がいないということである。 

 

3.6 European Union（EU） 

EU のタジキスタン全セクターへの支援は「Human Development Support」という名称で 1,600 万ユ

ーロ（日本円で約 20 億円）を費やし 2011 年から 2018 年まで実施された。主な協力内容は経済支

援、公共財政マネジメント、予算透明化、保健セクター政策支援であった。この間、保健セクター政

策支援のひとつとして PHC 政策の支援、利用率が低い病院の閉鎖等、保健予算の合理化も図った。

EU の予算は保健社会保護省に支払っていたが、2016 年から 2017 年にかけて、支払い条件を満たさ

ない項目があったことで支払いを拒絶したこともある。 

EU の保健支援の方向性は、以前の郡レベルから PHC レベルになった。以前のプロジェクトは地域

保健情報システム（District Health Information System：DHIS）開発で、ソフトウェアを作成する等の

成果は出したが、保健マネジメントは統合できなかった。 

現プロジェクトは上記 WHO-GIZ-UNICEF の合同プロジェクトへの資金援助である。以前のプロジ

ェクトで開発した DHIS の運用については GIZ 等実施機関の判断に任せるが、DHIS システムが強力

ではないとはいえ、他の様々なマネジメントシステムを導入すべきではないという考えを持ってい
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る。また、PHC レベルでの垂直プログラムとの統合も支援する方針である。PHC レベルの人材育成

については、以前スイスが実施していた FMD/FMN 養成プロジェクトを EU と WB が引き継ぐこと

によって継続させる予定である。 

3.7 米国国際開発局（USAID） 

保健分野の主な方針は HIV 対策、結核対策、栄養を切り口とした母子保健である。現在主なプロジ

ェクトとして 1）「Healthy mother, Healthy baby プロジェクト」と、2）他の開発パートナーとの共

同プロジェクトがある。 

1) 「Healthy mother, Healthy baby プロジェクト」 

2020 年 10 月から 2025 年 9 月までの期間で、タジキスタン政府の保健システムが、質の高い母子保

健・栄養サービスの提供能力を持続的に向上できるようになる目的で実施されている。対象地域はハ

トロン州のボフタール地域の Balkhi、Dusti、Jaihun、Jomi、Khuroson、Kushoniyon、Levakant、Nosiri 

Khisrav、Qubodiyon、Shahritus、Vakhsh、Yovon の郡/市である。コンポーネントは、最初の「1,000

日」の間の、水・衛生・公衆衛生に関する行動を改善すること、Scaling Up Nutrition のキャパシティ・

ビルディングのための保健社会保護省支援等である。特に行動変容のための活動は、HLC と共同で

行っている。将来の計画として、啓発テレビ番組の制作、HLC スタッフに必要な研修支援等を行う。 

 

本プロジェクトは Abt Associates が主体で、女性ビジネスを促進する「Changeable」とソフトテクノ

ロジー会社の「Dimagi」が共同で実施している。 

 

2) 他の開発パートナーとの共同プロジェクト 

・WFP の Kulob、Dusti、Shartuz、Valhi、Aini での活動支援（セラピューティック・フードの供給、

栄養不良オンラインモニタリングシステム‐タブレットに直接データを入力することによって IMCI

センターのある小児疾病研究所に送る）  

・UNICEF のヨード化塩質向上のための支援（ワシントン DC より遠隔で実施） 

3.8 アガ・ハーン開発ネットワーク（AKDN） 

Integrated Health and Habitat Improvement Project を、Rasht、Tojikobod、Sangvor、Nurobod、Rogun、

Lakhsh の各郡で実施中である。コンポーネントは以下の 3 点である。1) 地域の開発にコミュニティ

が参加する、2) 公共保健サービスに地域住民がアクセスできる、3) 地域住民がより健康的で環境的

に持続可能で災害から安全に適合した生活ができる。 

主な活動内容は、以下のとおりである。（カッコ内は長くコミュニティレベルで活動を実施してきた

AKDN からのアドバイス。） 

⚫ PHC 施設の建設、修復、小規模な改修と基礎的な医療機器の提供 

（PHC レベルに介入する活動計画には、施設修復や基礎的な医療機器の提供が必須であると

AKDN は考えている。プロジェクトの初期に施設・機材への投資を行うことによって、ヘルス
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ワーカーへの大きなモチベーションを与えるものとなり、施設・機材を最初に整備することによ

って、その後の活動がスムーズに進めることができる。） 

⚫ FMD、FMN、その他のヘルスワーカーを含むヘルスワーカーの研修 

（研修にあたっては、保健社会保護省が既に承認しているガイドラインやマニュアルを使用す

ること。） 

⚫ e-Health を利用した継続的医学教育のためのクリニカルエクセレンスセンターの設立 

 

クリニカルエクセレンスセンターとは、郡病院等保健医療施設の一部を提供してもらい、e-Health 機

材、図書館、インターネット接続を備えた部屋のことで、この部屋を拠点にして郡内のヘルスワーカ

ーへの継続的医学教育を実施する。 

また、コミュニティレベルでは、コミュニティ・ヘルス・プロモーター（CHP）のネットワークを構

築し、保健社会保護省が承認した「健康問題におけるコミュニティとの連携に関するガイドライン」

を実施している。またコミュニティレベルでは、HLC と共同で、NCDs の予防に関する住民の意識

を高めるための活動を実施している。 

CHP はボランティアで、厳しい選定のもの選抜される。本人にボランティアとして貢献する情熱が

あるのはもちろんのこと、地方政府・宗教リーダー・PHC スタッフから推薦される人を選んでいる。

ボランティアに対しては基本日当宿泊費しか支払っていないが、年 1 回は 20 米ドル程度のギフトを

支給している。現在までに 1,600 人の CHP を養成した。 

CHP がコミュニティの住民への健康教育に使用する小冊子も作成している。AKDN によれば、小冊

子作製で重要な点としては、メッセージがシンプルであることであるとのことである。母乳育児、予

防接種、WASH、NCDs 予防等に関して、AKDN は CHP を研修しているが、この際、できるだけシ

ンプルなメッセージで住民に伝えることができるようにと配慮している。CHP の役割のひとつとし

て、PHC スタッフの家庭訪問に同行し、家族への健康教育を行う。これは、多忙な日々の業務に追

われる FMN には大きな負担軽減になっている。 

AKDN の意見として HLC、特に郡レベルの HLC は人材も活動レベルも不十分であるが、保健社会

保護省が健康増進活動は HLC によってなされるべきという方針なので、健康増進活動を行う開発パ

ートナーには HLC を排除するという選択肢はない。 

その他、学校での栄養活動も行っている。特に GBAO は Stunting の子どもが多く、料理教室や F75・

F100 等の栄養補助剤の供給を行っている。GIZ プロジェクトにて、ハトロン州でも同様の活動を行

う予定である。 
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第 4 章 技術協力内容の検討 

4.1 協力優先度の高い課題の特定 

協力優先度の高い課題の特定を行うにあたり、留意点を以下とした。 

 プロジェクト目標と成果は保健社会保護省の「国家保健戦略 2030」と「家庭医療の概念に基づ

くプライマリ・ヘルスケア・システム開発計画 2021-2025」に沿ったものとする。 

 主要な開発パートナーが PHC 分野でのプロジェクトを開始しているので、同じ地域での活動の

重複を避けるほうが好ましい。 

また、PHC 分野での支援を行うには以下の前提条件をクリアする必要があると考える。 

 FMD や FMN、また栄養に携わる人材がある程度充足していること。 

 基礎的なインフラ・機材が整備されていること。（インフラ・機材整備を活動に入れる場合は、

対象地域を絞る。） 

加えて、PHC に関する報告フォーマットの見直し、郡ヘルスセンター行政能力強化、HLC の強化等、

プロジェクトの内容が保健システム中心に行われる場合は、以下の点に特に注意が必要である。 

 PHC 関係のシステムはタジキスタンとしても整備中であるため、すぐに政策化に結び付く可能

性は高くない。後に政策に反映できるようなモデルづくりに注力するほうが効果的と考える。 

 主要開発パートナーも PHC 分野のプロジェクトを開始したばかりというタイミングであるため、

パートナーどうしの情報共有と活動の調整は特に重要である。特に PHC 分野の人材の役割の規

定、報告フォーマットの統合、保健社会保護省が実施する研修、インフラ整備や機材供与等は重

複を避けなければ不必要な混乱を引き起こすことになる可能性がある。 

開発パートナー調整については、2021 年 5 月末現在で、本調査団に次の 3 種類の開発パートナー調

整会議から声がかかっている。今後新たな会議が発足する可能性もあるため、現会議とともに引き続

き情報収集する必要がある。 

・ WASH に関する調整会議（UNICEF 主導で省内担当は感染対策担当。第一副大臣もキックオフ

には参加した。） 

・ 母子保健に関する調整会議（USAID 主導で省内担当は母子保健担当副大臣、USAID はこの調整

会議のためにローカル人材を 1 人雇用し、副大臣の下で勤務させている。） 

・ FMN の TOR を明確にする調整会議（USAID 主導、現在は開発パートナーのみで協議） 
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本調査の結果、以下に、協力優先度が高く協力可能性のある課題を列記する。同時に、現段階で考え

られる前提条件も併記する。 

表 4- 1：協力優先度の高い課題 

 協力優先度が高い、 

協力可能性のある課題 

前提条件 

1 
DHC、ヘルスセンターでの 

データマネジメント 

・ 月報の項目の見直しが行われる 

・ PHC 施設におけるデータ収集ツールが整理される 

・ FMD がヘルスセンターに配置されている 

2 栄養関連 

・ 水・衛生分野が改善される 

・ 栄養関連の人材が養成される（最低でも各郡に 1 人は栄養を専門で担当

するスタッフが必要） 

3 NCDs 予防活動 ・ 十分な数の FMD と FMN がヘルスセンターに配置されている 

4 NCDs 早期発見 
・ FMD がヘルスセンターに配置されている 

・ 診断と治療のガイドラインが整備されている 

5 HLC の能力強化 

・ HLC の役割の見直しが行われており、疾病予防啓発活動への位置づけが

明確になっている 

・ 郡レベルで人材が充足している 

6 水供給等インフラ支援 

・ 水源がパイプであり（井戸を掘ったりしなくてもよい）インフラ支援が

比較的簡単に行える 

・ ドゥシャンベから近い（遠いとモニタリングが非現実的になる） 

出典：調査団作成 

また、「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」において、

PHC が現在かかえる課題解決を目的とした必要な活動が網羅されている。この計画に沿って、JICA

技術協力プロジェクトの実施可能な活動を挙げたのが以下の表である。ただし以下の活動を行うた

めには、人材の充足等の前提条件がクリアされている地域で行うこととする。 

上表の現地調査を元に検討した協力優先度の高い課題とすり合わせてみても、PHC の活動を支援す

るために必須のコンポーネントとしては、以下の項目が考えられる。 

 コミュニティレベルでの PHC 施設や HLC と協力して行う健康的な生活のための啓発活動 

 コミュニティの PHC 計画や活動モニタリングへの参加 

 PHC 施設へのインフラ整備・機材供与 

 PHC 施設のスタッフ・HLC スタッフの栄養と NCDs に関する知識向上 

 PHC マネジャーへのマネジメント能力強化 
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表 4- 2：「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」内の活     

動中、JICA 技術協力プロジェクトで実施可能な項目 

活動 

番号 

「家庭医療の概念に基づくプライマリ・ヘルスケア・

システム開発計画 2021-2025」の活動 
JICA 技術協力プロジェクトで実施可能な項目 

1.4 
ネットワーク施設のインフラの継続的な改善と 

近代化 

 プロジェクト地域の PHC へのコンピュー

タ、機材、インフラ整備 

 医療機材の使用方法や簡単なメンテナンス

方法、コンピュータの使用方法に関する研

修 

1.7 
PHC 施設の認定基準の更新と策定、および認定 

された PHC 施設の数の増加 

 PHC 施設“Rapid Self-Assessment”のため

の研修 

 PHC 施設認定支援 

2.1 
PHC 施設の報告数と量の削減、報告プロセスの 

合理化・最適化 

 報告フォーマットの分析とモデルフォーマ

ットの開発 

2.2 
PHC 施設におけるデジタルおよび情報技術の開発と

導入 
 コンピュータを用いたデータ管理の研修等 

2.3 PHC マネジャーの管理能力の向上  研修実施支援 

3.6 非感染性疾患の負担軽減 

 健康的な生活習慣を身につけるためのコミ

ュニティ・アプローチ 

 WHOのHEARTSテクニカルパッケージの

適用支援 

 患者登録や疾病データ管理研修等 

3.7 感染症（HIV、結核等）の負担軽減  施設の水と衛生改善 

4.1 
ガイドライン「健康問題におけるコミュニティとの

連携」の展開 
 研修実施支援 

4.2 
PHC 施設のプログラムや活動への積極的な参加、 

健康問題に関するコミュニティとの連携 
 コミュニティにおける PHC 活動参加促進 

4.3 
PHC 施設の事業計画策定プロセスへのコミュニティ

の参加 

 コミュニティにおける PHC 施設への計画

策定への参加 

4.4 
疾病予防と健康増進の分野における住民の意識 

向上、および健康的なライフスタイルの促進 

 PHC 施設や HLC とコミュニティとの協力

体制の構築 

 HLC 活動へのコミュニティの参加 

出典：「家庭医療の概念に基づくプライマリ・ヘルスケア・システム開発計画 2021-2025」を元に調査団作成 

4.2 技術協力案 

最初に、JICA の技術協力プロジェクトは 2 段階方式で行うことを提案する。例えば 4 年間の前半 2

年で詳細計画調査（ベースライン調査を含む）と詳細な介入計画の策定を行い、後半 2 年で介入活動

を実施とすることを提案する。その理由は前述のとおり、プロジェクトが開始されてから前半 2 年間

程は他の開発パートナーの活動が本格化し、PHC 分野で新たな制度が導入される可能性が考えられ

るため、他の開発パートナーの活動も項目に入れたベースライン情報を収集し、プロジェクト活動の

詳細デザインを行う期間とする。同時に、この期間で後半の活動の対象地域を決定する提案である。 
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以下に、4.1 で検討した協力優先度の高い課題を鑑みて、技術協力プロジェクトの例を挙げる。 

(1) 技術協力プロジェクト例「PHC サービスの質強化プロジェクト」 

PHC 施設で提供する保健サービスの質向上を目的とするプロジェクトで、対象地域の PHC 施設のイ

ンフラ・機材の改善、PHC スタッフの疾病予防や栄養についての知識の向上を通して PHC 施設での

活動の活発化、NCDs 特に心血管系と糖尿病の早期発見、PHC マネジャーレベルのデータマネジメ

ント能力の強化を成果とする。考えられる活動としては、各成果に対し以下が挙げられる。 

成果 1（PHC 施設機材） 

 対象 PHC 施設のインフラと機材調査 

 インフラ改修、特に水供給支援 

 機材供与 

 インフラと機材の維持管理 

成果 2（栄養） 

 PHC スタッフの疾病予防や栄養についての知識調査 

 必要な研修の選定と研修実施 

 栄養に関する啓発活動の計画と実施（啓発活動に母子手帳の活用も含む） 

成果 3（NCDs 早期発見） 

 WHO の HEARTS テクニカルパッケージに基づく現状調査 

 パッケージの導入とモニタリング 

成果 4（データマネジメント） 

 データマネジメントについての調査 

 データマネジメント関連に必要な資機材と研修の選定 

 データに基づく計画策定の実施 

 

PHC サービスの質強化のための技術協力の概要（案） 

プロジェクト名 PHC サービスの質強化プロジェクト 

プロジェクト期間 4 年間 

実施機関 
タジキスタン保健社会保護省 

対象地域の PHC 施設 

 目的 指標 

上位目標 対象地域の住民の健康状態が向上する  

プロジェクト目標 
対象地域の PHC 施設で提供する保健サービスの質

が向上する 

 

成果 

1. 対象地域の PHC 施設の機能が向上する 日常的なメンテナンス 

定期的なモニタリング 

2. PHC スタッフが疾病予防、栄養について活動を

活発化させる 

疾病予防・栄養に関する研修に関する

こと 

3. PHC スタッフの NCDs 早期発見とモニタリン

グ能力が向上する 

NCDs 早期発見（例えば Hearts パッケ

ージ等）関連 

4. 郡と PHC 施設長のデータマネジメント能力が

強化される 

データ収集方式の開発 

データを用いた計画策定 

日本側の投入 

研修：本邦研修または第三国研修 

日本人専門家：チーフアドバイザー、医療施設管理、医療機材、PHC、健康増進、データマネ

ジメント、NCDs、栄養等 
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このプロジェクト例の実施において注意すべき点は、対象地域と対象 PHC 施設の選定である。施設

インフラ支援を含むことから、対象とする PHC 施設数があまり多くないほうが現実的である。また、

計画の実現性担保のため、ドゥシャンベからアクセスしやすく水源がある程度確保されている地域

を選ぶことを提案する。 

また、NCDs 早期発見活動については、繰り返しの記載になるが、FMD が充足している地域を選ぶ

べきで、特に一旦 WHO の Hearts プロジェクトの対象地域となった Tursunzoda 市や FMD 活動に理

解のある DHC 長がいる Hissor 市や Shakhrinav 郡が適当であると考える。 

さらに、栄養に関する成果(2)の活動では、妊婦と母親への啓発活動のために母子手帳を活用するこ

とを提案する。 

(2) 技術協力プロジェクト例「健康問題へのコミュニティ参加プロジェクト」 

PHC 施設とコミュニティが健康問題においてパートナーシップを確立することを目的に、以下の成

果と活動を含むプロジェクトを提案する。 

成果 1（インフラ整備、機材供与） 

 対象 PHC 施設のインフラと機材調査 

 インフラ改修、特に水供給支援 

 機材供与 

 インフラと機材の維持管理 

成果 2（ガイドライン「健康問題におけるコミュニティとの連携」研修） 

 HLC と共同してガイドライン研修の計画策定 

 研修実施とモニタリング 

成果 3（PHC 施設のエビデンスに基づく計画策定と計画策定へのコミュニティの参加） 

 PHC 施設の収集データとデータ使用に関する調査 

 データ管理に関する研修の実施と必要な資機材の供与 

 コミュニティ代表者による PHC 計画策定参加 

成果 4（地域住民の健康的なライフスタイル向上） 

 地域住民の健康意識・行動調査 

 地域住民への啓発活動 

 地域住民の健康的なライフスタイルへの行動変容 
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健康問題のコミュニティ参加のための技術協力の概要（案） 

プロジェクト名 健康問題へのコミュニティ参加プロジェクト 

プロジェクト期間 4 年間 

実施機関 
タジキスタン保健社会保護省 

対象地域の PHC 施設等 

 目的 指標 

上位目標 対象地域の住民の健康状態が向上する  

プロジェクト目標 
健康問題における PHC 施設とコミュニティのパー

トナーシップが確立される 

 

成果 

1. インフラ整備や機材供与等により対象地域の

PHC 施設の機能が向上する 

インフラ整備によって強化された点、

インパクト 

2. ガイドライン「健康問題におけるコミュニティ

との連携」に関する研修が対象地域で実施され

る 

研修実施とその効果 

3. PHC 施設がデータに基づく事業計画を策定し、

コミュニティが計画策定に参加する 

エビデンス（データ）利用による計画 

コミュニティの関与、参加度 

4. 疾病予防と健康増進、および健康的なライフス

タイルの推進に関する住民の意識が向上する 

住民意識調査（KAP 調査）の結果向上 

日本側の投入 

研修：本邦研修または第三国研修 

日本人専門家：チーフアドバイザー、医療施設管理、医療機材、PHC、健康増進、データマネ

ジメント、NCDs、栄養等 

 

(3) 技術協力プロジェクト例「郡レベル PHC 推進能力強化プロジェクト」 

対象郡の郡ヘルスセンターを中心とした PHC にかかる行政能力強化のためのプロジェクトで、得ら

れる成果としては PHC 活動の関係者の役割の明確化、PHC にかかる情報システムの改善、PHC の

マネジメント能力強化、郡内でのマルチセクター連携推進、コミュニティレベルでの PHC 施設と学

校の連携強化を想定する。考えられる活動としては、各成果に対し以下が挙げられる。 

成果 1（PHC 活動の関係者の役割の明確化） 

・郡ヘルスセンターを中心に PHC 活動関係者のレビュー実施 

・各関係者の役割を協議する場の設定 

・各役割の制定と果たすべき責任の明確化 

成果 2（PHC にかかる情報システムの改善） 

 郡内の PHC にかかる情報システムのレビュー実施 

 垂直プログラムも含む情報システムの統合の可能性検討と情報システム開発 

 PHC マネジャーへの情報システム研修実施と必要な資機材の供与 

 情報システムのモニタリング 

成果 3 （PHC のマネジメント能力強化） 

 DHC をはじめとして、PHC マネジメントに関わる人材のマネジメント能力調査 

 必要なマネジメント能力の同定とマネジメント研修実施 

成果 4（管轄内 PHC 施設やスタッフの役割・能力の周知） 

 DHC が主体となって管轄内 PHC 施設スタッフの役割、必要とする能力の同定 

 PHC スタッフ役割・能力調査 

 必要な能力強化研修の実施 

成果 5（郡内でのマルチセクター連携推進） 

 郡内での水・環境・教育分野とのマルチセクター連携の現況確認 

 マルチセクターと連携推進のための提案の整理 
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 DHC によるマルチセクター会議開催支援 

 モデルの構築と実施 

成果 6（コミュニティレベルでの PHC 施設と学校の連携強化） 

 PHC 施設と学校の連携についての現状調査 

 PHC 施設と学校の連携のモデル 

 DHC 主体による郡内へのコミュニティにおける PHC 施設と学校の連携の拡大 

 

郡レベル PHC 能力強化のための技術協力の概要（案） 

プロジェクト名 郡レベル PHC 推進能力強化プロジェクト 

プロジェクト期間 4 年間 

実施機関 
タジキスタン保健社会保護省 

対象郡の郡政府、DHC、HLC、下位 PHC 施設（RHC、HH）、学校 

 目的 指標 

上位目標 
対象郡の PHC 施設で提供する保健サービスの質が

向上する 

 

プロジェクト目標 
対象郡の PHC サービス提供にかかる連携体制が強

化される 

 

成果 

1. 対象地域の PHC 提供にかかる関係者の役割が

レビューされ、改善策が策定される 

レビューの実施 

改善策の策定 

2. 対象地域の PHC に関する情報システムがレビ

ューされ、改善策が策定される 

レビューの実施 

改善策の策定 

3. 1、2 で策定された改善策に基づき、DHC にお

ける PHC マネジメント能力が強化される 

能力強化研修の実施 

エビデンスに基づく年間計画の策定 

PHC 施設のモニタリング・評価の実施 

4. 1、2 で策定された改善策に基づき、RHC、HH

の業務内容が整理される 

業務内容に関する研修の実施 

5. PHC に関わる郡政府関係者（水・環境分野、教

育）との連携が強化される 

ワークショップの開催 

月例会議の運営方針の改善 

6. コミュニティレベルでの PHC 施設と学校の連

携が強化される 

ワークショップの開催 

月例会議の運営方針の改善 

日本側の投入 

研修：本邦研修または第三国研修 

日本人専門家：チーフアドバイザー、保健行政能力強化、データマネジメント、NCDs、学校

保健等 

 

技術協力案の留意点や前提条件等について 

提案した技術協力プロジェクト案について、現在確認できている留意点や前提条件について記す。 

1．全体的な留意点・前提条件 

・保健社会保護省では通常各分野を数名の副大臣がトップとして担当する体制になっている。しかし

ながら PHC 分野は副大臣が配置されておらず、実質は改革・PHC・国際関係局（改革・PHC 課）長

が担当する等、保健社会保護省が PHC の重要性や理念を理解していない可能性が高い。複数の開発

パートナーが PHC への介入を表明している現段階、開発パートナーが保健社会保護省に PHC のロ

ビー活動を行っていく必要について世界銀行が言及している。保健社会保護省の PHC へのコミット

メントの動向について注視し続ける必要がある。 

・タジキスタンの保健セクターにおいては開発パートナーが保健社会保護省令に記載されていない
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活動を行うことは通常許可されない。また、新たな取り組みを行う場合は、必ず保健社会保護省の大

臣省令を取得する必要がある。保健社会保護省は、『表 3-2「家庭医療の概念に基づく PHC システ

ム開発計画 2021-2025 年」において GIZ、WHO、UNICEF が支援を表明している項目』に記したよ

うに、同省が策定した計画に沿って開発パートナーも活動することが推奨されるため、既存の計画の

活動を請け負うことも検討すべきである。 

・本調査対象地と、USAID と GIZ-WHO-UNICEF の PHC 分野支援の対象地がほぼ重複していた。

ハトロン州母子保健システム改善プロジェクトにて、これらのパートナーが実施しているプロジェ

クトと時に協同した経験から、以下を提案する。USAID と GIZ の支援は大規模であるため、対象地

域の関係者全員に研修を実施したり機材を供与したりすることが可能である一方、細かいフォロー

アップやニーズに沿った活動は十分でない印象である。JICA 技術協力プロジェクトは、対象地域を

絞り込むかわりに、対象郡においては確実に成果を出す、ということに注力すべきと考える。計画フ

ェーズにおいては対象郡をいくつか候補として選定してもよいが、実施フェーズでは対象郡を注意

深く絞り込み（1 郡か 2 郡）USAID もしくは GIZ と JICA 技術協力プロジェクト各成果の活動部分

は重複しないことで合意しておくことが重要と考える。また、プロジェクト開始後も定期会合を開く

などして、情報交換を密にすることが重要である。 

・プロジェクト実施の最大の前提条件として、対象 DHC 長が PHC 活動に意義を見出していること、

また、対象 PHC 施設特に村落ヘルスセンター長が FMD である、という点が挙げられる。本調査対

象地ではハトロン州の各 DHC 長は全般的に PHC の活動について、「こういうところをこうしたい」

などという具体的な依頼は、施設改修と機材供与以外なかった。対して DRS の DHC 長は、FMD の

活動を高く評価しており、NCDs 予防のための活動を活発化させたい意思や、FMD の活動モニタリ

ングを検討するなど、具体的な活動目的・イメージがある。ハトロン州で PHC の技術協力プロジェ

クトを実施するのであれば、まず FMD の PHC 施設への配置を前提とする必要がある。 

・保健社会保護省は「FMN の最も重要な役割」は家庭訪問であると述べている。FMN のみでなく、

RHC、HH の保健スタッフは就業時間の多くを割いて家庭訪問を実施しており、この結果、RHC、HH

は住民との良好な関係を構築している。これまでの家庭訪問の積み重ねを通じて、一定の住民に対し

ては PHC サービスに関する理解が定着してきたことは評価すべき点であるが、今後は保健サービス

全体の改善のために、家庭訪問の質にも目を向けるなど、訪問回数のみを重視する現行の家庭訪問の

あり方を見直す時期に来ていると考えられる。保健省がこの見解に同意しない場合、RHC、HH の業

務内容の整理は困難である。 

・HLC についても、州、郡/市レベルでの体制構築が終了した現在、活動内容の見直しが必要な時期

に来ていると考えられる。例えば、ハトロン州では「FMN の家庭訪問に同行する」ことが業務の一

つとなっているが、費用対効果の視点から、この活動の必要性を検討することも一案である。また、

広報活動のニーズの確認や広報活動による効果の把握といった業務を HLC の活動として追加するこ

とも必要であると考えられる。保健省がこれらの見直しに同意しない場合、HLC の業務改善を図る

ことは困難である。 
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以下は、提案プロジェクトと成果に対し、各々前提条件と留意点を検討したものである。 

提案プロジェクト名 成果（コンポーネント） 前提条件 留意点 

(1) 技術協力プロジェクト

例「PHC サービスの質強化

プロジェクト」 

PHC 施設機材 

・（湧水、井戸等）水源が確保

されていること（井戸を掘る

などの大規模工事必要ないこ

と）。 

・モニタリングを考慮し、

Dushanbe もしくは郡中心部

から近いこと。 

栄養 （特になし） 

・他の開発パートナーの教育

教材を参考にする。 

・母子手帳が導入されていな

い対象地では栄養教育のため

に母子手帳を導入する。 

NCDs 早期発見 
・対象 PHC 施設に FMD が存

在すること。 

・Hearts パッケージ導入を検

討する。その場合、Shahrinav

郡と近隣隣郡/市を対象とし、

Shahrinav から近隣にモデル

を拡大する。 

データマネジメント 

・DHC 長がデータマネジメン

トに積極的で既に取り組みを

開始している（しようとして

いる）。 

・PHC 施設に FMD が存在す

ること。 

（特になし） 

(2) 技術協力プロジェクト

例「健康問題へのコミュニ

ティ参加プロジェクト」 

ガイドライン「健康問題における

コミュニティとの連携」研修 

・研修未実施郡/市が対象（研

修実施郡市の情報のこまめな

確認が必要） 

・PHC 施設に FMD と FMN が

存在すること。 

・共和国 HLC が全郡をカバー

したいという強い意欲を持つ

研修パッケージなので、HLC

の全面協力は得られる。 

PHC 施設のエビデンスに基づく

計画策定と計画策定へのコミュ

ニティの参加 

・コミュニティに住民から信

頼されている人がいること。 
（特になし） 

地域住民の健康的なライフスタ

イル向上 
（特になし） 

・教育教材は既存のものを活

用する。 

(3) 技術協力プロジェクト

例「郡レベル PHC 推進能

力強化プロジェクト」 

PHC 活動の関係者の役割の明確

化 

・保健社会保護省が HLC と

FMN の役割の改定に合意す

ること、少なくとも対象郡に

てパイロット活動として役割

改定を行い、将来的に実施の

成果を役割規定に反映するこ

とに合意すること。 

・他開発パートナーとの連携

重要。 

PHC にかかる情報システムの改

善 
（特になし） 

・他開発パートナーとの連携

重要。 

PHC のマネジメント能力強化 

・DHC 長が PHC 活動に理解

があること 

・PHC 施設長が FMD である

こと 

（特になし） 

管轄内 PHC 施設やスタッフの役

割・能力の周知 

・DHC 長が PHC 活動に理解

があること 
（特になし） 

郡内でのマルチセクター連携推

進 

・DHC 長が積極的にリーダー

シップを発揮すること。 
（特になし） 

コミュニティレベルでの PHC 施

設と学校の連携強化 
 （特になし） 
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さらに、ハトロン州と DRS の他の郡についても対象となりうるか、他開発パートナーの対象かどう

かも同時に検討した表を以下に記す。オレンジは本調査対象、青は JICA ハトロン州母子保健システ

ム改善プロジェクト（フェーズ 1&2）対象。 

 

ハトロン州 

No. 郡/市名 郡/市都 
面積 
km2 

人口Population 
(2020 推定) 他パートナー状況、郡の特徴など 

1 Khuroson Obikiik 900 116,500 USAID 

2 Yovon Yovon 900 234,600 USAID 

3 Baljuvon Baljuvon 1,300 30,400 山間部でアクセス困難、GIZ 

4 Khovaling Khovaling 1,700 57,900 山間部でアクセス困難、GIZ） 

5 Jomi 
Abdurahmoni 

Jomi 
600 175,800 

DHC長がPHCに理解なし、USAID 

5 Danghara Danghara 2,000 161,000 
政治的な郡のため関与しないほうが

得策か 

6 Temurmalik Sovet 1,000 69,800 山間部すぎる、GIZ 

7 Muminobod Muminobod 900 94,700 なし（山間部すぎる、GIZ） 

8 Kushoniyon 
Ismoili 

Somoni 
600 245,900 

USAIDがカバーしていることと、

FMD配置が進んでいない 

9 Vakhsh Vakhsh 1,000 199,300 USAID 

10 Vose Vose 800 216,500 GIZ 

11 
Shamsiddin 

Shohin 
Shuroobod 2,300 55,500 

GIZ、ADB 

12 
Nosiri 

Khusrav 
Bahori 800 39,300 

USAID 

13 Shahrituz Shahrituz 1,500 130,000 アフガニスタンに近い、USAID 

14 Qubodiyon Qubodiyon 1,800 188,100 USAID 

15 Dusti Jilikul 1,200 117,100 USAID 

16 Jayhun Dusti 1,000 139,000 USAID 

17 
Jaloliddin 

Balkhi 
Balkh 900 201,300 

情報なし 

18 Farkhor Farkhor 1,200 170,800 情報なし 

19 Panj Panj 900 119,700 GIZ 

20 Hamadoni Moskovskiy 500 148,800 情報なし 

21 Bokhtar city - <100 111,800 GIZ 

22 Norak city - 400 61,500 
GIZ、母子保健プロジェクトで協力的

であった郡病院長が現在DHC長 

23 Levakant city - 100 48,300 USAID 

24 Kulob city - 300 214,700 情報なし 
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DRS 

No. 郡/市名 郡/市都 
面積 
km2 

人口Population 

(2020 推定) 
他パートナー状況、郡の特徴など 

1 Shahrinav Shahrinav 1,000 123,000 GIZ 

2 Varzob Varzob 1,700 82,200 情報なし 

3 Rasht Gharm 4,600 127,400 AKDN, ADB 

4 Lakhsh Vahdat 4,600 66,400 AKDN 

5 Rudaki Somoniyon 1,800 518,200 情報なし 

6 Fayzobod Fayzobod 900 103,600 ADB 

7 Nurobod Darband 900 82,100 AKDN 

8 Tojikobod Tojikobod 700 46,000 AKDN 

9 Sangvor Tavildara 6,000 23,300 AKDN 

10 Tursunzoda ― 1,200 298,800 GIZ 

11 Hisor ― 1,000 308,100 GIZ 

12 Vahdat ― 3,700 342,700 GIZ 

13 Roghun ― 500 44,100 AKDN 
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I. INTRODUCTION

1. The Strategy on Healthcare of Population of the Republic of Tajikistan up to 2030 (hereinafter

referred to as the Strategy) determines strategic areas of health system reforms.  Strategy defines

ways of further development of health system to protect the health of population.

2. This Strategy is guided by the national priorities of the country as reflected in the Constitution,

National Development Strategy of the Republic of Tajikistan (NDSRT) – 2030, Addresses of the

President, Medium-Term Development Program of the Republic of Tajikistan and facilitates

inventory of international commitments of the Republic of Tajikistan with regard to Sustainable

Development Goals (hereinafter referred to as SDG).

3. Implementation of the Strategy will be evaluated through Joint Annual Review (JAR) process,

which takes account of achievements and existing challenges as identified through assessments

conducted in 2018 and 2019, as well as in technical report developed in 2018.

II. REVIEW OF CURRENT STATUS OF HEALTH CARE OF

POPULATION IN THE REPUBLIC OF TAJIKISTAN 

§1. Health Status of Population

4. Along with improved social and economic conditions, health of Tajik citizens has been

improving in post-civil war period. Since 2000, life expectancy has increased by 6.8 years (2019)

and is 73.0 for male and 76.9 for females.

5. Various factors affecting the health of population in Tajikistan include non-communicable, as

well as communicable diseases, such as cardiovascular diseases and lower respiratory diseases.

Based on Global Burden of Diseases study data, during period of 2007 – 2017 in Tajikistan, top

ten causes of death in the country remain unchanged, including ischemic heart disease, lower

respiratory infections, stroke, neonatal disorders, acute intestinal infections, liver cirrhosis,

hypertensive heart disease, diabetes, congenital malformations, Alzheimer disease. At the same

time, a 112% growth in deaths caused by metabolic disorders (diabetes)) was observed during

the same period.

6. The country demonstrates substantial progress in improving mother and child health indicators.

Maternal mortality rates decreased from 97.7 per 100,000 live births in 1990, to 24.1 per 100,000

live births in 2018. Global maternal mortality ratio during period from 2005 to 2017 decreased

for 2.8%, while maternal mortality coefficient in Tajikistan decreased for 4.2%.

7. Further, situation improved with regard to child health indicators. In 2017, the mortality rates

among children under 5 years old was 33, and mortality of children below 1 year old – 24,

respectively (DHS 2017). In 2018, per capita healthcare expenditures were USD 62.80, where

26.4% is covered from public sources, and 66.6% are private expenditures on healthcare, mostly

including out-of-pocket expenditures of the  patients, and 7% are covered by development

partners and international donors. In general, the country spends 7.5% of its GDP on overall

healthcare costs (2018), which is below average for the region1.

1 https://databank.worldbank.org/  
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§2. Healthcare System Review

8. The healthcare system of Tajikistan includes policy-making bodies in healthcare sector, which

are also responsible for development of legal and regulatory mechanisms in the sector, as well

as for planning of resources, including human resources. These are primarily Ministry of

Healthcare and Social Protection of Population, as well as other line ministries, such as

ministries of finance, economy, education, justice, employment, etc. Local government bodies

are responsible for provision of services and financing of these services.

9. Cumulatively, these structures perform main functions on improving the health of population

of Tajikistan: governance, provision of financial and human resources, data collection and

analysis, provision of services and pharmaceutical products, ensuring prevention and

epidemiological security of the country.

10. Governance Function. The Government of the Country, executive government bodies at central

and local level committed to the following functions to ensure governance and adoption of

feasible decision with regard to the health of nation:

− Developing the fundamental values, guiding principles and state policy in the area of public 

healthcare; 

− Modernizing the legislation and regulatory framework and supervising their 

implementation; 

− Forming intersectoral and interagency partnerships to improve living standard in the 

country; 

− Reinforcing focus on international best practices; 

− Coordinating international assistance and technical cooperation. 

11. The strategy will focus on enriching this process by focusing on key aspects of healthcare

governance and implementation of short and long-terms actions.

12. Finance Function. Reasonable health financing policies form the basis of healthcare system. It

determines public vision on resource mobilization, resource consolidation, purchasing and

compensation of expenditure.

13. Administrative inefficiency and substantial regional and district disparities in allocation of

healthcare funds are first of all caused by fragmentation of public funding sources. This Strategy

will address these challenges through development of instructions on consolidation of public

finances from various sources under unified administration at oblast level in first stage within

required pilot mechanisms, and on second phase – through their inclusion under single

structure of public health insurance – upon completion of institutionalization in the frame of

process establishing the health insurance fund.

14. Proposed Strategy considers the reforming of existing healthcare financing system as an

important step on the way to improving efficiency of the system for provision of healthcare

services and addressing issues of equality, accessibility and affordability of Primary Health Care

services and other basic healthcare services for population.

15. Financing arrangements that improve efficiency or change benefits package implemented in

isolation from additional interventions on demand side will be unlikely to achieve desired

outcomes. Rationalization of hospital sector will improve impact of public expenditure on

hospital care.
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16. Provision and Development of Human Resources. Delivery of healthcare services will depend

on availability of informed, competent, and motivated healthcare workforce (HWF). Human

resource planning and training, in particular that of healthcare workers, is a lengthy process

and its outcomes will have impact on accessibility and quality of healthcare for population.

17. Healthcare workforces include “all individuals engaged in operations with primary goal of

health promotion” (WHO, 2006). This includes staff directly participating in delivery of medical

and preventive services with or without medical education, as well as managers, administrative

and supporting personnel. Staff participating in training and teaching of healthcare workers

and workers of healthcare science, are also integral part of healthcare workforce.

18. The cornerstone for implementation of this Strategy is establishing the HWF Strategic Planning

System. Availability of human resources delivering appropriate services is necessary to achieve

goals and objectives of healthcare system, in particular with regard to accessibility, equity,

quality and performance of the system. This system shall provide for efficient public

management of labor market in healthcare, allow implementing unified policy on improvement

of health of population and ensure sustainable development of healthcare system. Such

approach stipulates systemic approach to planning of (1) training for healthcare system; (2)

establishing appropriate and enabling conditions for employment; (3) conditions for continuous

improvement in quality and delivery of post-graduate education; and (4) building capacity and

scientific activities in medical field. Establishing the integrated model for training, generation

of clinical skills and development of medical science are among major outcomes of

implementation of this Strategy.

19. Healthcare Management Information System (HMIS) will serve as a basis for MoHSPP in

making decisions on critical areas of governance, setting standard for reporting and exchange

of information in real-time, ensuring high levels of safety and confidentiality of patient

information. In addition, the HMIS will be able to improve administering, execution and

monitoring of expenditure and establishing fruitful partnership with stakeholders. The HMIS

will provide informational support of decision-making process at every level of the system to

assist in rational procurement of services to ensure health of population.

20. The agenda of sustainable development up to 2030 acknowledges the need for development of

information and communication technologies. Extending access, utilization and quality of ICT

may become the key factor for implementation of all Sustainable Development Goals (SDGs).

21. Service Delivery. Improving the health and well-being of population requires access to basic

healthcare services. Substantial progress had been achieved during the last decade in the frame

of implementation of NHS 2020 in improving access to quality healthcare services, as well as in

improving the health indicators of population.

22. Nonetheless, still there is substantial potential in the country to improve human capital, health,

and well-being of people. Life expectancy at birth of citizens in Tajikistan is one of the lowest in

WHO European Region, and comparing to some other countries in the region, this difference is

at least 10 years.

23. In order to ensure Universal Health Coverage, healthcare services shall be accessible, financially

affordable, acceptable, and satisfactory. Delivery of services in compliance with these values

will require evidence-based / informed practices, and people / patients shall be in the center of

any service delivery model.
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24. This Chapter reviews the basic structural elements of services, and each of such structural 

elements will be aimed at improving specific aspects of healthcare or elimination of inequalities 

with regard to the healthcare of vulnerable groups. Combination of all of the above will promote 

health and well-being of population in Tajikistan: 

25. Ensuring Universal Health Coverage: 

− Strengthening the Primary Health Care based on principles of Family Medicine;  

− Maternal and Child Healthcare, as well as services related with Protection of Sexual and 

Reproductive Health and Rights of Adolescents; 

− Infectious diseases: prevention, management, and treatment; 

− Non-communicable diseases: prevention and treatment. 

26. Ensuring access to basic public healthcare services: 

− Improving accountability of population for their health, health surrounding people through 

promotion of healthy lifestyle 

− Improved access to WASH in healthcare facilities both within healthcare sector, as well as 

beyond 

− Introduction of effective mechanisms to provide safe and acceptable water supply  

− Fully functioning healthcare system and laboratory system. 

§3. Opportunities and Major Challenges  

27. Implementation of the National Health Strategy of the Republic of Tajikistan for the period of 

2010 – 2020 (NHS-2020) led to substantial improvement with regard to the population health 

indicators. Many goals and objectives of the previous Strategy were achieved. However, some 

of them were not implemented in full dues to various objective factors. As with previous NHS-

2020, this Strategy will face certain challenges, and appropriately planned and coordinated 

actions of the Government can and will mitigate potential challenges related with its 

implementation, which, in turn, will contribute to achieving the outcomes at maximum possible 

extent. 

28. Below are some of key opportunities that shall be utilized in the best way possible:  

− Strong political support: implementation of healthcare services will be related with 

substantial public expenditure. Considering the scarcity of public resources, extensive 

political support and prioritization in health sector will be crucial for resource mobilization 

for healthcare investments;  

− Favorable political context: The National Development Strategy that defines overall 

direction of the country’s development pay substantial attention on economic growth of the 

country, which, in turn, will make substantial contribution in health and social well-being 

of population;  

− Demographic “Window of Opportunities”: Tajikistan is the country with high proportion 

of young population, especially when compared to other states of WHO European Region. 

Investments in health at younger age can ensure higher productivity in terms of generating 

human capital and future economic growth;  

− Demographic and Epidemiologic Transition: ageing of population and growth in non-

communicable diseases cause significant pressure on healthcare system. Hence, it will be 

important to concentrate on addressing these challenges by focusing on prevention of non-

communicable diseases rather than dealing with their implications;  
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− Support by Development Partners and International Donor Organizations: International 

partners not only contribute with important financial resources, but also with know-how, 

knowledge and experience to address health sector challenges. This support will be vital to 

deliver basic healthcare services and materials, build human resource capacities and   

improve infrastructure;  

− Partnership with Private Sector: Improving the public-private partnership mechanisms and 

ensuring space for private investments will lead to increase in resource mobilization and 

improved sustainability of healthcare service delivery.  

29. Along with opportunities, it will be necessary to review relevant challenges: 

− Deficit of funding: Tajikistan is the lower income country with least expenditure for 

healthcare in the region. Low level of healthcare expenditures in absolute and relative 

figures represents a problem, since resources could be insufficient to cover basic services;  

− Decrease in donor support: gradual decrease in donor funding is occurring despite lower 

income status of the country (which often is the criterion for allocation of funds by donors). 

Requirements of donors to the Government on allocation of funds for specific activities 

could represent substantial burden for budget, as well as hindering factor having impact on 

decisions by the Government in the course of fund allocation;  

− Migration that causes challenges, such as staff turnover, as well as cross-border challenges 

in healthcare sector;  

− Insufficient infrastructure: health and social well-being include multiple health 

determinants ranging from education to accessibility of transportation and communication 

systems. Substantial improvement of human health indicators will be impossible without 

overall national development in other sectors of economy;  

− Inequity and inequality. Wide geographic variability is observed in the country with regard 

to health status and access to healthcare services. Moreover, gender inequality and domestic 

violence represent serious challenge;  

III. VISION, OVERALL GOAL AND STRATEGIC 

DIRECTIONS  

30. Access to health services is guaranteed by the Constitution of the Republic of Tajikistan, 

highlighted through the Presidential addresses, and the attainment of constitutional guarantees 

is supported by the Health Code and other national laws and regulations and relevant state 

strategies and programs. 

31. The vision for this Strategy was developed in line with the long-term NDS-2030 of the Republic 

of Tajikistan priorities and obligations in achieving SDGs, in particular reduce inequality, 

enhance social justice and well-being, build up human capital and improve the health and 

longevity of the nation by ensuring equal access to health and social care and nutrition. 

32. The overall goal of this Strategy is to provide every citizen of Tajikistan with accessible and 

quality healthcare through effective governance, sustainable financing, workforce provision 

and development of information technologies.  

33. This Strategy outlines the following strategic directions and objectives to be achieved by 2030. 

1) Strategic directions: 

o Effective governance, sustainable financing, workforce provision and development 

of information technologies; 
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o Accessible, affordable, and quality health and social services. 

2) Strategic objectives: 

o Effective management of healthcare system; 

o Strengthening of Primary Health Care delivery systems to achieve Universal Health 

Coverage; 

o Modernizing and improving the healthcare service delivery system; 

o Ensuring appropriate and sustainable financing for healthcare;  

o Providing the healthcare system with qualified and motivated human resources; 

o Develop modern management information systems (MIS), extend the digitization of 

healthcare and social protection system. 

34. Achieving the vision, goal and strategic objectives are based on the following main principles: 

1) Reduction of inequalities and inequities in health: population of Tajikistan experiences 

inequalities in access to healthcare services due to geographic variability and differentiated 

economic capacity of administrative units in the country. Mechanisms to enable achieving 

these objectives are:  

o Progress towards Universal Health Coverage through provision of access to 

necessary quality healthcare services without financial challenges to reduce 

inequalities with regard to health care service delivery and improvement of health 

indicators of population.  

o Enabling lifelong approach within health and social welfare field. 

o Protecting population from impoverishing healthcare expenditures by enhancing 

efficiency and pooling of the financial resources within the systems and mobilizing 

resources from outside of the system. 

o Increasing efficiency and effectiveness in spending of current scarce financial 

resources to gain better return on investment in healthcare sector. 

2) Strengthening evidence-based and informed decision making, and 

3) People-centered healthcare system is the main concept to ensure equity in access to quality 

services through utilization of multisectoral approach to address key social determinants 

of health inequities. 

4) Ensuring social integration and equal access for all people to healthcare services free of any 

form of discrimination and social isolation based on the gender, age, location, profession, 

level of income and poverty, race, ethnicity, religion, nationality, social category of citizen. 

IV. STRATEGIC DIRECTION I: EFFICIENT GOVERNANCE, 

SUSTAINABLE FINANCING, HEALTHCARE 

WORKFORCE AND DEVELOPMENT OF INFORMATION 

SYSTEMS  

1. Methods of Achieving Goals  

35. This Strategy will be implemented through series of activities that will be structured by two 

main directions: 

− Efficient management, sustainable financing, staffing and development of information 

technologies; 

− Accessible, affordable, and quality healthcare services. 
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§1.  Chapter 1: Governance 

36.  The National Health Strategy of the Republic of Tajikistan for 2010 - 20202 was an important 

milestone in the development of the country's healthcare system. This first comprehensive 

strategy ensured strategic coherence and promoted integration of health across all sectors and 

policy areas.  

37. During this implementation process, overall health system stewardship function and overall 

management of the system was improved, leading to: 

− Significant improvement in general state of public health and modernization of the national 

health system for sustainable development of human capital in the country; 

− Creation of an effective system of interaction and management of the reform process; 

− Significant improvement in intersectoral cooperation between ministries and state bodies, 

both at the republican and regional and district levels.  

38. Restructuring of the Ministry of Health of the Republic of Tajikistan into the Ministry of Health 

and Social Protection of Population of the Population of the Republic of Tajikistan into a single 

structure is a special “window of opportunity”. For effective implementation of this merger, 

more than 400 new sectoral regulatory legal acts of republican, regional and district significance 

were developed, revised, and approved. 

39. During this period, new structures were established (Republican Accreditation Center under 

the State Oversight Service for Medical Activities and Social Protection of the Population, 

National HIV/AIDS Prevention and Control Fund, Republican Center for Medical Genetics, 

specialized centers for diagnosis and treatment of people with disabilities, and rehabilitation of 

people with disabilities at the National Medical Center of the Republic of Tajikistan - 

"Shifobakhsh" and others.).  

40. An active business planning process was introduced at PHC level to support management of 

Healthcare Facilities and provides a mechanism to provide institutions with greater autonomy 

and community participation in budget planning and priority setting processes. Until the end 

of 2018, business planning at the PHC level was implemented in 24 regions of the republic with 

the intention of expanding business planning to the remaining regions of the republic.  

41. “Strategic Plan for the Rationalization of Healthcare Facilities of the Republic of Tajikistan for 

2011-2020,” was successfully implemented in the country. Successful pilot projects aimed at 

creating perinatal centers in district and regional hospitals of Khatlon region will rolled out 

throughout the country.  

42. An important step in strengthening the regulatory framework was the adoption of the Health 

Code of the Republic of Tajikistan (2017), Laws of the Republic of Tajikistan “On Protection of 

the Right of Child” (2015), , “On Limiting the Use of Tobacco Products” (2018), and “On 

Fortification of Food” (2019).   

43. The Republic of Tajikistan has actively interacted with international partners and donor 

community. Various cooperation agreements and treaties were signed in the framework of the 

meetings of the Council of Heads of State of Shanghai Cooperation Organization, as well as 

during intergovernmental bilateral and multilateral high-level meetings (with presidents of the 

Russian Federation, China, Germany, Belarus, Kazakhstan, Kyrgyzstan, Azerbaijan, Armenia, 

2 Decree of the Government of the Republic of Tajikistan from August 2, 2010, No. 368. 
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Turkmenistan, Uzbekistan, Iran, Czech Republic, Latvia, Lithuania, etc.), including directions 

for the development of healthcare sector in the country.  

44. Quality Improvement and Control: Quality of higher and secondary medical education remains 

one of the main factors requiring attention. Substantial progress was achieved in the area by 

introduction of decentralized clinical year at undergraduate level of medical education and a 

longer (2 years) postgraduate specialized training for family doctors.  

45. As of now, Tajikistan had introduced a functioning system of accreditation for hospitals, as well 

as outpatient services. During the period of 2014-2015, 5 maternity hospitals have obtained 

official accreditation. The important phase in development of the accreditation system was its 

international endorsement by supreme body on  quality assessment - ISQua (International 

Society on Quality in Healthcare). The ISQua certified the Accreditation Body of the Republic 

of Tajikistan and endorsed obstetric care standards. Upon endorsement of accreditation process 

of PHC in 2018, 47facilities received accreditation, where 14 out of them are private facilities. 

Clinical standards, protocol and guidelines are continuously developed in Tajikistan under the 

Health Code. There more than 700 various standards and 50 guidelines developed during the 

last decade. 

46. Along with the achievements, there remain unresolved issues related to the improvement of the 

healthcare system and the new challenges of the developing environment: 

− The district-level health management model is imperfect and ineffective. In 2012, the district 

and city departments / health sectors were abolished. As an interim solution to this issue, it 

was decided to empower the heads of the hospital service to take responsibility on the entire 

health sector at the district and city levels. However, such a management model is extremely 

inefficient. 

− The integration of health and social protection services is not yet complete. Given the 

expanded functions, the Ministry of Healthcare and Social Protection of Population faces a 

very difficult task of immediate urgent integration of the activities of health and social 

protection services, which again will require additional funding. 

− Health management functions are not always backed by appropriate information support. 

Limited use of evidence and low recognition of contextual impacts lead to inefficient use of 

resources and poor decision making. In particular, this relates to issues of rational use of 

resources of regional and district health systems; this complicates the process of monitoring 

and evaluating the implementation of the strategy. Indicators do not always correspond to 

the real situation. 

− Inefficient health information systems: currently, the health management information 

system contains aggregated information at the level of oblasts, districts, and healthcare 

institutions on the state of public health and the activities of healthcare institutions, as well 

as information on national health accounts, revenues, and expenses of healthcare 

institutions. This information is very important for the operational management of the 

healthcare system and the assessment of the performance of healthcare facilities; however, 

it does not contain personalized patient data, which limits its use. 

− Problems in intersectoral coordination remain key. Vertical tools and plans have been 

adopted as tools of NHS-2020 that require full integration and coherence. The relationship 

between the health strategy and other sectoral strategies is still not well defined and needs 

to be improved. By ensuring coherence between comprehensive development strategies, 

health policies and other sectoral policies, strategies and plans, a country can also directly 

A-1-11



contribute to the achievement of SDG 17.14, which calls for greater policy coherence for 

sustainable development, and to break the ice of industry work towards SDG 

implementation. The long terms of coordination of strategic documents with 

interdepartmental institutions and the existing disagreements during the implementation 

of individual projects slow down the reform process. 

− Low efficiency and poor coordination in managing external resources and foreign 

investment, which in turn reduces the effectiveness of the funds raised in achieving the main 

goal. 

47. Goals, Objectives, actions, and expected outcomes. The National Program on Strategic 

Developments defines the following objectives with respective tasks and actions under each 

objective to ensure their achievement. 

48. The main goal is to promote effective governance of National Healthcare System and includes 

the following objectives:  

− Improve management of the health sector and social protection at both the central and local 

(oblast, district) levels; 

− Improve management capacity at all levels of healthcare system governance through 

training; 

− Create an effective, centralized system of the State Sanitary and Epidemiological Service; 

− Assume an effective role for oversight and control of quality and safety of healthcare service 

delivery by facilities and specific legal entities and natural persons; 

− Create effective coordination mechanisms for donor support in creating comprehensive 

pool of financial resources for the implementation of this Strategy.  

49. Following actions will be implemented to achieve these goals: 

1) Improve management capacity of the health sector at both the central and local (oblast, 

district) levels: 

o Improve regulatory framework for a clear delineation of the rights and competencies 

of local governments in the field of healthcare. Improving the managerial capacity 

of local governments in the area of policy and management of the health sector. 

o Design phased implementation of the business management model in state 

Healthcare Facilities at all levels, taking into account the increased autonomy 

independence and responsibility of these institutions. 

o Develop clear guidelines for intersectoral collaboration and public participation in 

decision-making and policy making. 

2) Improving management capacity at all levels of service delivery though training: 

o Improving and ensuring sustainability of one-year innovative Public Healthcare 

Management Course at the level of postgraduate education and continuous 

professional development. 

3) Achieving effective performance of centralized system of the State Sanitary and 

Epidemiological Service: 

o Developing the regulatory framework on all activities that will govern compliance 

with sanitary and epidemiological norms and rules. 

o Developing and updating the criteria for water supply, sanitation and hygiene, and 

healthcare waste management for accreditation of healthcare facilities. 
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o Improve governance structure of bodies and institutions of the State Sanitary and 

Epidemiological Service of the Republic of Tajikistan and introduce acceptable 

management model at all levels. 

o Clearly delineate responsibilities among supervisory authorities to eliminate cases 

of duplication of each other. 

o Increasing the managerial capacity of bodies and institutions of sanitary and 

epidemiological surveillance by attracting senior employees in the specialty of 

hygiene, epidemiology, sanitation, and public health. 

4) Assume an effective role for oversight and control of quality and safety of healthcare service 

delivery by facilities and individuals: 

o Strengthening the education of doctors and mid-level staff in the country through 

implementation of concept of medical education based on quality of undergraduate, 

postgraduate education and continuous professional development. 

o Strengthening the country's capacity to develop, disseminate, evaluate, and update 

evidence-based clinical practice guidelines and protocols 

o Updating and developing the standards for accreditation of healthcare organizations 

and support applicability of these standards in all relevant facilities of the country 

o Reviewing existing and development of new accreditation standards for the most 

popular services, such as the TB prevention and treatment service, HIV, dentistry, 

immunization, laboratory services, sanatorium services, palliative care, private 

medical practice. 

o Training health workers and managers in improving the quality of health services 

and quality management skills in accordance with international standards. 

o Developing and implementing patient safety and treatment quality outcome 

monitoring systems.   

50. The impact of these actions will be the establishment of effective stewardship function and 

management of healthcare sector, based on the following expected results: 

− An integrated management and evaluation model of healthcare services is introduced; 

− The business planning model at the PHC is institutionalized across the country; 

− The curriculum of one-year innovative Public Healthcare Management Course at 

postgraduate medical education and continuous professional development is improved and 

functions in sustainable manner; 

− Transparency and accountability of the whole system is improved; 

− A model of effective partnership and coordination for the management of external 

assistance is functioning; 

− The unified health information management system is introduced; 

− An effective and centralized system of the State Sanitary and Epidemiological Service of the 

Republic of Tajikistan has been created; 

− Integration of health aspects into all sectors of public policy reform. 

§2. Chapter 2. Sustainable Financing  

51. Steady economic growth in the republic has led to a significant increase in government 

spending for healthcare. In 2019, spending grew to 1.7 billion somoni, which is 4 times more 

than in 2010 (404 million somoni). In 2018, overall public health spending was 2.3% of GDP 

compared to 1,7% in 2010.  Despite a steady increase, the share of public health expenditure 
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(PHE) as a share of GDP and per capita health spending is among the lowest in the region 

leaving significant share of out-of-pocket payments by household for health account (66.6%), 

which indicates the high risk of impoverishment due to healthcare related costs3. 

52. Within the framework of the “National Health Strategy of the Republic of Tajikistan for 2010–

2020”, the Government has begun to implement systemic changes in the field of health financing. 

For the rational use of public resources and to improve efficiency in the administration of the 

health financing system, the “Strategic Plan for Further Reforming of Healthcare Financing in 

the Republic of Tajikistan for the Period 2015-2018” and the “Strategic Plan for Reforming 

Healthcare Financing in the Republic of Tajikistan for the Period 2019- 2021” were developed 

and approved.  

53. Within the framework of these reforms, the following achievements can be distinguished: 

− Introduction of per capita financing of Primary Health Care services, allows equitable 

distribution of financial resources at the PHC level. In addition, a pilot of performance-based 

financing mechanism (PFM) carried out with the support of the World Bank, has established 

an efficient model to improve performance of healthcare facilities; 

− Extending the Basic Benefits Package (BBP). The Strategy will focus on reducing out-of-

pocket payments by forming the foreseeable and transparent system of rights and 

obligations of patients.4 Currently, the BBP Program covers more than 21% of population of 

Tajikistan.  

− Institutionalization of the National Health Accounts (NHA) system that allows improving 

tracing of healthcare resources to make decisions and adopt appropriate policy measures. 

54. Along with achievement, there are remaining issues that need to be addressed and relate with 

healthcare financing system: 

− Low level of government health spending -- despite the steady increase in government 

spending on health and social protection, a low level of public health expenditure is one of 

the main obstacles and the main risk for the implementation of this strategy.  

− Fragmentation of health resources -- the existing revenue collection model is fragmented 

and does not allow pooling funds at regional or national level. Neither are there mechanisms 

in place to pool public and private resources and thus improve financial risk protection. The 

Law on Health Insurance, which has been adopted, but not yet implemented will allow 

increased pooling of private sources of financing.  

− Use of inefficient form of “passive”/input-based financing -- An outdated and extremely 

inefficient form of “passive” financing is maintained on the basis of the historical budget, 

which is planned on the basis of inputs, such as the number of hospital beds and staff. 

− Outdated and redundant medical infrastructure -- Service delivery is still characterized by 

an underutilized infrastructure, most of which was inherited from the Soviet era. Despite 

approved of hospital rationalization plan, hospital provider network was not downsized. 

There is need for more pro-active policy in this direction.  

− Design of the BBP is not optimized, and the BBP is not universally available and does not 

respond to basic healthcare needs of the population. Substantial efforts are needed to 

optimize the BBP and ensure universal access to free basic services. Ensuring full public 

3 WHO Global Health Expenditure Database 

4 Resolution of the Government of the Republic of Tajikistan No. 237 dated July 2, 2005 
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awareness on benefits package will be crucial to improve access of population of basic 

services in the frame of BBP;   

55. Goals, Objectives, actions, and expected outcomes. The main goal is to ensure adequate and 

sustainable funding and responsible management of public resources, and includes the 

following tasks: 

− Improve mobilization of resources, ensure adequate and sustainable financing of healthcare 

system  

− Promote equity in the allocation of financial resources  

− Improve public purchasing of healthcare services 

− Rationalize medical infrastructure based on the principles of economic efficiency and needs 

and interests of the population 

− Improve financial management and increase financial autonomy of publicly run health 

facilities 

56. Achieving these goals will be carried out by the following actions: 

1) Improve mobilization of resources, ensure adequate and sustainable financing of healthcare 

system:  

o Increase government spending on healthcare services through strengthening 

Midterm public expenditure framework (MTEF) for budget planning by fully 

integrating the Strategy goals into the annual budget planning process. 

o Develop other mechanisms to increase the healthcare budget through mobilization 

of additional centralized funding sources (target revenues), such as  excise tax on 

alcohol products, sugar-containing drinks, tobacco products, fine for traffic 

violations causing injuring and harms to human health, environmental factors, etc.; 

o Create appropriate legal foundation and a favorable environment for the 

development of the health insurance system; 

o Develop and approve an economic model for introducing a health insurance system, 

taking into account the economic justification for implementing the Law; 

o Reduce administrative barriers and support public-private partnerships (PPPs) in 

healthcare; 

o Develop a roadmap to attract investments and increase the share of investments by 

private sector; 

o Create conditions for the development of voluntary health insurance (VHI). 

2) Promote equity in the allocation of financial resources:  

o Develop and implement equalization model for healthcare expenditures to reduce 

regional disparities  

o Develop appropriate legal and regulatory foundation for accumulation of funds at 

sub-national and national levels.  

o Ensure improvement and unification of BBP the whole population, with the 

emphasis on social guarantees for vulnerable groups of the population: 

o Inform and raise public awareness regarding BBP  

3) Improving public purchasing mechanism for  healthcare services: 

o Improve the per-capita funding mechanisms at PHC facilities using the adjustment 

factors: 
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o Develop/expand PBF5 models for healthcare facilities and healthcare personnel 

o Develop/expand case-based payment methods in hospital care facilities;  

o Introduce the Single Healthcare Service Purchasing Mechanism and develop 

mechanisms to regulate contracting processes with healthcare service providers;  

o Improve contract management and managerial capacity of public facilities and 

healthcare service providers;  

4) Rationalize healthcare infrastructure based on the principles of economic efficiency, needs 

and public interests, Reviewing goals and timelines for phased implementation of the 

Medical Infrastructure Rationalization Implementation Plan. 

5) Improve management and increase autonomy of public healthcare facilities:  

o Develop and gradually introduce efficient models for management of public 

healthcare and social facilities.  

o Develop a regulatory system that allows independent decision-making at the facility 

level, including fund retention and reallocation.  

57. The outcome from implementation of these actions will be increased equity and efficiency of 

resource allocation in the healthcare and social protection systems. Specific results expected are 

the following: 

− Adequate, fair, and sustainable financing for healthcare services 

− Basic Benefits Package is accessible for the entire population 

− Improve protection of population from financial risks, especially of vulnerable groups; 

− Rational and efficient management of public financial resources for healthcare is ensured 

− Quality and effectiveness of the management of Healthcare Facilities is improved. 

§3. Chapter 4: Ensuring Sustainable Development of Human Resources –Workforce for 

Healthcare System 

58. Healthcare is one of the leading sectors for employment in Tajikistan, and as of now, number of 

employees in healthcare sector reaches 11.2 thousand people (MoHSPP RT, 2018).   

59. During the last 10 years, number of doctors and professionally trained staff (nurses and 

others)/mid-level providers has increased by 34,5% and 70,1% accordingly. As a result, in 2018 

country had 18,716 practicing doctors and 51,788 mid-level professionals. Density of healthcare 

staff per 10,000 population for the last decade had also increased by 12.2% and 41.8% 

accordingly. Hence, density of medical doctors per 10 000 is 21.2, and that of mid-level staff is 

58.6. 

60. Despite the overall positive numbers of HRH, the country is experiencing significant 

inequalities in terms of geographic distribution of HRH. The highest density is observed in 

Dushanbe, where there are 8.25 doctors per 1 000 population, but there are only 1.15 doctors per 

1 000 population in Khatlon district.  

61. Despite the overall growth in the numbers of healthcare workers, Tajikistan is facing the 

challenge related with deficit of doctors on certain specific specialties (such as family doctors, 

pediatricians, neonatologists, psychiatrists – drug addiction specialists, infectious diseases 

specialists, rehabilitation specialists, prosthetists, orthotists, etc.).  

5 PBF – Performance-Based Funding 
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62. Migration of healthcare workers outside the country is one of the reasons for observed shortage 

of qualified human resources. 

63. Medical education in the country is delivered by public and private medical schools. Compared 

to 2010, the number of medical schools have increased, as well as number of students and 

graduates. There is a growing demand for medical education in the country and all available 

spots are filled.  

64. Continuous medical education (CME), based on credit-hours is currently being piloted for 

family doctors in the city Tursunzoda. This pilot is an implementation of developed regulations 

on CME and 101 doctors, and 100 nurses are already engaged in the process. Positive results of 

this pilot should become a foundation of gradual rollout of this Strategy nationwide.  

65. New healthcare system requires well-trained healthcare managers. There are currently two 

programs in healthcare management: a 2-year program which grants qualifications of a health 

systems manager (59 graduates in 2018) and 1-year training Public Healthcare Management 

Course for the primary healthcare managers, which was developed and initiated in 2015.  

66. Health science has also seen some progress in recent decade. Despite  outdated infrastructure 

and limited funding, stand-alone research institutions, as well as research departments within 

medical schools and hospitals are engaged in ongoing national and international projects. This 

institution consists of 14 scientific centers, research departments of the Avicenna Tajik State 

Medical University, Khatlon State Medical University, and the Institute of Post-Graduate 

Education in Healthcare Sector.  

67. Over 80 research projects and 11 innovative research has been carried out during this period 

with public funding and number of publications in peer-reviewed journals – local and 

international, has increased.  

Currently, there are 10 Dissertation Councils operating in the Republic of Tajikistan.   

68. Along with achievements there are remaining issues related with development of Human 

Resources for Healthcare: 

1) Availability of medical personnel: 

o Lack system for strategic planning of human resources;  

o Deficit of healthcare staff;   

o Largescale migration;   

o Geographic imbalance in distribution of healthcare workers;   

o Unfavorable working conditions.  

2) Medical Education: 

o Only few of faculty staff have scientific degrees and ranks; 

o Lack of university clinics; 

o Lack system for continuous professional education and development (CPD).   

3) Medical Science:  

o Obsolete logistical base of scientific institutions and deficit of investment funds for 

their upgrade; 

o Deficit of grant funding for research purposes; 

o Limited interest of private sector in medical research.  

69. Goals, objectives, actions and expected results. The main goal is to ensure supply of sufficient 

quantities of healthcare human resources that meet the requirements, engage specialists to 
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science and identify new funding sources by attracting of private investments in science and 

research, and will include the following tasks: 

− Improve strategic planning of HRH by introducing systems and tools for strengthening data 

for monitoring, planning and informed decision-making, in general, with regard to HRH.  

− Improve HWF training process with focus on clinical and management personnel with the 

purpose of enhancing the quality of training and stimulating the improvement of HWF 

availability in the regions. This will include aspects of equipping the healthcare workers 

with necessary theoretical knowledge and clinical skills and introduction of the continuous 

professional development system to support knowledge and skills.    

− Improve the working conditions for HWF (clinical and non-clinical staff, faculty, and 

scientists). 

− Support development of science, modern technologies, and innovations in health sector of 

the country.   

70. The following activities will be implemented to achieve these goals: 

1) Improve strategic planning of Human Resources for Healthcare:  

o Develop, pilot, and introduce the National Registry of Human Resources in 

Healthcare, including regulatory framework and IT-platform.  

o Develop, approve, and introduce guiding principles and ratios for HWF strategic 

planning. 

o Develop the National Program for Human Resource Training for the period up to 

2030 in compliance with the process of reforms stipulated under the National 

Development Strategy up to 2030, NHS 2030 and SDGs.  

o Review the list of specialties and qualification requirements for the staff with higher 

and secondary medical and pharmaceutical education. 

o Review and simplify the rules, regulations that allow employment of foreign 

healthcare specialists in Tajikistan.  

2) Improve training/education process of HRH 

o Review the Medical Education Concept that covers all levels of education – 

undergraduate, postgraduate, and continuous professional education.   

o Introduce clinical training year (9 months) in all medical universities. 

o Roll out continuous professional education system nationwide.  

o Redesign CPE programs based on accumulation of credit hours, peer-review groups, 

and mentorships for young doctors.  

o Substitute existing system attestation of doctors and related recertification every 5 

year by new CPE program by 2030.  

o Extend duration of post-diploma/specialization training for all specialties to at least 

2 years; Programs should be referred to as residency programs, instead of 

“ordinature”.  

o Ensure support to training more family medicine doctors, including family 

practitioners with post-graduate training, through establishing new 

training/education centers. 

o Provide financial and social incentives to doctors in the 2nd year of residency 

program in family medicine.  

o Improve infrastructure within medical education/training institutions to bring the 

quality up to acceptable international standards.  
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o Develop education/training programs new specialties/skills, as well as update 

existing programs.  

o Continue support for training medical specialists abroad in specialization which are 

not available in Tajikistan.  

3) Improve employment conditions for Human Resources for Healthcare 

o Review and, when necessary, provide financial and communal (e.g., housing) 

incentives to attract and retain medical personnel in regions with low staffing levels. 

o Provide incentives to applicants and students from cities and regions with low 

healthcare staffing levels to receive medical education, such as privileges during 

admission process.  

o Develop, pilot, and implement a system of payment by performance for 

reimbursement of selected medical activities.  

o Revise reimbursement system in order to account for complexity, quantity, and 

quality of medical care. 

4) Support development of science, modern technologies, and innovations in the field of medicine 

in the country 

o Increase the number and quality of research activities 

o Improve procedures for ethical review of medical research through implementing 

Good Clinical Practice 

o Improve standards and increase access to ethical review of research activities 

involving human subjects 

o Increase the number of dissertation councils to increase the number of doctoral 

research scholars from within holders of PhD degrees to enroll in training at the 

doctorate candidate training within the country.  

o Expand the licensing and accreditation system for all education and scientific 

institutions.  

o Gradually modernize infrastructure of scientific institutions from account of public 

and private funding.  

71. As a result of these activities the healthcare system will have an equitable access to adequately 

trained and qualified human resources for health, which stipulates the following specific 

working results: 

− Human resources planning process for the health sector is improved, through informed 

decision making based on data collected and processed from the National Register for 

Human Resources for Health. The impact of these activities will be rational and adequate 

use of existing human resources for health.  

− Existing educational and training programs for students and health workers will be 

gradually revised to allow building and improving theoretical and clinical skills among 

undergraduate and postgraduate students, as well as among practicing professionals. In 

addition, healthcare staff will be equipped with managerial skills and healthcare managers 

will be trained.  

− Gradual increase of payment for medical personnel and establishment of financial incentive 

system will address geographic inequalities and improve quality and performance of 

medical services.  This will also reduce the migration of medical personnel inside and out 

of the country. This will improve the quality and accessibility of medical services in the 

country. 
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− Scientific capabilities of the country will be strengthened. More specialists will be involved 

research activities and commercialization of results in order to attract new sources of 

funding and utilize the results of these studies. 

§4. Chapter 4.  Management Information Systems and Digital Health 

72. There are remaining issues that need to be addressed with regard to development of 

Management Information Systems and Digital Healthcare: 

− Lack of appropriate legislation that ensures effective introduction of the HMIS, e-Health, 

digital healthcare and telemedicine.  

− Fragmentation of health information system. The Unified Healthcare Information 

Management System that functions on the basis of DHIS2 had been implemented under 

support of the Government of the Republic of Tajikistan and European Union. This system 

allows generating complete online information on the health of population and performance 

of healthcare facilities in compliance with National Indicators. In addition, individual 

healthcare structures had been sporadically developing their own information systems, 

which led to fragmentation of healthcare information systems, dissemination and 

weakening of accountability and competing interests of various subjects from various 

sectors.  

− Quality of certain generated data does not meet standards. One of the most relevant 

challenges in the area of healthcare information systems is the analysis and adoption of 

national standards of data in healthcare sector.  

− Excessive requirements for data and reporting. Healthcare workers, especially at the level 

of primary health care are overburdened with excessive requirements for data and reporting. 

Another problem is that small amount of generated information is not in fact used to inform 

decision-making. 

− Insufficient financing. Establishing the national network of facilities to introduce HMIS will 

require detailed assessment / forecast of all expenditure that shall be duly considered in the 

budget and financed to ensure continuity of implementation.  

− Underdeveloped ICT infrastructure and administration capacities: ICT infrastructure is 

underdeveloped, underfinanced and unevenly distributed.  

73. Goals, objectives, actions and expected results. The main goal is to improve the management 

information system, expansion of digitalization and telemedicine systems of healthcare and 

social protection, which will include the following tasks:  

− Adjust legal and regulatory frameworks for HMIS and digital health and telemedicine 

development  

− Strengthen the digital infrastructure of the Ministry of Health and Social Protection of 

Population; 

− Strengthen administrative and human capacity of MoHSPP to use digital platforms and to 

provide telemedicine and digital health services to the population  

− Develop the National Investment Plan for the development of HMIS, digital medicine 

services and telemedicine  

74. The following actions will be implemented to achieve these goals: 

1) Adjust legal and regulatory frameworks for HMIS and digital health development: 
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Improve national policies and legislation to promote HMIS development by conducting the legal 

review of related normative and regulation documents; and adopting the enabling legislation towards 

HMIS and digital health services. 

 

− Develop and approve national healthcare data standards by: Bringing national standards to 

compliance with international best practices; Clearly identifying roles and responsibilities 

of all facilities participating in the functioning of HMIS and digital healthcare at various 

levels and agreeing the minimum set of national health indicators; Develop and maintain 

effective HMIS and health digital services. 

2) Strengthen the ICT infrastructure, ensuring access of population to digital health services: 

− Deploying the national, regional, and specialized network to improve HMIS and digital 

healthcare;  

− Assessing the needs and supply of ICT equipment and trained staff for MIS of health and 

social care facilities.  

75. The following specific outcomes are expected of these activities, which will have impact of 

improvement of health system management. 

− Appropriate legal and regulatory frameworks are adopted, and financial support is 

provided to ensure effective expansion of HMIS and digital healthcare in the country; 

− Minimal set of national health indicators is developed; 

− Tools for information management and its utilization are developed; 

− Opportunities for training on utilization of HMIS and digital healthcare in educational 

institutions (medical HEIs / postgraduate educational institutions) are established; 

− Role and responsibilities of all subjects with regard to improvement of HMIS and 

introduction of digital healthcare are determined; 

− National digital healthcare system and telemedicine service are established and functioning. 

V. STRATEGIC DIRECTION II: ACCESSIBLE AND QUALITY 

HEALTHCARE AND SOCIAL PROTECTION SERVICES   

§1. Chapter 5. Healthcare Services 

76. Implementation of the given Program provides real opportunities for the improvement of 

access and quality of healthcare services in Tajikistan. The expected outputs include the 

followings:  

− Reduction of inequality of access to the high-quality services at all levels; 

− Total coverage of the SGBP for the entire population, taking into account the peculiarities of 

needs and interests of vulnerable layers of the society; 

− Reduction of newborn, child, and maternal mortality; 

− Improving access to quality drinking water, reducing inequalities between the urban 

population and residents of rural areas and remote areas; 

− Reducing the prevalence of all forms of malnutrition among population, in particular 

among children and women of reproductive age; 

− Improving delivery of quality PHC services, reducing the level of gender inequality and 

prohibition of age discrimination in the area of services; 

− Improving access and quality of services for mothers, children, and adolescents. These 

services shall be based on the principles of economic efficiency and the needs of patients; 
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− Increasing the share of services and facilities where national clinical standards have been 

introduced; 

− Reducing the burden of infectious and noncommunicable diseases; 

− Reducing premature mortality from noncommunicable diseases; 

− Improving family-based care and feeding practices, such as exclusive breastfeeding among 

children under 6 months of age; 

− Widespread introduction of innovative technologies in the activities of the healthcare 

system; 

− Ensuring the rehabilitation and social integration of people with disabilities; 

− Reducing stigma and discrimination in obtaining specialized services; 

− Integration of health aspects into all sectors of public policy reform; 

− Enhanced participation of all stakeholders, including target groups of population; 

− Implementation of the model “Partnership with Communities in Health Matters”, approved 

by the Ministry of Health and Social Protection of Population of the Republic of Tajikistan 

at the national level and its sustainability in the healthcare system of the Republic of 

Tajikistan; 

− Training of qualified specialists on ensuring the quality of medicines and manufacturing 

activities in the pharmaceutical industry; 

− Improving the material and technical base of drug quality laboratories at the central and 

regional levels; 

− Use of international standards (GLP, GCP, GMP) in the local pharmaceutical industry; 

− Establishing the new pharmaceutical production capacities and increasing the share of local 

production of medicines in the pharmaceutical market of the country; 

− Implementation of electronic drug procurement system; 

− Adoption of necessary measures by local executive government bodies to organize new 

pharmacies in rural areas and improving accessibility of medicines at local level. 
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§2. Improving Access, Quality and Responsiveness of Primary Health Care  

77. Primary healthcare (PHC) is the foundation of the healthcare system. Tajikistan has adopted 

PHC model based on family medicine approach and has invested heavily in training family 

physicians and nurses to provide needs-based and setting-appropriate care. With consideration 

that over 73% of the country’s population live in rural areas, PHC is a gateway to health 

promotion and health services for the majority of population.   

78. PHC services should not be limited only to treatment of patients but should be focused on 

disease prevention and maintenance of good health, provision of rehabilitation and palliative 

care, taking into account gender and age differences, especially for people living in conditions 

of poverty and vulnerability and people with disabilities, elderly people, and people with 

implications of NCD and trauma. 

79. The aim of implementing this Strategy is to avoid fragmentation and taking into account 

existing national resources and limitations, to facilitate the provision of a wide range of services 

and types of care within PHC, including, but not limited to, vaccination, screening, prevention, 

control and management of noncommunicable and infectious diseases; assistance and services 

aimed at strengthening, maintaining and improving the health of mothers, newborns, children 

and adolescents of their mental and reproductive health and rights. 

80. The strategy, in the spirit of the Astana Declaration, aims to strengthen PHC based on Family 

Medicine, make it affordable, fair, and effective for all. One of the key goals of NHS2030 is to 

improve access, quality, and responsiveness of PHC services based on Family Medicine for the 

population of Tajikistan. PHC services, which are essential and fundamental for improving and 

maintain health of communities and individuals, therefore: 

− PHC services based on the principles of Family Medicine are to be accessible and affordable 

for any individuals.  

− Care provided should meet evidence-based practice recommendations and in a setting that 

is safe and acceptable for patients, and finally,  

− PHC should be responsive to the needs of individuals and communities and national 

agenda for health. 

81. The country has successfully introduced and improved the model of family medicine at the 

primary healthcare level6. The share of PHC institutions practicing the principles of family 

medicine increased from 56% in 2010 to 70.1% in 2017. 

82. Universal coverage with family medicine services and the quality of these services and 

infrastructure at their point of delivery, has been a focus of the reforms during the last decade, 

especially with a focus on rural and hard-to-reach areas. Currently, there are 53 city, 54 districts 

and 844 rural health centers and 1711 health houses that provide Primary Health Care to the 

population. 

83. PHC development is an ongoing process, key challenges for PHC development in the country 

include: 

6 In 2016, the Government of the Republic of Tajikistan approved the “Strategic Plan for Development of PHC based on 

Principles of Family Medicine for the period of 2016 – 2020”  
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− Inequalities in access by poor and marginalized groups despite significant successes in the 

development of healthcare service delivery infrastructure and improvements in access, 

inequality in access for poor, rural population and marginalized groups are still evident.  

− Lack of awareness among public regarding their legal rights and lack of awareness of 

citizens about regarding their eligibility for medical and social services, which limits 

effective use of these guarantees when needed.  

− Fragmentation of service: outpatient services are highly fragmented as part of inheritance 

from soviet-style medicine. This on one hand, makes services more expensive by doubling 

expenditures, and on the other hands, limits access to patients. Physical of services under 

one roof and establishing effective referral linkages to care, is needed in order to allow 

patients accessing needed services through “one-stop-shop” principle.  

− Along with fragmentation, lack of competencies at PHC level leads to multiple referrals to 

other specialized outpatient and in-patient services 

84. Objectives, actions, and expected outcomes. The main goal is to facilitate development of 

Primary Health Care that includes performing the following tasks: 

− Improve access, quality, and responsiveness of PHC services based on family medicine. 

− Increase quality and competences of PHC services 

− Develop Information system to improve process and management at PHC level 

− Provide access to essential medicines at PHC level 

− Enhance integration and development of essential service under the umbrella of PHC 

− Engage communities and build partnerships between communities and PHC providers 

85. The following activities will be implemented to achieve these goals: 

1) Improve access, quality, and responsiveness of PHC services  

o Develop a National PHC Development Master plan based on the principles of 

Family Medicine aiming at ensuring of universal accessibility, economic efficiency, 

and the provision of patient-centered and integrated services; 

o Develop and approve an investment plan for the construction, rehabilitation and 

equipping of Primary Health Care facilities in accordance with National PHC 

Development Master plan; 

o Develop emergency care/ambulance service integration model under the umbrella 

of PHC at rayon level and include infrastructural upgrades of ambulance services.  

2) Increase quality and competencies of PHC services  

o Approve a mechanism for the development and adoption of national clinical practice 

guidelines for PHC services; determine the priority of their development and 

application;  

o Develop and implement the clinical practice guidelines for early diagnosis and 

treatment of somatic, reproductive, infectious, neuropsychiatric, psychological 

diseases, including those among adolescents; 

o Develop and approve a system for monitoring and evaluating the application of 

national clinical practice guidelines for PHC services; 

o Include an assessment of the application of clinical practice guidelines in the PHC 

medical institution accreditation system. 

o Review competencies of family physicians/PHC provides to enlarge their capacity 

for delivering comprehensive care and gatekeeping access to specialized services (to 
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be implemented in conjunction with infrastructural and managerial integration of 

services) 

3) To develop Information system to improve process and management at PHC level 

o Downsize the number and volume of reporting for PHC facilities, but streamlining 

and optimizing reporting process  

o Gradually develop and implement digital information technologies for PHC; a 

successful experience of Dushanbe city implementation of “Automation of clinics 

and hospitals of the Republic of Tajikistan” can serve as a learning platform for 

developing this integrated and unified system;  

o Develop optimized system of performance-based indicators and health status 

measurements to be collected at PHC level and utilized for payment and health 

status monitoring systems.  

o Develop set of indicators on health of adolescents, description of mechanisms for 

data collection and documentation of adolescents’ development and its introduction 

in the information system. 

4) Enhance integration and development of essential service PHC facilities, including palliative 

care, emergency medical care and vertical service delivery structures  

o Develop standards for provision of care to palliative patients, both by medical and 

social workers, as well as by families and the community; 

o Develop provision of palliative care for patients at home, where they live, by an 

interdisciplinary group of professionals, which is the preferred model, with a reserve 

of a limited number of hospital beds located in existing hospitals; 

o Promote the arrangement of new hospices in the country. 

o Integrate appropriate functions of vertical service delivery structures (HIV/AIDS 

and TB Centers, Healthy Life Style Centers, Immunization Centers, and others) 

under the umbrella of PHC services, as part of the optimization and restructuring of 

the PHC network and ensuring “one-stop-shop” access to patients.  

o Develop and gradually integrate emergency care/ambulance service and 

transportation under the umbrella of PHC at rayon level 

5) Engaging communities to health issues and building partnerships between communities, 

Healthy Lifestyle Centers and PHC facilities  

o Implementation of the model “Partnership with Communities on Health Issues” 

approved by the Ministry of Health and Social Protection of Population of the 

Republic of Tajikistan, and joint activities of communities, healthy lifestyle centers 

and PHC facilities on health promotion/strengthening; 

o Community participation in the planning process (business planning) and 

implementation of PHC institutions; 

§3. Improving health of mothers, newborns, children, and adolescents, and their access to 

sexual and reproductive health services and rights  

86. Maternal and child healthcare services are especially sensitive to failures of healthcare system. 

System-wide characteristics, such as degree of universality, inequalities and inequities, access 

to proper nutrition and social support, inefficiencies in financial arrangements all directly 

influence outcomes for mothers and children.  
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87. With growing and young population, Tajikistan puts a special emphasis on ensuring health of 

mother and children. During the last decade core health indicators have been improving, but 

there is still a significant area for improvement.  

88. Specific measures are adopted in Tajikistan in this area to ensure sustainable development of 

the reproductive health, maternal, children, adolescents, and youth healthcare services. 

Activities of the sector are implemented in compliance with international standards, strategies 

and programs and based on clinical guidelines / protocols, including on improvement of quality 

of services in the area of maternal and child, sexual and reproductive health.   

89. Complex approach leads to reduction of maternal and newborn mortality, women having 

access to reproductive healthcare services, including family planning, which contributed to 

reduction of unwanted abortions from 87.8 (2010) to 55.3 (2018) per 1,000 live births and 

reduction of interval between deliveries of at least 2 years from 37.2 (2010) to 30% (2018). Further, 

there is a decrease in the number of home deliveries (less than 4.9% in 2018 as compared to 

11.9% in 2010), and 77% of deliveries occur with attendance of qualified staff. According to 

results of studies conducted in 2010, 64.9% pregnant women passed prenatal examination in 

compliance with national standards. In 2017, this figure reached 93.3%, which represents 

improvement for 28.4% for 7 years. 

90. Early childhood interventions are ultimate approach to improve health of children and need for 

prevention of disability is especially acute for Tajikistan. Children with developmental delays 

and disabilities are the most vulnerable category.  

Lack of adequate nutrition of pregnant women and newborns remains one of the main reasons for 

complications and disabilities.  

91. According to the data of Medical Statistics and Information Department under the Ministry of 

Healthcare and Social Protection of Population of the Republic of Tajikistan, from 2,000 to 3,000  

children are born every year with congenital malformations. Structure of these malformations, 

high numbers and mortality related with such conditions indicate at acute need for perinatal 

diagnostics of genetic disorders of fetus. 

92. Demographic Health Surveys (DHS) conducted in 2012 and 2017 indicated that share of 

children with growth retardation reduced from 26% in 2012 to 18% in 2017, distribution of 

malnutrition reduced from 10% in 2012 to 6% in 2017 and share of children with insufficient 

body weight reduced from 12% in 2012 to 8% in 2017. Nonetheless, current rates of reduction 

are not sufficient to achieve global goals set by the World Health Assembly reduce number of 

children in the world at age of below five years old with developmental retardance for 40% by 

2025.  

93. Share of women at age of 15-49 years old with body weight deficit reduced since 2012 from 11% 

to 7%, where two of every five (41%) women in Tajikistan suffer from anemia. 

94. Healthy and balanced nutrition of children, especially in early age represents a challenge in the 

country. Despite the measures adopted by the Ministry of Healthcare and Social Protection of 

Population of the country, the observed trends in improvement of child nutrition status are 

insignificant. Thus, exclusive breast feeding up to age of 6 months is provided to 36% of children 

in 2017 as compared to 34% in 2012 (DHS 2017) and share of children under prevailingly breast 

feeding (0 – 5 months) is 70%.  

95. Healthcare System of Tajikistan faces number of challenges to ensure health of mothers and 

children: 
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− Overall health status of mothers and children is poor: starting for high level of morbidity 

during antenatal care, labor complications and post-natal and neonatal periods, to high level 

of maternal, neonatal, infant and child mortality all impose significant health burden on the 

country’s population  

− Limited access and underutilization of family planning and antenatal care services 

− Limited access to evidence-based and highly efficient interventions to improve the maternal 

and child health, such as folic acid and iron supplements, as well as insufficient level of 

exclusively breast-feeding practices of children under 6 months.  

− Despite the observed decreasing tendency of home delivery indicators across the country, 

this indicator remains high in certain geographically remote regions.  

− Wide incidence of anemia among women of reproductive age, frequent births and 

inadequate nutrition status of pregnant women and children under 5 years old lead to high 

incidence of developmental retardation among children. 

− Limited capacity at PHC level to provide complex care, as well as timely referral to other 

levels of healthcare.  

− Limited access to the SRHR (sexual and reproductive health and rights) services, as well as 

mental health of adolescents influence the birth rates among adolescent girls and suicides 

among adolescents.  

96. Objectives, actions, and expected outcomes. The main goal is to improve the health care of 

mothers and children, which will consist of the following tasks: 

− Expand access to comprehensive set of Sexual, and Reproductive Health, Mother, Newborn, 

Child and Adolescent Health services 

− Improve infrastructure and service delivery network for MCH services 

− Ensure mechanisms for continuous improvement of service delivery quality in PHC, 

maternity and pediatric care facilities. 

− Decrease prevalence of all forms of nutrition disorders (stunting, malnutrition and obesity), 

as well as reduce deficit of nutritional supplements among population, especially among 

children and women of reproductive age by improving access to nutrition services with 

focus on children under 5 years old, adolescents and women of reproductive age;  

− Expand accessibility of early child development programs on identification and provision 

of services to children at early age with various developmental disorders and their families, 

including expansion of program on early diagnostic of genetic disorders;  

− Organize the system, geographic accessibility and quality of services on antenatal screening 

of congenital heart disorders and genetic malformation.   

97. The following activities will be implemented to achieve these goals: 

1) Expand access to complete range of sexual and reproductive health care, healthcare of mother, 

newborns, children and adolescents:  

o Improve regionalization and referral system to ensure access to necessary healthcare 

services;  

o Provide all women with services of pregnancy diagnostic, antenatal observation and 

obstetric care, as well as services of integrated management of childhood diseases 

for all children under 5 years old;  

o Provide consultation of pregnant women, feeding mothers and puerperant on 

matters of care, feeding and nutrition of children under 2 years old, including those 

on exclusive breast feeding;  
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o Improve quality of emergency obstetric and neonatal care;  

o Create necessary conditions to ensure safe delivery at PHC level in remote 

mountainous areas (providing air medical service);  

o Strengthen awareness of population on SRHMNCAH using modern technologies;  

o Provide adolescent/youth-friendly services in compliance with international 

standards;  

o Inform population on basic benefits package of SRHMNCAH, including those in the 

frame of “Partnership with Communities on Health Issues”;  

2) Improve infrastructure and service delivery networks for maternal and child healthcare:  

o Establish modern perinatal centers based on principles of geographic accessibility;  

o Establish systems for transportation of pregnant women, ill mother and newborns, 

including air medical services;  

o Develop and implement uniform standards on all levels of obstetric and neonatal 

care;  

o Provide women with reproductive choice and wanted pregnancy;  

o Organize urgent consultations and air medical services;  

o Improve quality of life for women through access to preventive and rehabilitation 

services, as well as introduction of innovative technologies;  

3) Ensure mechanisms for continuous quality improvement of services PHC facilities, and facilities 

of obstetric and child care:  

o Develop and update guidelines and tools, and train teams to conduct assessments / 

self-assessments of the quality of healthcare services to women and children at PHC, 

obstetric and pediatric care facilities;  

o Establish quality teams at PHC facilities, as well as at maternal and pediatric care 

departments of district hospitals and familiarize them with service quality 

improvement principles;  

o Develop, update and disseminate clinical guidelines and support their introduction 

process;  

o Support quality improvement teams in developing and implementation of quality 

improvement plans, including provision of necessary equipment, improvement of 

basic infrastructure, such as functioning water supply and sewage systems, as well 

as infection prevention and control;  

o Expand and improve mechanisms for introduction of audits on maternal and 

perinatal mortality and critical case analysis;  

o Develop and introduce effective system for external supportive supervision; 

4) Decreasing incidence of all forms of nutrition disorders (malformation, attenuation, and 

obesity), as well as reducing the micronutrient deficiency among population, especially among 

children and women of reproductive age through improvement of access to the nutrition 

services with focus on children under 5 years old, adolescents and women of reproductive age. 

o Communication activities to change social and behavioral norms among population 

on the issues of nutrition with the purpose of preventing malnutrition among 

children under 5, adolescents and women of reproductive age. 

o Strengthening capacity at national and subnational levels to provide necessary 

assistance to improve nutrition of mother and child.  
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o Integrating full package of activities related with nutrition into basic healthcare 

services at national and subnational level (at level of oblasts, districts and jamoats). 

o Improving practices of feeding the children at breastfeeding and early age.  

o Institutionalizing the protocols on Complex Treatment of Acute Malnutrition at 

hospital and ambulatory care facilities at national level.   

5) Expanding accessibility of early childhood development programs to identify and provide 

services to tender-age infants with various developmental disorders and their families, 

including expanding programs of early detection of genetic disorders. 

o Facilitating development of intersectoral collaboration and coordination to 

implement comprehensive early childhood development measures  

o Improving early detection and early childhood intervention infrastructure and 

services for children with various developmental disorders  

o Introducing clinical standards on early detection and standards for quality of service 

delivery for tender-age infants, including children with various developmental 

disorders at every service delivery level. 

o Developing and introducing the sustainable education programs and approaches to 

support families and communities to improve parenting skills to provide care, 

education, and early stimulation of tender-age infants. 

o Promoting Regulations on Family and Child Support Centers  with the purpose of 

preventing hospitalization of tender-age infants to hospital care facilities. 

6) Ensuring sustainability and high levels of coverage through major activities to improve health 

of mother and child 

o Increasing the share of public financing to procure vaccines, contraceptives, clinical 

nutrition, and micronutrients (iron sulphate, folic acid), syringes and safe disposal 

boxes with subsequent transition to self-financing. 

o Revising the Resolution of the Government of Republic of Tajikistan No. 600 dated 

December 2, 2008 “On Procedures of Delivering Healthcare Services to the 

Population of the Republic of Tajikistan” to reduce financial burden of obtaining 

quality healthcare services for children under 5 years old falling under context of 

integrated management of childhood diseases and indicators of underdevelopment 

in terms of weight and height at any level of healthcare facilities. 

o Tajikistan is preparing to obtain membership of international research network 

“Healthy Attitude of Schoolchildren” HBSC, and therefore, it is necessary to include 

support in conducting at least two rounds of international research along with other 

WHO Member-States in European Region. 

98. The following specific outcomes are stipulated from implementation of these activities:  

− Quality Improvement Teams are established and function at PHC, obstetric and pediatric 

care facilities. 

− District / oblast health managers are trained and possess skills on continuous monitoring of 

performance and ensuring supportive supervision and self-assessment of health care of 

women and children. 

− Prevalence of anemias among women of reproductive age and children under 5 years old is 

reduced. 

− Prevalence of exclusive breast feeding is increased. 

− Prevalence of dwarfishness among children under 5 years old. 
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− Maternal and infant mortality is reduced. 

− Mechanisms to change behaviors and attitude on healthy school feeding are implemented. 

− Teenage pregnancy rates are reduced. 

− Mortality among adolescents from suicides is reduced. 

 

§4. Reduce Burden of Infectious Diseases 

99. The burden of infectious is high in Tajikistan. Some of the main public health threats and 

priorities identified in the country includes HIV, TB, viral hepatitis, and STDs – out of those, TB 

is the 10th leading cause of death in the country.  

100. The Strategy aims to reduce mortality and morbidity due to infectious diseases, through 

prevention and improving access to treatment for those living with the diseases.  

101. The focus this Program is on HIV, TB, viral hepatitis and STIs, although, improvements 

regarding prevention and management of infection diseases are incorporated in all strategic 

directions – starting from improved access to water and sanitation, epidemiological surveillance 

to improvements in the quality of healthcare services.  

102. Approach to improvement in management of infectious diseases is mainly based on 

improving the effective epidemiological surveillance system, including data collection to ensure 

efficient control and informed decision-making. Further, it is necessary to concentrate on 

prevention and community engagement, integration of diagnostic and care with basic health 

care and patient-centered models of service delivery.  

103. This would ensure improvement of health status with regards of these conditions and 

would also improve overall healthcare system and its response to other communicable 

conditions.  Peculiar challenge with regards of TB and HIV is a process of transition from donor 

funding, which calls Tajikistan to take prudent actions to provide domestic funding for services 

which are cost-effective, appropriate, and acceptable in order to maintain expand achievements.   

104. Tajikistan is the country with lower prevalence of HIV, and epidemic mostly 

concentrates within the group of higher behavioral risks, such as migrants, IDU, MSM and CSW. 

None the less, the main way of transmission – heterosexual contacts – contributed 

generalization of the HIV epidemic. According to the data of State Institutions “Republican 

Center of Prevention and Control of AIDS”, number of new cases of HIV-infection registered in 

2019 was 1,320. Number of lethal outcomes from total number registered HIV cases as of the 

end of 2019 was 3,244 people, where 1,681 died from AIDS, which constitutes 51.8%.  

105. Among pregnant women living with HIV, 95% referred for care or prevention to avoid 

vertical transmission. Among people living with HIV, 73% patients continuing to receive ART 

demonstrated suppressed virus load.  

106. Tajikistan joined the Strategy 90-90-90, however, the observed progress in achieving 

goals is slow: only 67.4% f assessed number of PLHIV as of the end of 2019 are aware of their 

status and only 79.4% of diagnosed cases are covered by antiretroviral therapy. 

107. Some of the key objectives to control the HIV epidemic in the country include the 

following aspects:  

− Obstacles for high behavioral risk groups and general population to receive HIV-related 

care.  

− Challenges related to the vertical mother-to-child transmission.  
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− Testing the blood donors and ensuring safety of blood products through appropriate 

laboratory tests and quality control systems.  

− Dependence of HIV/AIDS Control Programs from donor financing and generating the 

pressure on the country’s budget in connection with transition under public financing.  

− Observed challenges in HIV testing services, especially for the higher behavioral risk group. 

108. The following tasks are stipulated in the area of controlling the HIV Epidemics: 

− Eliminate mother to child transmission of HIV; 

− Ensure 100% coverage of donor blood screening with quality diagnostic methods for blood 

born infections, including HIV; 

− Develop mechanisms for sustainable financing of HIV interventions; 

− Provide 100% coverage with ART for people living with HIV.  

109. The following activities will be implemented to achieve identified goals and objectives: 

1) Eliminate mother to child transmission of HIV 

o Extending coverage of pregnant women by HIV screening; 

o Providing appropriate support, medication and consumables HIV-negative 

pregnant women, whose spouses are HIV-positive to prevent HIV infection during 

the period of pregnancy; 

2) Ensure 100% coverage of donor blood screening with quality diagnostic methods for blood born 

infections, including HIV; 

o Develop infrastructure and capacity at local levels to use applicable and reliable 

laboratory screening methods for donor blood; 

o Develop regulations to ensure that 100% of blood and blood products used in 

hospitals are safe; 

3) Develop mechanisms for sustainable financing of HIV interventions; 

o Further development of enabling regulatory framework to ease existing barriers 

with regard to access to prevention, care, and therapy.  

o Reducing stigmatization through targeted social campaigns. 

o Supporting development of programs focused on migrants and other higher 

behavioral risk groups. 

4) Provide 100% coverage with ART for people living with HIV.  

o Ensuring ART coverage of people living with HIV according to the WHO 

recommendations; 

o Provide uptake and adherence support to patients on ART 

o Expand procurement of fix-dose combinations in order to increase adherence to 

treatment regiments.  

110. The following outcomes will be expected from implementation of these activities: 

− HIV transmission rates fall in line with international commitments 

− Mother to child transmission of HIV is eliminated 

− 100% of donor blood is screened for HIV 

− Quality of like for people living with HIV is improved.  

− HIV services and supplies are sustainable – at least 30% of costs are covered from public 

budget 
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111. Tajikistan is among 20 high MDR-TB burden countries in the world. TB and especially 

drug resistant forms lead to significant morbidity and mortality issues and the treatment elicits 

significant costs, including direct treatment-related costs, as well as broader societal costs, like 

loss of employment. Therefore, reduction of TB burden and ending TB is an important strategic 

objective for Tajikistan. Per the international commitments, the country aims to: 

− Reduce the number of TB death compared with 2015 – 90% (SDG 2030) and 95% (END TB 

2035) 

− Reduce TB incidence rate with 2015 – 80% (SDG 2030) and 90% (END TB 2035) 

− TB-affected families facing catastrophic costs due to TB – zero.  

112. Outdated TB infrastructure and focus on hospital-based treatment limits the capacity of 

the system to timely detect, start on treatment and successfully treat patients. Regional 

disparities in terms of availability of qualified human resources and services, also impact access 

to TB care. Growing resistance among patients limits success rates of treatment and affordability 

of services. 

113. In order to reduce TB morbidity and mortality, manage growing drug-resistance and 

protect households from TB-related expenditures, NHS2030 sets the following Tasks: 

1) Improving systems for early detection and linkage to care, especially with focus on vulnerable 

populations by enhancing detection through: 

o Patient-initiated pathway – providing patients who actively seek TB diagnostics and 

treatment with appropriate, responsive and quality services; 

o Screening pathway – providing patients with suspected TB with services to diagnose 

and link to care (including contact tracing, clinical risk groups and high-risk 

populations); 

o Systematic screening with focus of congregated setting  

2) Ensuring availability of high-quality TB diagnostics and treatment, especially in the context of 

MDR-TB 

3) Supporting development of patient-centered model of TB care with focus on integration of 

services, especially at primary healthcare level, enhancing access to out-patient treatment 

models and engaging communities 

4) Enhancing TB prevention by introducing LTBI treatment  

5) Ensuring sustainability of TB services, especially in the context of transition from donor funding 

to domestic funding 

6) Ensuring availability of qualified human resources for detection (including laboratory), 

treatment and drug surveillance (including resistance monitoring) of TB; 

7) Ensuring adequate surveillance, data collection and reporting related to TB.   

114. The following activities will be implemented to achieve determined goals and objectives: 

− Ensuring active TB screening programs in congregated settings (Prisons and institutions, 

such as orphanages, elderly shelters, etc.) 

− Enhancing TB screening and high quality and rapid diagnostic capabilities in TB 

dispensaries, as well as in general healthcare settings through increasing access to Xpert 

MTB/RIF.  

− Gradually increasing the number of patients in out-patient treatment, including with 

introduction of VDOT in cities and regions.  
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− Optimizing TB in-patient infrastructure and human resources with a focus to enhance out-

patient treatment.  

− Developing protocols of LTBI treatment and provide training to healthcare staff, including 

family doctors in order to improve LTBI treatment uptake.  

− Developing training programs and train/re-trained appropriate number of laboratory 

specialists, doctors and nurses, including family doctors/nurses and training in PAL.  

− Integrating TB surveillance into overall public health surveillance system. 

− Raising awareness of population with the purpose of improving the screening in case of 

alarming symptoms. 

115. Realization of this Program is expected to deliver the following results in line with 

targets set in the END TB strategy: 

− Reduction of mortality from tuberculosis  

− Reduction of tuberculosis morbidity rate 

− No affected families facing catastrophic costs due to tuberculosis  

116. Viral hepatitis (B and C) has been a growing concern worldwide. New treatment option 

increasingly provides options for successful treatment and thus eliminating a death toll called 

by viral hepatitis worldwide. Tajikistan has joined a Coalition for Global Hepatitis Elimination 

and has set targets to prevent transmission and improve outcomes for patients.  

117. It is estimated that 473 death occur per year due to Hepatitis B and 22% of liver cancer 

death is attributable to HBV. Death related to HCV is estimated to be 511 a year and 41% of liver 

cancer deaths is attributable to HCV7.  

118. Similarly, STIs pose significant public health risk, and prevention, detection and 

treatment should be available for vulnerable population 

119. Expensive treatment and lack of diagnostic capabilities limit access to diagnostic and 

treatment of patients.  

120. The strategy aims timely detection and support for elimination of viral hepatitis and 

syphilis, and the following tasks are stipulated to achieve this goal: 

− Establishing the effective system of epidemiological surveillance of viral hepatitis at 

healthcare facilities and household service facilities; 

− Expanding the range of services provided – Improving the range, quality and availability of 

essential health services that are needed;  

− Covering the populations in need of services – Improving the equitable and optimal uptake 

of services in relation to need;  

− Reducing the direct costs of services – Providing financial protection for those who need the 

services. 

− Eliminating mother-to-child transmission of syphilis.  

121. The following activities will be implemented to achieve determined goals and objectives: 

− Introduce immunization against hepatitis B for high-risk groups 

− Prevention of mother-to-child transmission of hepatitis B through introduction of hepatitis 

B screening programs during antenatal care and prevention measures during childbirth.  

7 Source: Institute for Health Metrics and Evaluation. Global Burden of Disease Project, 2017.  

And https://www.globalhep.org/data-sources-and-methodology  
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− Enhanced activities aimed at blood and injection safety 

− Prevention programs among people who inject drugs 

− Expanding the medical examination and treatment of syphilis among pregnant women. 

122. The following activities will be implemented to achieve determined goals and objectives: 

− New infections are reduced by 90% by 2030 

− Mortality due to viral hepatitis is reduced by 65% by 2030 

− Mother to child transmission of syphilis is eliminated  

 

§5. Improve Prevention and Management of Non-Communicable Diseases and 

Disabilities 

123. Prevention of diseases is a priority of this strategy in order to reduce the burden of non-

communicable diseases. Actions need to be strengthened in relation to four common risk factors 

related to lifestyle and behavior: tobacco use, harmful use of alcohol, inadequate physical 

activity, and unhealthy diet. 

124. Positive experience in number of countries shows that it is possible to achieve twofold 

and more reduction of mortality, mainly through prevention of diseases. Despite the fact that 

the country achieved certain success in implementation of antismoking campaign, reducing the 

harmful impact of alcohol, as well as in strengthening the policies in the area of nutrition and 

food, there are wide opportunities to achieve substantial impact on health of population.  

125. Increased access to screening and early diagnosis programs is needed. Among other 

things, this will help prevent disabilities and deaths and improve quality of life. 

126. It is very important to have sufficient resources to ensure adequate treatment and 

prevent disability. Access to rehabilitation and improved care models can help people maintain 

their autonomy and economic activity. 

127. An integral part of long-term care is palliative care, in which people are supported in 

order to maximize the quality of life at the terminal stage. 

128. Cardiovascular diseases are the leading cause of death in Tajikistan. Based on estimated 

data, CVDs accounted for nearly half of all mortality cases in the country. 

129. Cancer is a growing issue in Tajikistan. Country faces challenge in terms of early 

detection, treatment outcomes and provision of palliative care. Currently, there are over 15 

thousand individuals with neoplasms registered in the country and incidence rate is raising 

(35.5 per 100,000 population (2018)). Most of the cancers are detected at stage II and III. There 

are over 4 thousand adult patients in need of palliative care. It is estimated that about 8,550 

children per year will benefit from palliative care. 

130. In the last decade, Tajikistan has seen a significant increase in excessive weight and 

metabolic diseases, as in the rest of the world. Incidence of diabetes mellitus per 100 thousand 

population has increased from 321.6 in 2007 to , 482.1 resulting more than 30 thousand patients 

in the country.  

131. Unfortunately, with growing burden of mental illness and more patients in need of 

treatment, little has been changed in the public provision of mental health services. Those in 

need of intensive treatments are place in large public institutions with demolished 
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infrastructure  and poor quality of services, which fall short from meeting acceptable quality 

standards and treatment approached and basic human  rights. 

132. The burden of noncommunicable diseases is increasing both due to aging of the 

population and negative effects of tobacco consumption, physical inactivity, malnutrition and 

malnutrition, and harmful use of alcohol. 

133. Introduction of measures against tobacco is the second-best direction in terms of 

efficiency of investments in health promotion, following immunization of children. Price and 

taxation measures, including excise tax on tobacco and alcohol products shall be staged in such 

a way that motivates people to maintain healthy lifestyle, as well as to improve accountability 

of business for health of population. 

134. Most of the risk factors for NCDs cannot be eliminated only by the health sector, and this 

once again emphasizes the importance of applying an intersectoral approach and the priority 

of preventive medicine. 

135. Low detectability of NCDs is one of the key issues. For example, only 0.2% of 

hospitalized patients in the cardio center of Dushanbe in 2018 had a referral. 

136. Poorly developed infrastructure for the diagnosis and treatment of NCDs, insufficient 

funding for specialized services and assisting devices creates barriers to improve the availability 

and quality of services in this direction. 

137. Research shows that only small share of people in need in Tajikistan have access to 

appropriate means for rehabilitation. It is necessary to expand delivery, however that challenges 

related with deficit of financing and resources. Quantity, quality, and range of assistive 

technologies / devices accessible through the public supply are not sufficient to fulfill the 

demand. Majority of healthcare workers have limited understanding with regard to assistive 

technologies / devices , and only few healthcare workers have necessary special knowledge. 

138. Today in Tajikistan8, more than 10 thousand patients suffering from various oncological 

diseases and more than 4 thousand patients are registered in need of palliative care aimed at 

improving the quality of life. Palliative care is currently a necessary component of the 

comprehensive treatment of cancer patients at all stages, and in some cases, it acquires 

independent significance. 

139. Currently, more than 148,000 people in Tajikistan live with different types and groups 

of disabilities. There are up to 25 thousand children with disabilities, i.e., 0.8% of all child 

population, are registered in Tajikistan. 

140. In 2016, the first ever National Strategic Plan on Rehabilitation of Disabled People for the 

period of 2017 – 2020 was developed and approved by the President of the Republic of Tajikistan. 

In March 2018, the Government of the Republic of Tajikistan signed the UN Convention on the 

Rights of Persons with Disabilities (CRPD).  

The Dushanbe Forum conducted on October 18, 2019 in Tajikistan commemorated adoption of new 

and comprehensive declaration on the issues of disabilities. The new declaration reaffirms 

commitment of the Government of the Republic of Tajikistan to ensure improved rehabilitation, 

healthcare and education services, as well as social care services. 

8 According to statistical data of MoHSPP RT 
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141. An integrated approach to rehabilitation has proven effective in treating many chronic, 

complex and severe diseases that can significantly limit various areas of a person’s functioning 

(vision, communication, ability to move and cognitive activity). Different rehabilitation 

disciplines require special skills, therefore multidisciplinary teams of specialists can 

significantly improve the quality of medical care and treatment results. 

142. Strategy aims to achieve the following goals: 

− reduce premature mortality and disability due to non-communicable diseases, and  

− improve quality of life and social integration of people living with disabilities. 

143.  The following tasks are stipulated to achieve these goals:  

− Reduce prevalence of general risk factors of major noncommunicable diseases, such as 

smoking, unhealthy diet, excessive alcohol consumption, low physical activities and 

psychosocial stress;  

− Deploy effective infrastructure for prevention of noncommunicable diseases and ensure 

universal access to screening;  

− Reduce financial burden of NCDs on households and protect low-income households from 

further impoverishment;  

− Promote healthy lifestyle throughout the lifecycle;  

− Improve access to and quality of rehabilitation services on all level of service delivery and 

expand access to technical assets for rehabilitation of people with disabilities. 

144. Following activities will be implemented to achieve identified goals and objectives:   

1) Reduce prevalence of common risk factors for major non-communicable diseases -- smoking, 

poor nutrition, excessive alcohol consumption, low physical activity, and psychosocial stress 

o Conduct public awareness interventions on factors influencing the development of 

NCDs; 

o Draft regulatory framework on reducing the risk factors for major non-

communicable diseases; 

o Create effective system of intersectoral collaboration and partnership to improve 

priority on prevention and control of noncommunicable diseases. 

2) Create effective infrastructure for the prevention of non-communicable diseases and ensure 

universal access to screening  

o Extend the coverage of individual services focused on improvement of early 

detection, registration and effective management of hypertension and diabetes, 

appropriate and timely intervention in acute cases, as well as rehabilitation aimed at 

reducing the level of premature and preventable deaths due to stroke and infarction; 

o Integrate screening programs for NCDs at PHC level; 

o Conduct regular population and institutional research to assess the needs for 

prevention and control of NCDs and for facilitation of evidence-informed decision-

making; 

o Promote development and implementation of registries of non-communicable 

diseases  

o Create effective infrastructure for the diagnosis and treatment of NCDs 

o Introduce modern diagnostic and treatment methods;  

o Adopt and implement integrated clinical protocols for the prevention and control of 

major NCDs at the PHC level recommended by the WHO. 
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3) Reduce financial burden of NCDs on households and protect poor households from further 

impoverishment 

o Explore possibilities of fair financing to cover the costs of diagnostic and treatment 

services for chronic patients, including providing access to modern treatment 

methods. 

o Simplify procedure for certification of disability for the category of people in 

transient state (missing organs, limbs, etc.), which would eliminate recurrent 

certification costs. 

4) Promote healthy lifestyle throughout a lifecycle  

o Further strengthen public health services, and integrating advocacy, health 

prevention, and medical literacy into the PHC. 

5) To improve access and quality of rehabilitation services at all levels of service delivery and 

enhanced access to assistive devices  

o Create an effective mechanism for managing rehabilitation services under the 

auspices of the Ministry of Health and Social Protection of Population. 

o Develop rehabilitation standards for the provision of health and social services and 

quality control. 

o Develop targeted support and rehabilitation programs for certain groups with 

disabilities: cerebral palsy (CP), autism, chromosomal diseases, diabetes. 

o Integrate rehabilitation services in the primary, secondary, and tertiary levels of the 

health system. 

o Ensure availability of specialized rehabilitation units for inpatients with complex 

needs in hospitals. 

o Allocate sufficient quantities of resources for financing of rehabilitation services and 

procurement of quality assistive devices; ensure distribution of service based on 

principle of “One-Stop-Shop on Assistive Devices for People with Disabilities” 

throughout the country. 

o Ensure appropriate training for assistants and technology users. 

o Collaborate with development partners to assess the current state of disability, 

rehabilitation and assistive technologies in the Republic of Tajikistan to identify 

factors contributing to the improvement of the situation in this sector, in order to 

determine the best ways to support the country in strengthening policies, systems 

and services in rehabilitation as part of Universal Health Coverage. 

o Facilitate engaging the private sector to opening of rehabilitation centers and 

rehabilitation service delivery. 

o Include rehabilitation services in to the medical insurance program 

o Develop unified system for determination and classification of disabilities in 

compliance with the International Classification of Functions and updating the 

Guidelines on Identification of Disabilities. 

o Ensure integration of data collection on disabilities into unified healthcare 

information system. 

o Creating the enabling social infrastructure for people with disabilities and 

modernizing technologies ensuring access for people with disabilities. 

o Develop inclusive services and enabling services for people with disabilities through 

elimination of obstacles to access. 
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o Strengthening and extending the services on rehabilitation, adaptation, support, and 

assistance to the people with disabilities. 

o Develop the unified users’ database based on the National Social Protection Registry 

(NSPR) as a tool for electronic registration of people with disabilities. 

o Strengthen collection of existing, reliable, and comparable international data on 

disabilities, and related services to make informed decisions. 

o Raise awareness of population on the needs of women and girls and other vulnerable 

groups of people with disabilities and eliminate their stigmatization and 

discrimination. 

o Improve coordination and strengthen links with policy measures and programs of 

other sectors to ensure access of people with disabilities to basic social services and 

their participation in economic activities. 

o Create conditions for socialization and integration of vulnerable groups (elderly 

people, graduates of boarding schools, etc.) in society through rehabilitation at 

community level. 

§6. Improving aspects related with supply of medicines and pharmaceutical activities  

145. The availability and accessibility of medicines continues to be a problem, especially 

within the framework of existing health financing system, which does not provide for 

affordability of some medicines to vulnerable groups of population.  

146. At the moment, the material and technical base of laboratories for controlling the quality 

of medicines in regional and regional centers does not meet the modern requirements of the 

organization of quality assurance, and there is no laboratory for conducting modern 

immunobiological and radiological studies. 

147. Analysis of drug prescription practices shows that the issue of polypharmacy remains 

relevant. This problem is the more distributed among physicians working in city (urban) centers, 

than among physicians working at rural healthcare facilities. Another challenge in the area of 

rational use of medicines is the lack of knowledge of doctors and pharmacists, as well as sources 

of objective information on medicines. 

148. A comparative analysis of physical affordability and drug prices between urban and 

rural pharmacies in some areas of the country shows low physical affordability and high prices 

in rural pharmacies. Currently, there are 2,450 pharmacy institutions operating in Tajikistan, of 

which 30% are located in rural areas, while as of January 1, 2019, the urban population in the 

country was 26.3% and the rural population 73.7%. Thus, basically all pharmacy institutions are 

located in urban centers, and only a small number of them are in rural areas. Another challenge 

related with development of rural pharmacies is lack of pharmacists. Nowadays, it is very 

difficult to hire pharmacists to work in rural pharmaceutical facilities, which in future will 

require development of mechanism to support functioning of rural pharmacies. 

149. One of the state priorities of medicines policy of the country is development of local 

production of medicines and medical products. During the last 6-7 years 10 large companies 

were established through local and foreign investments in the area of pharmaceutical products 

using more than TJS 200 million for construction of buildings and their provision with 

production equipment.  

150. Further, changes and amendments were introduced in the Tax and Customs Codes of 

the Republic of Tajikistan with the purpose of developing local production, whereby equipment, 
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substances, and pharmaceutical aids used for production of medicines and medical products 

will be exempted from value added tax and customs duties while being imported.   

151. Thus, existing challenges related with quality assurances, rational use and accessibility 

of medicines would require adoption of appropriate measures for future development of 

pharmaceutical sector of the country in order to improve quality of healthcare services. 

152. This Strategy aims to improve access to and affordability of safe, effective, quality, and 

affordable medicines and pharmaceutical preparations. This goal will be achieved through the 

following tasks: 

− Provide equitable physical and economic access of the population to essential medicines 

− Strengthen state control in the area of circulation of medicines to prevent counterfeit and 

unregistered medicines on the pharmaceutical market of the country. 

153. The following activities will be implemented to achieve these goals: 

1) Provide equitable physical and economic access of the population to essential medicines 

o Review the current List of Essential Medicines using the recommendations of the 

World Health Organization. 

o Improve the regulatory framework governing the pharmaceutical activities. 

o Use of the electronic procurement platform for public procurement of medicines and 

medical goods. 

o Attract local and foreign investors to create new pharmaceutical industrial 

enterprises. 

o Take measures for the rational use of medicines. 

o Develop local production of medicines and medical supplies. 

2) Strengthen the state control in the field of circulation of medicines to prevent counterfeit and 

unregistered medicines in pharmaceutical market of the country 

o Improving the material and technical base of the republican and regional 

laboratories for the quality control of medicines and medical goods. 

o Developing the draft law on regulation of pricing and prices for medicines  

o Monitoring of side effects of the drugs used and the development of methods for 

informing the public about the safety and effectiveness of drugs. 

o Conducting research on the use of medicines and the regulation of pharmaceutical 

activities. 

o Implementation of international standards (GLP, GCP, GMP). 

§7. Public Healthcare and healthy lifestyle Services 

154. Tajikistan’s national health system delivers public health services that aim to prevent 

diseases, extend life, and promote health of the population of Tajikistan.  

155. Government of the Republic of Tajikistan pays priority attention on building the capacity 

of management and functioning of the immunization program, optimization of infrastructure 

and procedures for procurement, storage, and transportation of vaccines, as well as delivery of 

PHC services with accent on quality and safety of immunization. During the last decade, routine 

immunization coverage reached ≥95%. Rotavirus vaccine and Inactivate Polio Vaccine (IPV) 

were introduced in planned immunization schedule. With increase of public expenditure on 

immunization from less than 20% in 2015 to 29.4% in 2019, further increase in the share of 
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government financing and improving efficiency of program in the context of the healthcare 

system reforms is one of the crucial priorities of the National Immunoprophylaxis Program. 

156. On November 30, 2018, the Government of the Republic of Tajikistan approved national 

goals and an action plan in the context of the Protocol on Water and Health9 at the 14th meeting 

of the Coordination Committee of the Dialogue on National Policy. Since 2000, the Republic of 

Tajikistan has made significant progress in providing access to improved drinking water 

sources. The modernization of the infrastructure for and improving surveillance of drinking 

water supply, sanitation and hygiene, energy supply, food systems, especially in rural areas and 

small towns, should be considered as an important component in ensuring quality medical care 

and access to it. 

157. In May 2018, Republic of Tajikistan adopted the National Action Plan on Control of 

Antimicrobial Resistance, which stipulates actions to be implemented in corresponding sectors, 

including human health, animal health and environment to ensure coordinated and 

comprehensive approach of “Universal Health Coverage” to address the issue of antimicrobial 

resistance. 

158. Delivery of public health services in Tajikistan faces number of challenges: 

− Growing burden of noncommunicable diseases, such as diseases related with unhealthy diet 

and lifestyle, requires enhanced attention to the promotion of healthy lifestyle.  

− Resource mobilization remains insufficient to ensure financial sustainability of the National 

Program of Immunoprophylaxis.  

− There is a need for further improvement of program management, in extension of 

immunization coverage and in prevention of outbreaks of vaccine-preventable infections. 

− Limited capacity on surveillance and control of diseases: epidemiological surveillance and 

monitoring of diseases in Tajikistan is still at development stage, and quality of data requires 

improvement.  

− Emerging antimicrobial resistance and the need for capacity building in the area of 

prevention, detection and response. 

− Challenges of cross-border healthcare – high level of migration and limited access of 

migrants to basic healthcare services threaten their health, as well as health of population in 

Tajikistan.  

− Necessity to continue and strengthen introduction of programs on prevention and control 

of malaria, leishmaniasis, helminthiasis and other parasitic and vector-borne diseases 

among population of the country. 

159. This Strategy aims to prevent diseases, promote health and prolonged life and this goal 

is served by the following  

1) Improving and consolidating information on health and health status of nation through 

improvement of system of supervision over public healthcare services. 

o Ensuring sustainability and efficiency of National Program of Immunoprophylaxis. 

o Strengthening leading and educational role of the MoHSPP in improving the WASH 

and effective waste management at healthcare facilities, both within the healthcare 

sector, as well as beyond. 

9 Resolution of the Government of the Republic of Tajikistan No. 676 dated December 3, 2012 
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o Introducing the most effective mechanisms to ensure safety and acceptability of 

water supply and sanitation (sewage) systems. 
o Preventing and containing emerging antimicrobial resistance through public 

healthcare measures. 

o Ensuring coordination and response to cross-border health issues, especially on 

matters related with migrants.  

o Engaging communities to health promotion and healthy lifestyle in the frame of 

introduction and implementation of the Guidelines on Partnership with 

Communities on Health Issues. 

160. The following activities will be implemented to achieve determined goals and objectives: 

1) Improve and consolidate information about health and health status of the nation by improving 

the system of supervision of public healthcare services: 

o Review and identify key legal and regulatory barriers to improve reporting of public 

health data, with a special focus on key demographic data.  

o Develop a model of staged reformation of public health reporting system with 

objectives to decrease reporting burden, paper-based reporting and double 

reporting.  

o Ensure integration of disease specific data collection into a unified health 

information system and use of data to develop priority measures on prevention and 

control of diseases.  

o Develop system of active surveillance and sentinel monitoring.  

2) Ensuring sustainability and efficiency of the National Program of Immunoprophylaxis: 

o Ensuring sustainability of financing of immunization programs within the frame of 

national healthcare budget, including with consideration of new vaccines 

introduction in the National Immunization Calendar.  

o Ensuring quality of supply chains and effective vaccine management to enable equal 

immunization coverage.  

o Collecting and monitoring the data, including those of complex epidemiological 

surveillance of vaccine-preventable diseases for their subsequent use in evidence-

based decision making. 

o Achieving equal immunization coverage at national level and in all districts, 

including among the most vulnerable groups of population. 

3) Strengthen the leadership and advocacy role of the MoHSPP for improving WASH and 

healthcare wastes management at health facilities, both within the health sector and beyond:  

o Conduct a comprehensive national study to establish the baseline level of WASH in 

health facilities, including financial allocations and needs. 

o Reviewing existing national standards on prevention of nosocomial infections and 

developing the sanitary and epidemiological surveillance standards regarding the 

WASH and effective waste management in healthcare facilities in compliance with 

the WHO’s guiding principles.  

o Integrating the WASH requirements and indicators into the system of national 

accreditation of healthcare facilities and establishing effective mechanisms to 

strengthen standards and rules. 

o Ensuring appropriate financing of WASH aspects in healthcare facilities. 
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4) Introducing the most effective mechanisms to ensure safety and acceptability of water supply 

and sanitation (sewage) systems. 

o Establishing the effective system of state supervision over the quality of drinking 

water through capacity building and introduction of risk-based approaches in 

practical operations. 

o Developing the national guidelines on implementation of Water Safety Assurance 

Plans (WSAP).   

o Introducing the risk assessment and risk factors management approaches at all 

stages of sanitation services and developing regulatory framework, roadmap and 

guidelines on implementation of Sanitary Safety Assurance Plans (SSAP). 

o Strengthening partnership and collaboration with drinking water supply and 

sanitation sectors and promote coordination of activities with other stakeholders 

(including service providers) to implement WSAP and SSAP.  

5) Contain emerging antimicrobial resistance through public health measures: 

o Ensuring implementation of appropriate measures of necessary response with the 

purpose of containing emerging antimicrobial resistance.  

o Strengthening capacity on surveillance over consumption and antimicrobial 

resistance. 

o Improving infection prevention and control programs, as well as guidelines on use 

of antimicrobial substances in healthcare facilities. 

6) Ensure coordination and response to transboundary health issues, especially that of migrants 

and their families: 

o Develop partnerships with recipient counties in order to improve access to 

prevention and healthcare services for Tajik migrants 

o Develop screening and referral programs for returning migrants on common 

infectious conditions using a right-based approach.  

7) Engage communities on health promotion and healthy lifestyle issues in the frame of 

introducing and implementation of Guidelines on Partnership with Communities on Health 

Issues: 

o Develop health promotion and communication activities in order to increase public 

awareness, health literacy and community participation in health promotion and 

disease prevention agenda of the country.  

161. Expected outcomes on Public Healthcare: 

− High coverage with immunization is ensured 

− Healthcare facilities have access to adequate water, hygiene and sanitation infrastructure 

− Population has access to the clean and safe drinking water. 

− Public health decision making is guided by reliable information regarding health status of 

the population; 

− Migrants/returning migrants have access to essential public health services; 

− Public awareness regarding healthy lifestyle is increased.  
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§8. Chapter 6. Emergency preparedness and response to public healthcare emergencies 

162. Protecting the population from public healthcare emergencies  and ensuring rapid and 

adequate response is the imperative of healthcare system and responsibility of national 

healthcare authorities. 

163. Public healthcare emergencies could be caused by various reasons, including outbreaks 

of infectious, life-threatening diseases, natural disasters due to natural hazards, climate change 

implications and technical disasters, including chemical pollution of environment and emission 

of radiation. 

164. Tajikistan’s international commitments on management of public healthcare 

emergencies, including International Health Regulations (IHR-2005) are aimed at facilitation of 

prevention and management of public healthcare risks related with international transmission 

of diseases.  

165. The Strategy aims to improve public health preparedness and response to public health 

emergencies in the country. This is achieved through the following activities:  

− Create unified and effective system of sanitary and epidemiological surveillance 

− Improve surveillance/infection control methods 

− Improve national capacity for early detection, response and rapid reaction, including 

laboratory capacity  

− Enhance monitoring and surveillance of behavioral risks, food safety and environmental 

factors, including social determinants of health and collect data for evidence-based decision 

making 

− Enhance intersectoral collaboration and implementation of IHR; 

− Develop cooperation and coordination of actions between stakeholders, including 

legislators and environmental institutions, water supply and drainage service providers. 

166. The following activities will be implemented to achieve these goals and objectives: 

1) Create of a unified and effective system of sanitary and epidemiological surveillance 

o Develop regulatory documents on all types of activities governing compliance with 

sanitary and epidemiological norms and rules. 

o Create information systems for collection, processing, storage and exchange of 

information between structural divisions. 

o Establishing effective state system of surveillance over quality of drinking water 

through implementation of risk-based approaches. 

2) Improving surveillance/infection control methods 

o Ensuring high levels of coverage with vaccination against vaccine-preventable 

infections (≥95%) in compliance with the provisions of the National Program of 

Immunoprophylaxis. 

o Improving and supporting the performance of the system of epidemiological 

surveillance of infectious diseases, including those related with water factor. 

o Improve the system of epidemiological supervision over vaccine-preventable 

infections, as well as adverse events following immunization. 

o Improving preparedness, prevention and mitigation of the consequences of 

emergencies caused by natural disasters, as well as man-made disasters with 

participation of international partners. 
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o Integrating the function of the State Services of Sanitary and Epidemiological 

Surveillance on ES into international system of response (sanctioning mobile 

laboratories) and conducting joint drills of mobile epidemiology control units. 

3) Improve national capacity for early detection, response and rapid reaction, including laboratory 

capacity  

o Develop new laboratory standards and establish capacity to use these standards for 

chemical, bacteriological, and other laboratories. 

o Implement these diagnostic standards for laboratories at all levels of biosafety. 

o Introduce new innovative diagnostic technologies into practice. 

4) Enhance monitoring and surveillance of behavioral risks, nutrition and environmental factors, 

including social determinants of health and collect data for evidence-based decision making 

5) Enhance intersectoral collaboration and implementation of IHR 

o Strengthen incident management and compliance with the requirements under the 

International Health Regulations; and  

o Enhance multisectoral collaboration for active monitoring of human hygiene and 

environmental health issues.  

VI. FINANCING OF THE STRATEGY  

167. Financing of this Strategy will be carried out in the frame of annual funds allocated for 

health and social care sectors and from other sources, which are not prohibited under legislation 

of the Republic of Tajikistan.   

VII. MECHANISM OF MONITORING AND EXPECTED 

OUTCOMES  

168. Monitoring will be implemented based on regular control of selected indicators that 

comply with international standards and depend on high quality and reliable standardized 

information.  

169. Responsibility for monitoring of the Strategy’s implementation will be placed upon the 

Ministry of Health and Social Protection of Population.  

170. Monitoring and evaluation of this Strategy will be carried out consistently and regularly 

in the form of annual reports. Evaluation will be carried out annually and discussed at the Joint 

Annual Review (Summit).  

171. Evaluation and Monitoring Report on progress of the Strategy and proposals for 

improvement of activities will be discussed by the Ministry of Health and Social Protection of 

Population of the Republic of Tajikistan with Development Partners and submitted to the 

Government of the Republic of Tajikistan in compliance with established procedures.  

VIII. FINAL PROVISIONS 

172. 1This Strategy represents the baseline document for planning of programs and 

development of strategic plans in the area of healthcare of population of the Republic of 

Tajikistan for next ten years.  
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173. Implementation period of this Strategy is 10 years (2021-2030), and activities stipulated 

under the Strategy, budget and control indicators will be subject for verification for the next 

period up to 2030 based on annual review and assessment of progress with Strategy.  

174. Matters related with participation of development partners in technical assistance and 

financial support of the activities under Strategy will be addressed in the frame of sectorial 

coordination of international cooperation in the area of health and social care of population of 

the Republic of Tajikistan.  

175. Decennial programs will include direction and regulations that do not conflict with 

Strategy and provisions under earlier approved strategies on development of specific areas of 

healthcare, health systems and resources of the Republic of Tajikistan. 
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APPROVED  

By the Minister of Health and Social Protection of 

Population of the Republic of Tajikistan  

(SIGNED) J. Abdullozoda 

Dated January 26, 2021 

Primary Health Care System Development Plan based on Principles of Family Medicine for the period of 2021 – 2025 

1. Improving access to and quality of the services at PHC1 Level

Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

1.1 Developing the new 

and updating the existing 

national guidelines on 

clinical practices for PHC 

Services  

1. Analyzing existing national guidelines on

clinical practices for PHC

2. Approving the calendar of updates

3. Reviewing existing and developing the

new CG2

2021 

2021 

2022-2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Order of the MoHSPP RT 3  on Establishment of 

Working Group  

Number of new and updated clinical guidelines for 

PHC  

1.2. Development and 

approval of the regular 

monitoring and 

evaluation system for 

application of national 

guidelines on clinical 

practices for PHC Services 

1. Increase the number of internal

committees at the level of PHC network

facilities

2. Develop, approve and implement the

external monitoring system for regular

mentoring visits to support specialists at

local level

2021–2025 

2021 – 2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of PHC facilities with internal quality 

committees  

Number of supportive supervision visits to the PHC 

facilities of cities and districts  

1.3. Review of 

competencies of family 

doctors / service providers 

on PHC allows expanding 

their abilities to provide 

complex care and access to 

specialized services  

1. Reviewing qualification requirements of

family doctors and nurses

2. Staged review of PHC Network Facility

Regulations

3. Reviewing Qualification requirements of

narrow specialists at the PHC Network

Facilities

2021 

2022-2025 

2022-2024 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Qualification requirements of family doctors and 

nurses are updated  

Regulations of PHC Network facilities are updated 

Qualification requirements for narrow specialists at 

PHC Network facilities are updated  

1 PHC – Primary Healthcare 
2 CG – Clinical Guidelines 
3 MoHSPP RT – Ministry of Health and Social Protection of Population of the Republic of Tajikistan 
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Strategic Activities  Tasks Timelines Stakeholders Outcomes / Indicators 

1.4. Continuous 

improvement and 

modernization of PHC 

Network facility 

infrastructure  

1. Renovation of existing and construction of 

new PHC Facilities  

2. Provision of PHC Network facilities with 

modern equipment  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of renovated PHC Facilities  

Number of newly constructed PHC Facilities  

1.5. Increasing the number 

of Family Medicine 

Specialists  

1. Increase the number of family doctors 

from among graduates of the medical HEIs4. 

2. Increase the number of students in Family 

Medicine Specialty. 

3. Regular qualification development courses 

for PHC Network specialists. 

2021–2025 

 

2021–2025 

 

2021–2025 

 

MOHSPP RT with 

involvement of 

development partners  

 

1.6. Continuous capacity 

building for PHC health 

workers  

1. Rollout introduction of continuous 

medical education (CME) based on credits 

2. Introducing distance learning methods  

3. Creating the Continuous Medical 

Education website  

2021–2025 

2023–2025 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of pilot districts with introduced CME 

 

Number of distance-learning courses  

1.7. Update and 

development of standards 

for accreditation of PHC 

facilities and increase the 

number of accredited 

PHC Facilities  

1. Updating PHC facility accreditation 

standards  

2. Increasing the number of PHC accredited 

facilities  

2021–2022 

 

2021–2025 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

National Accreditation 

Center  

Number of accredited PHC Facilities  

1.8. Improving motivation 

of specialists in family 

medicine  

1. Ensuring financial and communal (e.g., 

housing) incentives to attract and retain 

healthcare staff in the regions with shortage 

of medical specialists  

2. Develop, pilot and introduce performance-

based remuneration system for 

compensation of certain types of medical 

activities and services.  

2021–2025 

 

 

 

 

2023–2025 

 

 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Improved provision of health staff in remote districts  

 

Reduced level of migration among health care 

specialists  

 
4 HEI – Higher Educational Institutions (e.g., Universities) 
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Strategic Activities  Tasks Timelines Stakeholders Outcomes / Indicators 

3. Review the family doctors’ remuneration 

system with consideration of services 

integration, quantity and quality of health 

care. 

2022–2024 

 

 

 

2. Modernizing the information system to improve processes and management at PHC level  

Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

2.1. Reduce the number 

and volume of reporting 

for PHC Facilities, and 

rationalize and optimize 

the reporting process  

1. Analyzing the reporting forms of the PHC 

Network facilities  

2. Optimizing and modernizing the 

reporting processes 

2021–2022 

 

2023-2025 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Reporting forms of the PHC Network facilities are 

analyzed  

Reporting process complies with modern 

requirements  

2.2. Develop and 

implement digital and 

information technologies 

in the PHC Facilities  

1. Developing and implementing digital and 

information technologies in the PHC 

Facilities  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of PHC Facilities with introduced digital and 

information technologies  

2.3 Build managerial 

capacity of PHC Managers  

1. Rollout business planning  

2. Build capacity of PHC Managers  

2021–2025 

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of districts with implemented business 

planning is increased  

Share of PHC Managers that passed the public 

healthcare management courses is increased  

2.4. Support in justified 

decision-making  

1. Conducting regular studies on relevant 

topics of family medicine and health of 

population  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

 

3. Improve integration and development of basic services in PHC Facilities, including palliative care, emergency care and vertical service 

provision structures  

Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

3.1. Develop the standards 

of care for palliative 

patients both by 

healthcare workers at 

1. Developing standards of care to palliative 

patients by the PHC  

2. Develop standards of care by family and 

community  

2021–2022 

 

2021–2022 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Standards of care to palliative patients by both health 

workers at PHC, and by family and community are 

approved and piloted  
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Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

PHC, and by family and 

community  

3. Introducing the standards in practice  2023–2025 

 

3.2. Develop and 

introduce mechanisms of 

palliative care at home by 

multidisciplinary group of 

professionals  

1. Developing and introducing the 

mechanism of palliative care to patients at 

home by multidisciplinary group of 

professionals  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Mechanism of palliative care to patients at home by 

multidisciplinary group of professionals is developed 

and introduced  

3.3. Integrate provision of 

services by vertical 

structures (outpatient care 

in case of HIV / AIDS and 

TB, healthy lifestyle 

centers, immunization 

centers, etc.) into PHC / 

Family Medicine  

1. Developing integration model for vertical 

services into family medicine  

2. Piloting the integration model for vertical 

services into family medicine  

3. Analyzing the integration of vertical 

services into family medicine  

4. Expanding the integration model of 

vertical services into family medicine  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

1. Integration model for vertical services into family 

medicine is developed 

2. Integration model for vertical services into family 

medicine is piloted 

3. Integration of vertical services into family medicine 

is analyzed  

4. Integration model of vertical services into family 

medicine is expanded 

3.4. Develop and 

introduce integration 

model for emergency / 

urgent care services under 

the PHC at district level  

1. Development and staged introduction of 

integration model of emergency / urgent care 

services under the PHC at district level  

2021-2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Number of districts with integrated emergency / 

urgent care services under PHC  

3.5. Improving access to 

and quality of services for 

mothers, children and 

adolescents at PHC and 

among vulnerable 

population  

1. Ensuring coverage of all women with 

services on pregnancy diagnostics, antenatal 

observation and obstetrical care, as well as 

services of integrated management of 

childhood illnesses of all children below 5 

years; 

2. Coverage of all pregnant women, feeding 

mothers and puerpera with consulting on 

care, nutrition and feeding of children at age 

of below 2 years, and on exclusive breast-

feeding; 

3. creating necessary conditions to ensure 

safe deliveries at PHC level in remote 

2021 – 2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Reducing maternal mortality  

 

Reducing newborn and children mortality  

 

Reducing prevalence of anemia among women at birth 

age and children under 5 years. 

Increasing prevalence of exclusive breast-feeding. 

Reducing prevalence stunting among children under 

5 years. 

Reducing the number of children with diarrhea  

Reducing the adolescent pregnancy rates. 

Reducing suicide rates among adolescents  
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Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

mountainous districts (ensuring air-medical 

services); 

4. Raise awareness of population on 

SRZMNDP issues using modern 

technologies; 

5. Provision of youth- and adolescent-

friendly services; 

6.  Communication events on changes in 

social and behavioral standards among 

population with regard to nutrition with the 

purpose of preventing malnutrition among 

children under 5 years, adolescents and 

women of birth age. 

7. Expanding accessibility of early child 

development programs with various 

developmental disorders and their families, 

including expanding the programs on early 

diagnostics of genetic disorders  

Reducing prevalence of all forms of nutrition 

disorders (stunting, malnutrition and obesity), as well 

as reducing deficit of nutritional elements among 

population, especially among children and women at 

birth age through improved access to nutrition 

services with focus on children under 5 years, 

adolescents and women at birth age. 

Improving accessibility of early child development to 

identify and provide services to children of early age 

with various developmental disorders and their 

families, including expansion of program on early 

diagnostics of genetic disorders. 

3.6. Reducing burden of 

Non-Communicable 

Diseases  

1. Reducing prevalence of general risk factors 

of major non-communicable diseases among 

population, such as smoking, unhealthy diet, 

abuse of alcohol, low physical activities and 

psychosocial stress through awareness 

raising campaigns 

2. Integrate programs on NCD screening at 

PHC level  

3. Expanding coverage of individual services 

aimed at improving early detection, 

registration, and effective management of 

hypertension and diabetes, appropriate and 

timely intervention in acute cases, as well as 

rehabilitation aimed at reduction of 

premature and preventable mortality from 

stroke and heart attacks  

2021-2025 

 

 

 

 

 

2021-2025 

 

 

2021-2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Reducing rates of premature mortality and disabilities 

related with non-communicable diseases, 

consequences of trauma and aging, and improving 

quality of life and social integration of people with 

disabilities, aged people, and people with 

consequences of NCD and trauma  
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Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

4. Conducting regular demographic and 

institutional studies to assess the needs for 

prevention of NCD and their control, as well 

as to promote evidence-based decision-

making  

3.7. reducing burden of 

infectious diseases (HIV, 

TB, etc.) 

1. Expand coverage of women with HIV 

Screening  

2. Improve system of early detection and 

communication with TB Patients  

3. Develop protocols to manage and organize 

training of healthcare staff, including family 

doctors with purpose of improving 

efficiency of managing the infectious 

diseases. 

2021-2025 

 

2021-2025 

 

2021-2025 

 

 

 

 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Mother to child transmission of HIV is eliminated  

TB mortality is reduced  

Morbidity rates of TB is reduced  

4. Engaging communities to health issues  

Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

4.1 Rollout of guidelines 

“Partnership with 

Communities on Health 

Issues”  

1. Training specialists / facilitators to work 

with communities  

2. Engaging Hukumats 5  and public 

organizations to community mobilization  

3. Strengthening the capacity of PHC staff 

inworking with communities  

4. Developing coordinated approach of PHC 

and HLSC to establish sustainable 

cooperation with communities  

5. Creating the system for monitoring of 

activities of community health teams  

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners, 

RCTCFM6, RHLSC7 

1. Number of trained facilitators 

2. Number of existing CHT8  

3. Number of introduced topics to work with CHT in 

compliance with the priorities of the MoHSPP RT  

4. Number of present members of CHT on topics and 

dates; replacement of CHT members (departure of 

previous and arrival of new CHT members) 

 

 
5 Hukumat – Executive State Government Body 
6 RCTCFM – Republican Clinical Training Center of Family Medicine 
7 RHLSC – Republican Healthy Lifestyle Center  
8 CHT – Community Health Team 
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Strategic Activities Tasks Timelines Stakeholders Outcomes / Indicators 

4.2. Active involvement of 

PHC facilities into 

programs and activities to 

work with communities 

on health issues  

Close cooperation of health workers with 

local public and international organizations 

with communities on health strengthening / 

promotion  

2021-2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners, 

RCTCFM, RHLSC 

1. Number of joint activities, training courses

2. Number of engaged districts, villages and

population

4.3. Participation of 

communities in the 

business-planning process 

of PHC facilities  

1. Training the PHC Facility health workers

on engagement of communities to the

business-planning process

2021–2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

Increasing the number of districts, where communities 

participate in business-planning process  

4.4. Raising awareness of 

population in the area of 

disease prevention and 

health promotion, and 

well as promotion of 

healthy lifestyle.  

1. Activities of health workers with

communities through direct meetings and

mass-media

2. Training population on planning and

management of their own health

determinant initiatives

2021–2025 

2021-2025 

Ministry of Health and 

Social Protection of 

Population and 

development partners 

1. Number of events in mass media

2. Number of communities planning activities on

health promotion among population
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6. General Synthesis at National Level  
 
The present chapter presents a global overview of the main strategic orientations and restructuring strategy for the three oblasts of the country, the Rayons under 
direct Republican Jurisdiction and Dushanbe.  
 
In order to facilitate the understanding of this synthesis, the core planning parameters are reminded when relevant in the different sections. 
 

Population forecast  
 
The distribution of population per region by the 1 January 2010 and population growth projections for the years 2015 and 2020 are recapitulated in the table 1. 
 
 

Table 1: Current population and population projections for Tajikistan 2009, 2015 and 2020 

 
 2009 2015 2020 

GBAO 194 160 201 008 209 180 

Khatlon 2 700 200 3 044 652 3 434 061 

Sogd 2 215 400 2 459 350 2 731 342 

RPP 1 591 748 1 792 149 2 017 780 

Dushanbe 700 700 758 579 821 000 

TOTAL 7 402 208 8 255 738 9 213 363 
Source: Agency of Statistics of Tajikistan, 20101 

 
The overall population of Tajikistan will increase by 11,5% by 2015 and by 24,5% by 2020. 
 
Population projections are used as essential parameter for planning future utilization of health services and capacity of primary, secondary and tertiary health 
care facilities for the Oblasts and rayons.  
 
 

Strengthening of Primary Healthcare capacity 
 
According to the overall approach proposed for the restructuring strategy, the strengthening of Primary Health Care (PHC) based on Family Medicine Practice 
constitutes a priority also confirmed in the National Health Strategy. 
 
Primary healthcare will compose the backbone of Tajikistan health system. Family medicine practice will constitute the public health and clinical base for new 
model of prevention, diagnostic and treatment of the population (antenatal and postnatal care, childhood, infectious diseases and TB, non communicable and 
chronic diseases). 
 

                                                 

 1
1
 2010-2020 Population projection estimates are based on the last three year averages of year to year population changes per rayon – reported by the Agency of Statistics. 
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Number of PHC Facilities 

In compliance with the planning parameters presented in the Chapter 2, the targets presented below were agreed:  

One comprehensive primary health care centre providing full range of PHC services per 20 000 population,
In remote areas: one extended PHC centre with emergency services and minor surgery per 20 000 inhabitants,
Rural health centres deployed among the Tajik territory according to population number and density,
Health houses and outreach PHC Centres, in particular in remote areas and when justified by population density and conditions of accessibility to other
PHC facilities.
Mobile teams attached to the comprehensive PHC centres.

Specific values were defined for GBAO taking into account the specific geo-demographic characteristics of this region. 

The table below presents the current and projected number of PHC facilities per category and oblast. 

Table 2: Current and projected number of PHC facilities per category and Oblast 

Number of 
Rayon 
Health 

Centres and 
Urban 
Health 

Centres 
2009 

Number of 
Rural Health 

Centres 
2009 

Total 
2009 

Number of 
Health 

Houses 

Number of 
specialized 
outpatient 

centres 2009

Number of 
comprehensive 
Rayon Health 
Centres 2020 

Number of 
comprehensive 

Rural Health 
Centres 2020 

Number of 
Basic rural 

health 
centres 2020 Total 2020 

Number of 
health 

houses 2020 

GBAO 7 38 45 240 2 7 26 12 45 190 

Khatlon 32 293 331 698 31 34 142 157 333 282 

Sogd 28 218 246 355 75 14 123 114 251 142 

RPP 13 168 181 444 0 13 91 81 185 178 

Dushanbe 13 0 13 0 5 20 0 0 20 0 

TOTAL 93 717 816 1 737 113 88 382 364 832 792 

The number of health houses retained as outreach PHC centres will be determined in every rayon based on population density and conditions of accessibility to 
the closest PHC Centre. As a general parameter, health houses should be maintained in the settlements with at least 300 inhabitants and located at more than 
45 minutes from a PHC centre. As a global estimation for Khatlon, Sogd and RPP rayons, approximately 40% of the existing health houses should be retained as 
illustrated in the table above.  

2
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Taking into account the specific geographical context of Gbao and the difficulties of population accessibility to PHC facilities network, it is recommended to 
maintain 80% of the current health houses existing in the Oblast, as illustrated in the table 8 above. The 20% proposed to be removed correspond to the facilities 
located in the same settlement as a PHC centre and which role is then questionable.  

In summary, there will be no reduction of the number of PHC facilities but rather a light increase (+ 16 PHC facilities by 2020). In order to reach the targets 
defined in the National Health Strategy and in the present Master Plan, the current PHC network should be strengthened with the transformation of 470 rayon 
and rural health centres into comprehensive or extended PHC centres, providing full range of PHC services. The remaining facilities are proposed to be retained 
as basic rural health centres with minimal investments infrastructures.  

The 113 outpatient PHC specialized centres should be integrated within the comprehensive PHC centres. 

PHC Staff Projections 

The national targets and normative standards for Tajikistan are reminded below: 

1 Family Doctor per 1 200 to 1 500 population (depending on geographical location)
1 Family Nurse per 400 to 750 population,
1 ob&gyn/5 000 women of reproductive age,
1 paediatrician/7 500 population under 14 years old

The table below presents the existing and projected number of family doctors, family nurses, paediatricians and Gyne-obs working at PHC level for the different 
regions of the country 

Table 3: Existing and projected number of family doctors, family nurses, paeditricians and Gyne-obs 

Current number 
of GPs/Family 
Doctors, PHC 
Internists or 

paediatricians 
2009 

Current number 
of 

nurses/feldshers
/midwives 

2009 

ratio 
FM/Population

2009 

ratio GP 
nurse/Population

2009 

Number of 
Family 

Doctors 2020 
(low bracket)

Number of 
family 
nurses 

2020 (low 
bracket) 

Ratio 
FM/populati

on 2020 
(low 

bracket) 

Ratio Family 
nurse/Family 
Doctor (low 

bracket) 

Number 
of 

Family 
Doctors 

2020 
(high 

bracket)

Number of 
family 
nurses 

2020 (high 
bracket) 

Ratio 
FM/populati

on 2020 
(high 

bracket) 

Ratio 
Family 

nurse/Famil
y Doctor 

(high 
bracket) 

Number of 
paediat. 

working at 
PHC level 

2020 

Number of 
Gyne-obs 
working at 
PHC level 

2020 

GBAO 29 421 
1 FM/6,700 
population 

1 family nurse/461 
population 139 348 

1 FM/1,500 
population 

2,5 family 
nurse/1 Family 

doctor 173 519 
1 FM/1,200 
population 

3 family 
nurse/1 
Family 
doctor 8 11 

Khatlon 1 061 3 475 
1 FM/2 550 
population 

1 family nurse/777 
population 2 286 5 715 

1 FM/1,500 
population 

2,5 family 
nurse/1 Family 

doctor 2 859 8 577 
1 FM/1,200 
population 

3 family 
nurse/1 
Family 
doctor 159 169 

Sogd 874 3 328 
1 FM/2,534 
population 

1 family nurse/666 
population 1 823 3 639 

1 FM/1,500 
population 

2 family 
nurse/1 Family 

doctor 2 282 5 464 
1 FM/1,200 
population 

2,4 family 
nurse/family 

doctor 113 131 
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RPP 570 1 896 
1 FM/2,792 
population 

1 family nurse/840 
population 1 345 2 690 

1 FM/1,500 
population 

2 family 
nurse/1 Family 

doctor 1 681 5 044 
1 FM/1,200 
population 

3 family 
nurse/family 

doctor 74 87 

Dushanbe 147 346 
1 FM/4,766 
population 

1 family nurse/2025 
population 547 1 095 

1 FM/1,500 
population 

2 family 
nurse/1 Family 

doctor 684 1 710 
1 FM/1,200 
population 

2,5 family 
nurse/family 

doctor 33 44 

TOTAL 2 681 9 466 
1 FM/2,797 
population 

1 family nurse/792 
population 6 140 13 487 

1 FM/1,500 
population 

2 family 
nurse/1 

Family doctor 7 679 21 314 
1 FM/1,200 
population

2,8 family 
nurse/famil

y doctor 387 442 

 
The data presented shows the need for major increase in the number of family doctors or general practitioners (GPs). Over the next decade, the number of GPs 
should be increased more than twofold even if the lower bracket of targeted number of the GPs is considered and by more than 2.8 times if the higher bracket 
target has to be achieved by the year 2020. These targets are challenging to achieve even if all the specialists working at the PHC level currently will be retrained 
into GPs.  
 
The outlook for GP nurses appears to be similar. 42,4% of more nurses are required to be trained/retrained to accomplish the target of 13,487 (low bracket). The 
current number of nurses should be increased by 125% if the higher bracket target has to be achieved by the year 2020 (21,314 family nurses). 
 
387 paediatricians and 442 ob&gyns are also required to work at PHC level in order to provide the adequate support to family doctors in antenatal and postnatal 
care and diagnostics and treatment of childhood illnesses and gynaecologic diseases. 
 
Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should be established at National level for the next decade 
in order to match the real needs of the country.  
  
The objective should also be to reduce the regional discrepancies in terms of PHC services and staff available (e.g. a special attention should be paid to the 
strengthening of PHC staff in Gbao oblast). 
 
Projections on PHC Visits 
 
Once more, important discrepancies exists between the different regions of the country as regards PHC visits per population and per year. Sogd and RPP rayons 
are over the 3,5 visits/population per year while Gbao and Khatlon oblasts are under the national averages, with respectively 2,2 and 2,5 visits/population per 
year. 
 
The assumptions concerning PHC utilization ratios are reminded in the box below:  
 

Target for Tajikistan for 2015: 5,5 to 6 consultations per capita per year 
Target for Tajikistan for 2020: 7 consultations per capita per year 
 
With the following assumptions:  
 
- 70% of outpatient visits occurring at PHC level (currently 20%), i.e. 3,85 PHC visits/population per year in 2015 and 4,9 PHC visits/population per year in 2020 
- 60% of the visits at PHC level managed by the GP, 
- 40% by nurse general practitioner with translates into 12 visits per GP/day and 8 visits per GP nurse/day. 
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The table below presents the current and projected number of PHC visits per Oblast in 2009, 2015 and 2020. 
 

Table 4: Current and projected number of PHC visits per Oblast in 2009, 2015 and 2020. 
 

  
Total PHC 
visits 2009 

Number of 
visits/population

2009 
PHC visits 
target 2015 

Number of 
visits per 

population 
2015 

PHC visits 
target 2020 

Number of 
visits per 

population 
2020 

GBAO 426 700 2,2 775 889 3,85 1 024 983 4,9 

Khatlon 6 807 634 2,5 11 716 567 3,85 16 815 346 4,9 

Sogd 8 381 382 3,78 9 648 537 3,85 13 362 103 4,9 

RPP 5 589 738 3,5 7 768 457 3,85 9 887 128 4,9 

Dushanbe 806 097 1,15 2 920 528 3,85 4 024 068 4,9 

TOTAL 22 011 551 2,9 32 829 978 3,85 45 113 628 4,9 

 
The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020, correlated with projected population growth for the next decade, will mean that number primary 
care consultations are anticipated to increase by almost 49,10% in 2015 and by 105% in 2020.  
 
 

Hospital sector restructuring strategy 
 
 
Current and projected number of hospital facilities  
 
Hospital sector in Republic of Tajikistan is delivered by 365 hospitals with a total bed number of 34 453 beds approximately.  
 
Critical physical conditions of hospitals and low hospital services standards hindered the adequate functioning of these facilities, as well as the effectiveness, 
quality and efficiency of the services provided to the population. 65% of buildings from the period 1938 to 1990 do not meet basic requirements

2
. 

 
The current situation is characterized by:  
 

- An oversupply of beds, 
- Avoidable inpatient admissions. Researches have shown that each third hospital patient could receive treatment in outpatient polyclinic conditions

3
. 

- Low occupancy rates (average from 57% to 40% for the country), 

                                                 
2 Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
3Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
 

A-3-1-5

francescatrott
Highlight

francescatrott
Highlight



- Extended average length of stay.  
 
The table 5 below presents the current number of facilities per category and oblast, as well as the number of hospital facilities proposed to be retained in the 
health system by 2020. 

Table 5:  Current number of hospitals per category and projected number of hospitals to be retained by 2020 
 
 

  

# of general 
hospitals  

(Central Rayon 
hospitals, city 

and oblast 
hospitals) 

2009 

# of rural 
hospitals 

2009 
# of specialized 

hospitals Total 

# of Oblast 
reference 
hospital  

2020 

# of central 
rayon 

hospitals  

# of 
Community 

level 
hospitals 

2020 

# of 
Specialized 
hospitals  

2020 

# of acute 
care 

hospitals  
2020 

# of LTC 
facilities  

2020 

GBAO 8 15 9 32 1 7 3 0 11 3 

Khatlon 27 73 35 135 3 24 6 4 37 7 

Sogd 20 62 26 108 7 13 3   23 10 

RPP 13 31 10 54 0 13 3 1 17 3 

Dushanbe 6 0 30 36 4 0 0 10 14 4 

TOTAL 68 181 80 365 11 57 15 15 102 27 

 
 
The detailed description of current number of facilities and proposed restructured hospital network for Dushanbe is recapitulated in the table N°6. 
 

Table 6: Current hospital facilities existing in Dushanbe and proposed restructured network 
 

Hospitals by category 2009 2020 
Observations and comments on the proposed restructuring strategy 

for 2020 

National Centre for Health 1 1 

Made up of the Hospital Holding grouping ten Republican hospitals, i.e.:
Reasearch Institute of Gastroenterology, Republican clinical centre for
dermatovenerology, Republican Hospital # 1 (Dermatovenerology), 
Republican vertebrology Centre, National Centre of Health, Republican
Clinical Centre of Ophthalmology, Republican Centre of Urology,
Republican Centre of Orthopaedics and Traumatology, Scientific
Research Institute of Plastic Surgery,  Republican centre of Mental 
Health 

Specialized Republican Hospitals  
and specialized research institutes 16 5 

Recapitulation of the 5 specialized Republican Hospitals:  
- Children National Reference hospital (by merger of the different 

scattered facilities existing today) 
- National Cancer Institute 
- National Institute for cardiology and cardiac surgery, 
- Republican Centre of Narcology, 
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- Research Institute of Obstetrics and Gynaecology 
 

General city hospitals 4 3 

 
- City health centre (442 beds in 2009), 
- City Clinical Hospital # 5 (190 beds in 2009) 
- City Clinical Hospital # 3 (165 beds in 2009) 

Specialized city hospitals 15 5 

Recapitulation of the 4 city specialized hospitals:  
 

- City maternity # 2 
- City maternity hospital # 3 
- City clinical hospital of Emergency care, 
- City clinical hospital for infectious diseases,  
- Diagnostic Centre (mainly providing outpatient services). 

 

TOTAL 36 14  

LTC facilities  4 

Recapitulation of LTC facilities:  
 

- Republican Clinical Psychiatric hospital (700 beds in 2009), 
- Republican Centre of Mental Health (30 beds in 2009), 
- Hospital for occupational diseases (50 beds in 2009), 
- Hospital of Nursing care (80 beds in 2009). 

 
The number of beds in these facilities should be downsized in particular 
for the two psychiatric hospitals.  

 
 

In summary, the number of hospital should be decreased by 72%. On the 365 hospitals existing today, 102 should be strengthened and modernized and 263 
should be merged, transformed or closed. On these 263 facilities, 166 are rural hospitals (representing 63% of the total number of facilities to be reconfigured) 
and 65 are specialized facilities (representing 24,7% of the hospitals to be reconfigured).  
 
On the 65 specialized hospitals to be restructured:  
 

- 27 will be transformed into LTC facilities, 
- 9 will be joined within the Hospital Holding grouping part of the Republican Hospitals existing in Dushanbe,  
- 4 facilities will be merged within a new unified paediatric specialized hospital proposed to be created in Dushanbe, 
- 2 other facilities will be merged in order to become a unified National Reference Institute for Cardiology and Cardiac Surgery, 
- The other 23 are proposed to be merged with general hospitals and their premises should be dedicated to other activities.  

  
The 166 rural hospital should be transformed into comprehensive PHC Centres.  
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 8

Hospital beds, admissions and bed days 

 
As illustrated in the table 7, the ratio bed/population varies strongly from a region to the other one. The same situation prevails as regards admission rates per 
population and hospital occupancy rates.  
 
The ratios recorded in Khatlon and in the Rayons under Republican Subordination are weak with respectively 6,57 and 5 admissions per 100 population,  
comparatively with the utilization rates reported for Sogd and Dushanbe (with respectively 16,5 and 16,6 admissions per 100 population). In the reality, both are 
intimately connected, i.e. the low admission rates reported in RPP and Khatlon hospitals are, at least, partially explained by the “leak” of patients coming straight 
to Dushanbe’s hospitals.  
 

 
Table 7: Current number of hospital beds, admissions and bed days  and projected hospital utilisation rates 

 

  

# of beds 
2009 

Ratio 
Bed/1000 

population 
2009 

# of 
hospitalizatio

ns 2009 

Admission 
rate per 100 
population 

2009 

# of bed-
days 2009 

ALOS 
2009 

Occupancy 
Rate (%) 

2009 

Projected # 
of beds by 

2020 

Ratio 
Bed/1000 

population 
2020 

Projected # of 
hospitalizations 

2020  

Admission 
rate per 100 
population

2020 

Projected # 
of bed-days 

2020 
 

# day 
admissions

ALOS 
2020 

Occupancy 
Rate (%) 

2020 

GBAO 1 919 9,88 19 046 9,81 198 277 10 48,00 800 3,82 26 000 12 217 649 1 300 9 74,54 

Khatlon 10 801 4,00 177 455 6,57 1 606 827 9 41,00 7 808 2,27 419 011 12 2 333 261 83 802 7 81,87 

RPP 4 730 2,97 79 808 5,01 711 412 8,91 41,21 3 816
4

 1,89 179 597
5

 9/10 974 369
6

 45 400 7 79,30 

Sogd 12 284 5,54 365 534 16,50 3 594 419 9,8 80,00 8 120 2,97 330 000 12 2 177 555 16 500 7 73,47 

Dushanbe 4 719 6,73 116 404 16,61 1 107 475 9,5 64,00 2 874 3,50 152 549 19
7

 843 642 30 510 7 80,42 

TOTAL 34 453 4,65 758 247 10,24 7 218 410 9,52 57,40 23 418 2,51 1 107 157 12 6 546 476 177 512 7 77,38 

 
 
In conclusion, taking into account the forecast population growth and the targets in terms of admission rate per population, average length of stay and occupancy 
rate, significant decrease in the number of general or acute care beds should be planned, with a reduction by 2020 of 32% of the current bed capacity. According 
to the targets defined, a maximum of 23 418 acute care beds are needed in the Republic of Tajikistan by 2020.  
 
Concomitantly, the number of hospital admissions should increase by 46% over the decade with improved hospital performance indicators (occupancy rates and 
ALOS), as illustrated in the table above.  
 
 

                                                 
 
5
 Not including the activity of the TB specialized hospital in Vakhdat 

6
 Not including the activity of the TB specialized hospital in Vakhdat 

7
 The admission rate for Dushanbe’s hospitals includes also the referred patients from other oblasts, explaining the high ratio reported, i.e. 19 per 100 population versus 12/100 population for the other 

regions.  
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Staff projections for hospital sector 
 
The projections for the medical and nursing staffing for hospital network is related to the bed capacity planned for the country. The proposed staff numbers have 
been calculated using the expected higher workload and occupancy rates as a result of the bed number optimization, which will require more intensive staff input. 
A change in the current doctor to nurse ratio in general hospitals is also expected through addressing the current imbalance between the medical and nursing 
professions, so that human resources are less centred on physicians. The resulting ratios suggested in the planning parameters section (see Chapter 2), were 
applied to the different hospitals of the country. The table 8 below presents the current and projected staff per category. 
 

Table 8: Current and projected staff per category and Oblast 
 

 

Number of 
doctors 

2009 
Numbers of 
nurses 2009

Other staff 
2009 Total 2009

Number of 
doctors 

2020 
Number of 

nurses 2020

Number of 
other staff 

2020 Total 

GBAO 208 721 N/A  N/A 240 544 424 1 208 

Khatlon 1 174 3 074 N/A  N/A 2 342 5 309 4 138 11 789 

Sogd 2 854 4 445 4 419 11 718 2 436 5 481 4 263 12 180 

RPP 1 328 2 970  N/A N/A 1 144 2 595 2 022 5 761 

Dushanbe 1 390 2 203 N/A  N/A 1 450 3 277 2 552 7 279 

TOTAL 6 954 13 413  N/A N/A  7 612 17 206 13 399 38 217 

 
According to these projections, the number of hospital doctors should increase by 9,5% over the next decade and the number of hospital nurses by 28,27%. 
 
 

Strengthening of Long Term care and intermediary care capacity 
 
The table 9 below presents the number medium term and long term care beds per Oblast, according to the planning parameters presented in the chapter 2. 
 
 

Table 9: Number of medium term and LTC beds by 2020 
 

  

Medium Term 
care/rehabilitative 

care 2020 LTC capacity 2020

GBAO 76 74 

Khatlon 1 130 1 150 

Sogd 887 668 

RPP 730 500 

Dushanbe 286 246 

TOTAL 3 109 2 638 
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3. High-Tech Medical equipment standards 
 
The table 10 below recapitulates the number of high-tech medical equipment required by Oblast in 2015 and 2020, as a benchmark or guidance for future 
investment in the medical technology in Tajikistan.   
 

 
Table 10: High tech equipment  Proposed standard and proposed number of units per Oblast 

 
EQUIPMENT NUMBER OF 

UNITS 

REQUIRED IN 

2015 IN 

KATHLON 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2020 IN 

KHATLON 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2015 IN 

GBAO 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2020 IN 

GBAO 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2015 IN SOGD 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2020 IN SOGD 

OBLAST 

NUMBER OF 

UNITS 

REQUIRED IN 

2015 IN RPP 

RAYONS 

NUMBER OF 

UNITS 

REQUIRED IN 

2020 IN RPP 

RAYONS 

NUMBER OF 

UNITS 

REQUIRED IN 

2015 IN 

DUSHANBE 

NUMBER OF 

UNITS 

REQUIRED IN 

2020 IN 

DUSHANBE 

TOTAL 2015 Total 2020 

MRI 2 4 1 1 2 2 0 0 3 5 8 12 

CT Scans 3 5 1 1 3 5 2 4 4 8 13 23 

Mammograph units 11 15 1 2 10 12 7 9 10 15 39 53 

Radiation therapy 
equipment 

2 4 0 0 2 3 0 0 2 4 6 11 

Angiograhy 2 3 0 0 2 3 0 0 3 5 7 11 

Lithotripsy 2 3 0 0 1 2 0 0 2 3 5 8 

  
Haemodialysis 

152 206 20 20 137 164 89 121 38 50 436 
 

561 
 

Neonatology beds 
(level 1) 

164 185 8 8 132 147 98 110 73 73 475 523 

Neonatology beds 
(level 2 – Intensive 
Care) 

82 93 4 4 66 74 49 55 35 35 236 261 

Neonatology beds 
(level 3 – 
Resuscitation unit) 

41 47 0 0 33 37 0 0 20 20 94 104 

ICU beds adults 107 120 8 8 86 96 63 70 120 130 384 424 

Angiography 
Opthalmology 

23 26 1 2 18 20 13 15 22 25 77 88 
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Echograph general 
purpose 

167 189 14 14 135 150 98 111 165 185 579 649 

Echograph 
Opthalmology 

15 17 2 2 12 14 9 10 15 17 53 60 

Defibrillator 152 172 10 10 123 137 0 0 150 167 435 486 

Gamma Camera 3 3 0 0 2 3 0 0 4 5 9 11 

Dental Unit 152 172 10 10 123 137 90 100 38 41 413 460 

X-ray unit 30 34 7 7 25 27 18 20 20 20 100 108 

X-ray unit mobile 91 103 14 14 74 82 54 60 60 60 293 319 

X-ray hemodynamic 
unit 

6 7 0 0 5 5 0 0 6 7 17 19 

Extra corporeal unit 3 3 0 0 2 3 0 0 3 4 8 10 

Laparascopy unit 33 38 7 7 27 30 20 22 30 30 117 127 

Endoscopy flexible 107 120 7 7 86 96 63 70 70 70 333 363 

Endoscopic Unit 29 33 3 3 23 26 17 19 20 20 92 101 

Endoscopy video 
system 

15 17 2 2 12 14 9 10 10 10 48 53 

 
 

Conclusion 
 
A major weakness of the Tajik healthcare system is a lack of integration and coordination between the various healthcare providers, inducing both gaps in 
services and services overlaps and duplication. The challenges facing the healthcare system are considerable. They include relatively low levels of investment, 
inefficiency and poor performance in many parts of the health sector, fragmentation and lack of integration, leading to the inappropriate utilisation of scarce 
financial and human resources, inappropriate distribution of healthcare resources relative population needs, the need for qualitative and quantitative 
improvements in healthcare infrastructure. 
 

 11

By many international and local standards the level of hospital services is low in Tajikistan and needs to be supplemented by good quality primary and hospital 
care and modern medical equipment. At the same time, the utilisation of hospital beds is poor, suggesting there is not unmet demand (as opposed to need) for 
hospital services –even though there is unmet need for appropriate healthcare services. Bed occupancies are low, lengths of stay are extended and inequities 
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are wide across the country, highlighting the inefficiency of the current healthcare and hospital system. The causes are complex, involving a wide range of 
influences including: insufficient and poorly distributed financial and human resources, the need to balance the tensions between efficiency and equity of access; 
poor coordination, management and accountability within the health sector, as well as behaviour/cultural influences (including lack of trust public services) that 
means health services are not always accessed by who might them most.  
 
In order to achieve its mission in these respects, the MoH should address an overwhelming number of issues, of which at least five are of vital importance: 
establishing a regulatory framework, moving away from input-based financing to case based payment as well as to a separation between the funder and the 
provider of services which will enable it to orchestrate coordination and cooperation between the various public and private health services providers; assure the 
overall adequacy and appropriate distribution of financial means; enhance the capacity to train and further develop human resources for health in particular at 
PHC level; and foster the skills, systems, and environment conducive to good management.  
 
The restructuring strategy proposed within the present master plan aims to address the range of issues described above and has the potential to:  
 

- Improve the structure, capacity and quality of the healthcare system among the different regions of the country, 
- Ensure the equity and accessibility of healthcare services through the development of a coherent and fair facilities network (PHC and hospitals) across 

the country, 
- Achieve a better balance between primary and hospital care thanks to the strengthening of primary care capacity, which constitute a crucial issue to 

ensure healthcare effectiveness and efficiency, correlated with the overall sustainability of the healthcare system, 
- Enable the MoH to rationalize the organisation and functioning of healthcare facilities. 
- Support the development of contemporary models of services delivery  (i.e. modern day practice clinic, day hospital, ambulatory surgery)  
- Optimise hospital sector with a considerable reduction in the number of facilities and hospital beds associated with an increase in utilisation ratios and 

improved hospital performance indicators (occupancy rates, ALOS). 
- Promote the shift from traditional inpatient admissions to ambulatory care, 
- Increase operating efficiency.  
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5. Dushanbe

Current Situation 

Basic Population and Demographics characteristics used for master planning  

The total population of Dushanbe represented approximately 700 700 inhabitants in 2009,  will amount to 
758 579 inhabitants in 2015 and more than 821 000 in 2020 (with an annual growth rate estimated in 1,5% 
per year). Current demographic profile of the Dushanbe population is presented in the table below. 

CURRENT AND FUTURE POPULATION DEMOGRAPHIC PROFILE FOR DUSHANBE, 2009, 2015, 2020 

 Categories 2009 2015 2020 
Number of children under 15 
years of age 

212 400 229 945 248 938 

Number of women of 
reproductive age 

186 400 201 797 218 466 

Annual number of births 17 685 20 785 20 859 

Population over 15 years of age 488 300 529 134 572 062 

Population  over 50 years of age  
To be 

confirmed 
To be 

confirmed 
To be 

confirmed 

Source: Agency of Statistics of Tajikistan, 20101 

The specific population groups in the table above were defined for planning of specific types of resources and 
services. The resources and services planned using the demographic groups are presented below: 

- Obstetric: number of women of reproductive age (15 to 49 years) and annual number of
deliveries/births,
Neonatology beds: annual number of births,

- Paediatricians at PHC level: Number of children under 15 years of age
- Medium term care/rehabilitative care beds: Population 15 years of age

2
.

- Long term care: Population over 50 years of age
3
.

Current health care network and utilization of health services 

By January 1, 2010 total of 18 PHC outpatient health facilities (among which 12 Urban Health Centre, 1 
Republican Family medicine centre and 1 Oblast reproductive health centre) and 36 hospitals were reported 
functioning in Dushanbe. Total of 1577 doctors and 2 679 nurses and midwives were employed in these 
facilities

4
.  

Primary care 

Facil ities 

According to the survey findings conducted under the current master planning exercise, 18 outpatient health 
facilities providing services at PHC level were functioning by January 1, 2010 in Dushanbe. These outpatient 
health facilities are presented in the table below:  

1
 2010-2020 Population demographic projection estimates are based on the last ten year averages of year to year population changes 

per oblast – reported by the Agency of Statistics. The 2008-2009 live births rate at 26.9 per 1,000 population for the entire country is 
used for the years 2015 and 2020 projections 
2
 The need for medium term rehabilitation beds for younger population is marginal 

3
 Ibid 

4
 Medstat, DPS2 database, Last Available (2006). 

1 A-3-2-1



 
 

NUMBER OF PHC FACILITIES EXISTING IN DUSHANBE, 2009 

Category Number 

Urban Health Centre 12 

Republican Family Medicine Centre 1 

Oblast Reproductive Health Center  1 

Children Dental Polyclinc 1 

Oblast Dental Polyclinic 1 

Republican AIDS Centre 1 

City TB center for DOTS 1 

Khudjand Consultative Diagnostic Centrfe 1 

IMCI centre for children 1 

Sub-total without dental 18 

 
 

Staff 
 
According to the survey conducted for master planning exercise - the total of 147 General 
Practitioners/Family Doctors (GP), PHC Internists or Paediatricians and 346 nurses/feldshers/midwives were 
employed in PHC facilities in Dushanbe, representing 1 Family Doctor/4 766 population and 1 family nurse/ 
2 025 population. 
 
Utilization 
 
According to the survey findings, the total of 806 097 patient visits was registered in Dushanbe PHC facilities 
during the year 2009. This represents a PHC services utilization rate of 1,15 visits per capita, which is 
considerably lower than the national average rate of 4 per capita.  
 

Hospital network:  

Facil ities 
 
30 public acute care hospital hospitals and 6 LTC facilities  were providing inpatient services by January 1, 
2009 in Dushanbe city

5
. Reported bed capacity was 5 609 beds with the following sharing: 4 719 acute care 

beds and 890 LTC beds. The ratio acute care bed per 1000 population represents a ratio of 6,67 in 2009. 
Nevertheless, this ratio must be mitigated taking into account the following considerations:  
 

- Dushanbe hospitals encompass a high level of attractiveness for the population of surrounding 
oblasts and rayons, even for services that can be provided locally (secondary hospital care). A 
considerable number of patients (although it is not possible to quantify the actual number) are coming 
from the different rayons of the country without any referral procedure. Nevertheless, Dushanbe 
hospitals constitute a guarantee of quality and performance on both medical and clinical aspects and 
availability of the required diagnostic and treatment equipment.  

 
- Dushanbe hospitals constitute also the tertiary hospital care level for the whole population of the 

country with specific services and high-tech equipment only available in the capital city. 
 
The number and category of hospitals are presented in the table below. 
 
 

                                                 
5
 Source: Survey findings conducted under the current master planning exercise 
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DUSHANBE CURRENT HOSPITAL NETWORK – 2009 

Hospital 
Total 
Beds 

Admissions
Bed 
days 

ALOS 
Occupancy 

rate 

ACUTE CARE HOSPITALS 

Reasearch Institute of Gastroenterology 100 0 0 - 70% 

Republican Hospital # 1 (Dermatovenerology) 50 756 13785  76% 

Children Hospital # 2 149 3070 42429 13,8 78% 

City Scientific Center  29 1409 5063 3,6 48% 

City Health Centre 442 17249 122005 7,1 76% 

City Clinical Hospital # 5 190 4515 54058 12,0 78% 

City Maternity Hospital # 2 130 8394 37136 4,4 78% 

City Clinical Hospital of Emergency Care 174 6163 39837 6,5 63% 

Children Infectious Diseases Hospital 184 4006 28529 7,1 42% 

City Clinical Infectious Diseases Hospital 390 4848 86671 17,9 61% 

Republican Clinical Center of Dermatovenerology 160 724 14338 19,8 25% 

Maternity Hospital # 3 170 9036 56673 6,3 91% 

City Center of Dermatovenerology 50 715 7180 10,0 39% 

City Center of Coloproctology 20 654 4744 7,3 65% 

Hospital of Nursing Care 80 1186 24511 20,7 84% 

Clinical Hospital of Children Surgery 76 2358 26476 11,2 95% 

City Clinical Hospital # 3 165 3785 55328 14,6 92% 

Center for Treamtment of Bareness  10 1171 3047 2,6 83% 

Republican Center of Vertebrology 25 468 11700 25,0 128% 

Research Institute of Obstetrics and Gynecology 218 1379 18577 13,5 23% 

Oncologic Center  235 3226 50841 15,8 59% 

Republican Cardiologic Center  192 6071 57376 9,5 82% 

National Center of Health 1085 24437 262874 10,8 66% 

Republican Center of Cardiac Surgery 100 2443 23583 9,7 65% 

Republican Clinical Center of Ophtalmology 80 4173 27200 6,5 93% 

Republican Center of Narcology 100 1930 21953 11,4 60% 

Republican Center of Urology 65 1296 10093 7,8 43% 

Diagnostic Center  10 0 0 - 0% 

Republican Center of Orthopedics and Traumatology 20 681 7269 10,7 100% 

Scientific Rsearch Institute of Plastic Surgery 20 0 0 - 0% 

TOTAL ACUTE CARE BEDS 4 719 116 404 1 107 475 9,5 64% 

LONG TERM CARE FACILITIES 

Republican Clinical Psychiatric Hospital 700 1300 242000 186,2 95% 

Specialized Center of Dermatovenerology 30 421 9016 21,4 82% 

Republican Center of Mental Health 30 362 9484 26,2 87% 

City Tuberculosis Hospital for Children  50 82 6927 84,5 38% 

Republican Clinical Center of Psychiatry 30 288 10739 37,3 98% 

Hospital for Occupational Diseases 50 1026 9694 9,4 53% 

TOTAL LONG TERM CARE BEDS 890 3 218 293 661 91,3 90% 

TOTAL BEDS 5 609 119 622 1 401 136 11,7 68% 
Source: Survey findings conducted under the current master planning exercise 
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Staff 

Up to 1 430 doctors and 2 300 nurses and midwives were employed in Dushanbe’s inpatient health care 
facilities, as recapitulated in the table below. 

NUMBER OF DOCTORS AND NURSES EMPLOYED IN DUSHANBE HOSPITALS 

Hospital 
Total 

Doctors 
Total 

Nurses 

Reasearch Institute of Gastroenterology 38 37 

Republican Hospital # 1 (Dermatovenerology) 6 11 

Children Hospital # 2 8 24 

City Scientific Center  14 16 

City Health Centre 63 175 

City Clinical Hospital # 5 74 62 

City Maternity Hospital # 2 53 96 

City Clinical Hospital of Emergency Care 59 57 

Children Infectious Diseases Hospital 21 48 

City Clinical Infectious Diseases Hospital 55 210 

Republican Clinical Center of Dermatovenerology 31 29 

Maternity Hospital # 3 101 220 

City Center of Dermatovenerology 48 97 

City Center of Coloproctology 6 5 

Hospital of Nursing Care 2 18 

Clinical Hospital of Children Surgery 29 38 

City Tuberculosis Hospital for Children  5 8 

City Clinical Hospital # 3 40 54 

Center for Treamtment of Bareness  5 5 

Republican Center of Vertebrology 5 14 

Research Institute of Obstetrics and Gynecology 115 184 

Republican Clinical Center of Psychiatry 9 34 

Oncologic Center  85 120 

Republican Cardiologic Center  42 68 

National Center of Health 306 362 

Republican Center of Cardiac Surgery 57 72 

Republican Clinical Center of Ophtalmology 22 34 

Republican Center of Narcology 28 59 

Republican Center of Urology 30 45 

Diagnostic Center  17 7 

Republican Clinical Psychiatric Hospital 19 31 

Republican Center of Orthopedics and Traumatology 14 20 

Hospital for Occupational Diseases 6 11 

Scientific Rsearch Institute of Plastic Surgery 6 5 

Republican Center of Mental Health 5 6 

Specialized Center of Dermatovenerology 6 18 

Total number of doctors and nurses working in acute care  
facilities    1 390 2 203 

Total number of doctors and nurses working in LTC  
Facilities 40 97 

GRAN TOTAL 1 430 2 300 
Source: Survey findings conducted under the current master planning exercise 
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Utilization 
 
The hospital admission rate reported in 2009 for Dushanbe facilities is considerably high at 16,61 per 100 
population compared to the rate of 11.2 admissions per 100 population nationwide. The reported average 
occupancy rate in Dushanbe’s acute care hospitals is 64% for an ALOS of 9,5 days. Once more, when 
assessing the admission rate per population for Dushanbe, it should be taken into account that it is not 
possible to identify the origin of the patients and to determine precisely the catchment’s population served by 
these hospitals (proportion of population living in Dushanbe and proportion of population coming from other 
rayons).  
 
 
Breakdown of beds per discipline 
 
The sharing of beds per specialty in Dushanbe’s hospitals as well as their respective utilization rates are 
described in the table below:  
 
 

BREAKDOWN OF BEDS PER SPECIALITY IN DUSHANBE HOSPITALS 

Specialty Number of 
beds 

Number of 
admissions 

Number of bed 
days 

ALOS (days) Occupancy rate 
(%) 

General medical 
specialties  

1 170 22 125 280 442 12,7 65,66% 

Surgical specialties 990 24 695 260 062 10,5 71,90% 

ICU 113 2 326 12 145 5,22 29,50% 

Pediatrics 571 12 801 116 467 9 55,90% 

Gyne-Obs 616 26 548 139 604 5,26 62,10% 

Other beds (including 
LTC beds) 

2 021 26 586 529 022 19,9 71,70% 

Sub-total 5 481 115 081 1 337 742 11,62 66,86 

Day Beds 128         

TOTAL BEDS 5 609     

Source: Survey findings conducted under the current master planning exercise 

 
 
The following comments are presented based on the data presented above:  
 
 

GENERAL COMMENTS ON EXISTING BEDS PER SPECIALTY AND GUIDANCE FOR THE RESTRUCTURING STRATEGY 

SPECIALTY GENERAL COMMENT GUIDANCE PROVIDED FOR THE RESTRUCTURING 

STRATEGY 

Medical specialties With 20,85% of the total of beds, 
medical specialties have 65,66% 
occupancy rate for an extended 
ALOS of more than 12,5 days 

Considerable downsizing of the number of beds in 
these specialties appears to be required taking 
into account current ratios and targeted admission 
rates, desirable rates of day hospital, future 
occupancy rates and ALOS. 

Surgical specialties Surgical specialties represent 
17,65% of the total number of beds 
existing in Dushanbe and  
recorded in 2009 almost 72% of 
occupancy rate. The average 
length of stay is more than 10,5 
days. 
 

Reasonable downsizing of the number of beds in 
these specialties appears to be required taking 
into account current ratios and targeted admission 
rates, desirable rates of day hospital, future 
occupancy rates and ALOS. 

5 A-3-2-5



ICU Intensive care units totalize 113 
beds. The occupancy rate is very 
low with less than 29,5% for a 
short ALOS of 5,26 days 

These ratios do not appear to be coherent taking 
into account the fact that Dushanbe’s hospitals 
constitute the national reference level for high-
tech specialties and equipment.  
 
As ICU services are not developed at required 
level (with the sufficient staff and equipment) in all 
the rayons of the country (e.g. Khatlon oblast and 
RPP rayons), the activity recorded in Dushanbe’s 
hospitals for this discipline would be expected to 
be stronger.  
 
A specific analysis concerning this issue should 
be conducted in order to really identify the needs 
in this area and the required organization and 
resources (including for the referral of patients 
from other parts of the country). 

Pediatrics Pediatrics have a total of 571 beds 
(i.e. 10,18% of the total of beds). 
The occupancy rate is less than 
56% and the ALOS is 9 days 

Downsizing of the number of beds in this specialty 
appears to be required taking into account current 
ratios and targeted admission rates, desirable 
rates of day hospital, future occupancy rates and 
ALOS. 

Gyne-Obs Gyne-obs specialty represent 
10,91% of the total number of beds 
existing in Dushanbe. 
 
The occupancy rate is 62,1% for 
an ALOS of 5,26 days. 

Consequent downsizing of the number of beds in 
these specialties appears to be required taking 
into account current ratios and targeted  
admission rates (and number of deliveries), 
desirable rates of day hospital for gynecology, 
future occupancy rates and ALOS  (in particular 
when considering that the ALOS for a normal 
delivery should not exceed a maximum of 3 
days). 
 
As a rough estimation only, if we consider that a 
total of 20 859 deliveries will be performed in 
2020, and that 95% of these deliveries will occur 
in Dushanbe hospitals (i.e. 19 816 
deliveries/admissions), this means that 59 448 
bed hospitals will be required which represents 
(for a targeted occupancy rate of 80%), a total of  
204 beds.  
 
Obviously, additional bed capacity is required for 
other gyne-obs activities (with longer ALS) and 
also for the women transferred from the other 
oblasts and rayons. Nevertheless, the previous 
estimation confirms the general impression of 
overcapacity existing in Dushanbe for this 
discipline. 

 
 
Main findings 
 
As regards to current healthcare network and services utilization in Dushanbe, the following main findings 
can be delineated:   
 

- The number of facilities providing services at PHC level (not including specialized outpatient facilities) 
are in sufficient number (at least for 2009 population), but the number of family doctors and family 
nurses is not sufficient to really to provide the adequate PHC services to Dushanbe’s population. 
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- The number of PHC visits per capita in 2009 is relatively weak. This situation could be explained by 

at least two main factors:  
 

• Insufficient number of PHC staff, 

• Proximity of an extended and trusted hospital network which is preferred by the population 
(to the detriment of PHC services) inducing a predominance of services provided by 
specialized out-patient specialists and hospital care instead of family doctors. 

 
- Workloads and performance indicators in Dushanbe hospitals vary from one institution to the other . 

The figure 1 below presents the breakdown of hospitals according to different rankings of occupancy 
rates. 7 hospitals have an  occupancy rate inferior at 50%, and 21 facilities have an occupancy rate 
exceeding 70%. In the meantime, ALOS is relatively long in Dushanbe acute care hospitals, with 
more than 53% of hospitals reporting an average length of stay of more than 9 days and at least six 
hospitals with an ALOS exceeding 14 days (Cf. Figure 2).  

 
FIGURE 1: SHARING OF DUSHANBE’S  HOSPITALS ACCORDING TO THEIR OCCUPANCY LEVELS 
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FIGURE 2: SHARING OF DUSHANBE’S ACUTE CARE  HOSPITALS ACCORDING TO THEIR ALOS  
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The 5 609 acute care beds existing in Dushanbe, represents 16 % of the total number of beds in the country. 
The 26% of Dushanbe’s acute care beds are located in scientific research institutes and university hospitals.  

The current situation is characterized by:   

• An oversupply of acute care beds,

• The existence of too many specialized hospitals

• An overlapping of activities and insufficient cooperation between facilities,

• The needs for enhancement of patients referrals procedures to tertiary care services
(from Dushanbe and other rayons),

• The needs to strengthen academic capabilities of University teaching hospitals in order to
improve the conditions for specialty training.

• Duplication of the clinical support services and of diagnostic and treatment equipment
considering spatial organisation problems (inducing Lack of coordination and
rationalization of diagnostic and treatment activities),

• Difficult management of human resources due to the scattering of medical services,

• High costs of maintenance

• Needs of large investments concerning the infrastructure of the buildings,

• Requirements for modernization of inpatient wards.

The maps below present the different facilities existing today in Dushanbe.  
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Proposed restructuring strategy 

The proposed restructuring strategy for Dushanbe is based on the planning parameters presented in the 
Chapter 2, adjusted to the context of the capital city of the Republic of Tajikistan. 

Future primary care network 

Number of facilities 

The restructuring strategy proposed for the strengthening of PHC facilities network in Dushanbe relies on the 
availability of one Comprehensive PHC Centre per 40,000 of the capital residents (versus 20 000 population 
in the other oblasts and rayons). The number of comprehensive PHC centres in 2020 can be estimated in 20. 

NUMBER OF COMPREHENSIVE PHC CENTERS REQUIRED BY 2020 IN DUSHANBE CITY 

Facilities 2010 

Number of 
comprehensive 

PHC 2015 

Number of 
comprehensive 

PHC 2020 

Urban Health Centre 12 19 20 

Republican Family Medicine Centre 1 

Oblast Reproductive Health Center  1 

Children Dental Polyclinc 1 

Oblast Dental Polyclinic 1 

Republican AIDS Centre 1 

City TB center for DOTS 1 

Khudjand Consultative Diagnostic Center 1 

IMCI centre for children 1 

Sub-total without dental 18 19 20 

Staff projections 

In compliance with the planning parameters, the targets to be reached in terms of PHC staff are recapitulated 
below:  

Target 2015 
1 GP per 2 000 pop 1 nurse per 1 000 pop 

1 GP to 1 500 pop low bracket 1 nurse to 750 pop 

1 GP to 1 200 pop high bracket 1 nurse to 500 pop 

1 ob&gyn/5 000 women of reproductive age 

Target 2020 

1 paediatrician/7 500 population under 14 years old 

The required numbers of these four categories of the medical personnel were calculated based on population 
forecasts for the next decade. The summary result is presented in Table below. 
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EXISTING AND FUTURE NUMBER OF GPS AND GP NURSES, SPECIALIST PAEDIATRICIANS AND GYNE-OBS 
AT PHC LEVEL 

Categories 
Number available 

in 2010 Target 2015 
Target 2020 
low bracket 

Target 2020 
high bracket

GP 147 379 547 684

Nurses and fedshers 346 759 1 095 1 095 

Number of Paediatricians 1 (RHC) 33 33 

Number of Gyne-Obs 1 (CDH) 44 44 

The data presented shows the need for major increase in the number of family doctors or general 
practitioners (GPs) and GP nurses.  

33 paediatricians and 44 ob&gyns are also required to work at PHC level in order to provide the adequate 
support to family doctors in the of antenatal and postnatal care and diagnostics and treatment of childhood 
illnesses and gynaecologic diseases. 

Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should 
be established for the next decade in order to match the real needs of the rayon. Recommendations for such 
plan will be provided through the on-going technical assistance on the development of the National Human 
Resources Strategy for Health Sector.  

Assumptions concerning primary care util ization 

The table below presents the current PHC activity, as well as the anticipated workloads for 2015 and 2020 
based on the defined parameters described in the Chapter 2.  

CURRENT AND PROJECTED NUMBER OF VISITS TO PHC FACILITIES IN DUSHANBE CITY 2009, 2015, 2020 

Office visits Home visits Total PHC 

Number 
of 

visits/pop 

PHC 
consultation 

with a GP 

PHC 
consultation 

with a GP 
nurse 

2009 682 119 123 978 806 097 1,15 N/A N/A 

Target 2015 2 920 528 3,85 1 752 317 1 168 211 

Target 2020 4 024 068 4,9 2 414 441 1 609 627 

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020 (as defined in the planning parameters) will 
mean that number primary care consultations are anticipated to increase by almost 5 times over the next ten 
years. Nevertheless, this increase in PHC activities (to the detriment of specialized outpatient services and 
hospital care) constitute a crucial issue to achieve a better balance in terms of healthcare efficacy, 
effectiveness and efficiency correlated with the overall sustainability of the system. 
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Hospital sector reconfiguration 

The following general orientations can be proposed for the restructuring of Dushanbe hospital network :  

- The first recommendation consists in setting up a “Hospital Holding” grouping the existing academic
hospitals. This hospital holding should be managed by a single authority but the hospitals involved will
remain autonomous entities with day-to-day management autonomy

Arguments in favour of this restructuring process :  

• A unique and comprehensive “Strategic Plan” for the new “Holding Hospital”,

• A unique and coherent investment plan,

o An organisation led by a board with a clear focus and supported by robust and appropriate
governance arrangements throughout the organisation

o A board with a shared agenda,
o A clear vision and strategy based on the engagement and involvement of key stakeholders,
o A robust internal systems and processes relating to governance, funding, monitoring and

delivery,
o A good track record of delivering plans such as cost improvement and efficiency

programmes,
o A strong track record of financial performance supported by robust governance

arrangements and internal controls.
o This new hospital holding will also create capacity to tackle drugs management, to share

certain support services, to obtain economies of scales, to set up an adequate and
successful staff deployment, to improve the profitability of diagnosis and treatment
equipment, etc.

- The 6 general city hospitals should be modernized with a reduction of the number of beds and
repositioned as first referral hospitals, in order to avoid auto-referral to the university hospitals :

• Upgrading of its clinical support services,

• Development of ambulatory care (one day surgery and day hospital)

• Internal restructuring and new hospital governance.

- Strengthening of the children specialized academic hospital in order to substantiate its role as National
reference institution for childhood including all required specialized services and technologies, with a
triple mission : patient care, education and training, research.

- Strengthening of the University Specialized hospital in oncology to become the National Cancer Institute
(with a comprehensive diagnostic and treatment technological platform). The National Cancer Institute in
Dushanbe could play an important role in terms of coordination of the different providers working on
oncological issues, definition of prevention strategies and information campaigns, organisation of
screening programmes, coordination of  clinical approaches, registration of patients and research
activities.

- The future of psychiatric hospitals should be considered and planned in compliance with the National
Mental Health plan to be elaborated in the next years (recommendation of the present master plan) in
order to provide a coherent framework for the organisation of future psychiatric services and community
based treatments.
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- A National reference Institute for cardiology and cardiac surgery should be created thanks to the merger
of the currently two separate institutions

- Transfer of activity from part of the existing specialized hospitals to the general hospitals of Dushanbe

Projected Inpatient Capacity and Utilization 

Taking into account the forecast population growth and the targets in terms of admission rates, average 
length of stay and occupancy rate, significant decrease in the number of general or acute care beds should 
be planned in Dushanbe as illustrated in the table below:  

 NUMBER OF ACUTE CARE BEDS AND HOSPITAL UTILISATION RATES PROJECTIONS FOR DUSHANBE CITY 

2009 Target 2015 Target 2020 

Number of beds 4 719 3 034 2 874 

Inpatient admissions 116 404 91 029 98 549 

Number of admissions per 100 pop  
(for Dushanbe’s population) 16,61 12 12

Number of tertiary care inpatient  
Admissions referred from other oblasts and rayons 50 400 54 000 

% Day hospital admissions  0% 15% 20% 

Number of day admissions 0 13 654 19 710 

Number of surgical procedures/100 3,18 3,5 5 

Number of surgical procedures (secondary care) 22 303 26 550 41 062 

%  Ambulatory surgeries 5% 15% 30% 

Number of ambulatory surgeries (secondary care) 1 115 3 983 12 319 

Number of inpatient surgeries (2nd care) 22 303 41 310 57 431 

Number of inpatient admissions (2nd care) 115 289 73 393 66 520 

Average length of stay 9,51 7 7 

Number of bed days 1 107 475 866 548 843 642 

Occupancy rate (%) 64,30 78,25 80,42 

Number of deliveries 17 685 20 785 20 859 

 The number of patients referred from other rayons is estimated as follows:  

Referral from other rayons 
Pop 2010 Pop 2015 Pop 2020 

Rayons Total  4 000 000 4 200 000 4 500 000 

Number of admissions 504 000 540 000 

Number of referred admissions to tertiary care 50 400 54 000 

Number of surgical procedures 147 000 225 000 

Number of day surgeries 22 050 33 750 

Inpatient surgeries 124 950 191 250 

Number of surgeries referred to tertiary care 18 743 28 688 

According to the targets defined, a maximum of 2,900 acute care beds are needed in Dushanbe by the year 
2020, which implies up to 38,5% reduction of the existing capacity of general beds.  
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Up to 20,85 thousand deliveries per year can be expected by the year 2020 in the population of Dushanbe 
(with 95% performed at hospital level). If we consider that a total of 8 326 deliveries will be referred to 
Dushanbe’s hospitals from other oblasts and rayons (as described in the table below), this means that a total 
of 29 185 deliveries will be performed in Dushanbe’s hospitals. 

ESTIMATION OF ANNUAL NUMBER OF PREGNANT WOMEN TRANSFERRED TO DUSHANBE HOSPITALS 

Obalst 
Annual number of 

births (2020) 

%  pregnant women 
transferred to 

Dushanbe hospitals Number 

Khatlon 92 529 4% 3 701 

RPP 55 287 7% 3 870 

Sogd 73 500 1% 735

Gbao 3 995 0,5% 20

TOTAL 225 311 8 326 

Proposed restructuring plan per hospital 

The table below presents the proposed restructuring strategy per hospital based on the orientations 
presented above:  
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Proposed restructuring Strategy for each of Dushanbe’s hospitals 

Hospital Total Beds Admissions Bed days ALOS 
Occupancy

rate 
Proposed  restructuring strategy 

Research Institute of Gastroenterology 100 0 0             -      70% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Republican Hospital # 1 (Dermatovenerology) 50 756 13785 76% 
To be integrated within the hospital holding grouping the 
academic hospitals 

Children Hospital # 2 149 3070 42429         13,8   78% 

To be merged within  the “new” unified  paediatric 
specialized hospital proposed to be created in Dushanbe  
(by merger of the various children facilities existing 
today). 

City Scientific Centre 29 1409 5063           3,6   48% 
Role and scope of this facility to be clarified before 
proposing a restructuring process 

City Health Centre 442 17249 122005           7,1   76% 
To be maintained with a reduction in the number of beds 

City Clinical Hospital # 5 190 4515 54058         12,0   78% 

To be maintained with a reduction in the number of beds, 
upgrading clinical support services, development of 
ambulatory care and internal restructuring (including new 
hospital governance model) 

City Maternity Hospital # 2 130 8394 37136           4,4   78% To be maintained with equivalent number of beds 

City Clinical Hospital of Emergency Care 174 6163 39837           6,5   63% To be maintained  with a reduction in the number of beds 

Children Infectious Diseases Hospital 184 4006 28529           7,1   42% 

To be transferred to the “new” unified paediatric 
specialized hospital proposed to be created in Dushanbe 
(by merger of the various children facilities existing 
today). 

City Clinical Infectious Diseases Hospital 390 4848 86671         17,9   61% Number of beds to be reduced 

Republican Clinical Centre of Dermatovenerology 160 724 14338         19,8   25% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Maternity Hospital # 3 170 9036 56673           6,3   91% To be maintained with equivalent number of beds 

City Centre of Dermatovenerology 50 715 7180         10,0   39% To be merged with general hospitals 

City Centre of Coloproctology 20 654 4744           7,3   65% To be merged with general hospitals 

Hospital of Nursing Care 80 1186 24511         20,7   84% Long Term Care facility 

Clinical Hospital of Children Surgery 76 2358 26476         11,2   95% 

To be merged within  the “new” unified  paediatric 
specialized hospital proposed to be created in Dushanbe  
(by merger of the various children facilities existing 
today). 

City Tuberculosis Hospital for Children  50 82 6927         84,5   38% 

To be transferred to the “new” unified paediatric 
specialized hospital proposed to be created in Dushanbe 
(by merger of the various children facilities existing today) 

City Clinical Hospital # 3 165 3785 55328         14,6   92% 

To be maintained with a reduction in the number of beds, 
upgrading clinical support services, development of 
ambulatory care and internal restructuring (including new 
hospital governance model) 

Centre for Burn Treatment 10 1171 3047           2,6   83% To be merged with general tertiary care hospitals 

Republican Centre of Vertebrology 25 468 11700         25,0   128% 
To be integrated within the hospital holding  grouping the 
academic hospitals 
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Research Institute of Obstetrics and Gynaecology 218 1379 18577         13,5   23% 
 To be maintained as a separate institution taking into 
account the current location of this Institute 

Republican Clinical Centre of Psychiatry 30 288 10739         37,3   98% 

Requirement for a National Mental Health Plan in order to 
provide a coherent framework for the organization of 
future psychiatric services: reduction in the number of 
beds, transformation of part of the psychiatric hospitals 
into other facilities, development of community based 
treatments. 

Oncology Centre 235 3226 50841         15,8   59% 
To be strengthened in order to become the National 
Cancer Institute, reference for the whole country 

Republican Cardiologic Centre  192 6071 57376           9,5   82% 

To be merged with the cardiac surgery republican centre 
in order to become a National reference Institute for 
cardiology and cardiac surgery 

National Centre of Health 1085 24437 262874         10,8   66% 
 To be integrated within the hospital holding grouping the 
academic hospitals 

Republican Centre of Cardiac Surgery 100 2443 23583           9,7   65% 

To be merged with the Republican Cardiology centre in 
order to become the National reference Institute for 
cardiology and cardiac surgery 

Republican Clinical Centre of Ophthalmology 80 4173 27200           6,5   93% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Republican Centre of Narcology 100 1930 21953         11,4   60% To be maintained 

Republican Centre of Urology 65 1296 10093           7,8   43% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Diagnostic Centre  10 0 0             -      0% To be maintained as outpatient specialized facility 

Republican Clinical Psychiatric Hospital 700 1300 242000       186,2   95% 

Requirement for a National Mental Health Plan in order to 
provide a coherent framework for the organization of 
future psychiatric services: reduction in the number of 
beds, transformation of part of the psychiatric hospitals 
into other facilities, development of community based 
treatments. 

Republican Centre of Orthopaedics and Traumatology 20 681 7269         10,7   100% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Hospital for Occupational Diseases 50 1026 9694           9,4   53% LTC facility 

Scientific Research Institute of Plastic Surgery 20 0 0             -      0% 
To be integrated within the hospital holding  grouping the 
academic hospitals 

Republican Centre of Mental Health 30 362 9484         26,2   87% 

To be integrated within the hospital holding  grouping the 
academic hospitals (to be restructured in compliance with 
the National Mental Health Plan) 

Specialized Centre of Dermatovenerology 30 421 9016         21,4   82% To be merged with general hospitals 

TOTAL ACUTE CARE 4 719 116 404 1 107 475           9,5   64% 
Number of beds after the restructuring process:  
2 900 acute care beds 

TOTAL LONG TERM CARE  890 3 218 293 661         91,3   90% 

TOTAL BEDS 5 609 119 622 1 401 136         11,7   68% 
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The list of hospitals proposed to be included in the hospital holding, as well as their future number of beds are 
presented in the table below. The bed capacity per hospital was calculated based on the current workloads 
and performance indicators, the targeted ALOS and desirable rates of day hospital.  

LIST OF HOSPITALS PROPOSED TO BE INCLUDED IN THE HOSPITAL HOLDING 

Hospital 
Current number of

beds 

Number of beds 
proposed for 

2020 

Reasearch Institute of Gastroenterology 100 50 

Republican clinical centre for 
dermatovenerology 160 50 

Republican vertebrology Centre 25 25 

National Centre of Health 1085 650 

Republican Clinical Centre of 
Ophthalmology 80 40 

Republican Centre of Urology 65 50 

Republican Centre of Orthopaedics and 
Traumatology 20 20 

Scientific Research Institute of Plastic 
Surgery 20 20 

Republican centre of Mental Health 30 20 

TOTAL ACUTE CARE 1 605 925 

Staff projections 

The projections for the medical and nursing staffing for hospital network is related to the bed capacity 
planned for Dushanbe. The proposed staff numbers have been calculated using the expected higher 
workload and occupancy rates as a result of the bed number optimization, which will require more intensive 
staff input and as a result higher than current total staff to bed ratio. A change in the current doctor to nurse 
ratio in general hospitals is also expected through addressing the current imbalance between the medical and 
nursing professions, so that human resources are less centred on physicians. The resulting ratios suggested 
in the planning parameters section (see Chapter 2), were applied to Dushanbe’s Hospitals. The staff per bed 
ratios and derived estimates per staff category are presented in the table below. 

CURRENT AND PROJECTED STAFF TO BED RATIOS AND STAFF NUMBERS PER CATEGORY FOR DUSHANBE

(ESTIMATION FOR ACUTE CARE HOSPITALS ONLY) 

Current Projected

Ratios Numbers Ratios6 Numbers 
Number of Beds 4 719 2 900 
Doctors 0.29 1 390 0.50 1 450 

Nurses 0.46 2 203 1.13 3 277 

Administrative and other technical staff N/A 0.88 2 552 

Total staff 2.5 7 279 

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

Detailed inpatient staffing plans for each rayon should be elaborated  

6
 In compliance with the staffing ratios by hospital level presented in the planning parameters (Cf. Chapter 2), the figures applied to

Dushanbe’s hospitals correspond to the higher bracket (tertiary hospitals) 
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 Hi-tech medical equipment proposed standards for Dushanbe City 

The standards for high-tech medical equipment presented in the chapter 2 can not be applied within the 
same conditions and criteria in Dushanbe city where co-exists a high number of “Resarch Centres” and 
tertiary care hospitals. Furthermore, the population criterion can not be either applied, considering the fact 
that it is difficult to really apprehend the catchment’s population for high-tech medical equipment in 
Dushanbe,  as a number of patients are coming from other rayons (with or without referral) for outpatient and 
inpatient medical procedures. Indeed, without any information on the current origin of patients and 
considering the fact that the needs for high-tech equipment utilisation can not be based on the number of 
admissions transferred to Dushanbe’s hospitals, the estimation of catchment’s population for future use of 
high-tech equipment in Dushanbe can only be determined by extrapolation.  

In order to be able to delineate a global estimation on the number of units required in Dushanbe in the next 
decade, the following assumption is proposed:  

- It is considered that 10% of Khatlon and Gbao population will come to Dushanbe (with or without any
referral procedure) for a diagnostic and/or treatment procedure requiring high-tech,

- 5% of Sogb population considering the high medical and clinical levels available in this Oblast,
- The whole population of RPP rayons and Dushanbe city.

The table below presents the detailed sharing of population per oblast. 

ESTIMATION OF THE CATCHMENT’S POPULATION FOR HIGH-TECH MEDICAL IN DUSHANBE 

2010 2015 2020 
%on total population of 

Oblast and rayons 

GBAO 19 416 20 101 20 918 10% 

Khatlon 270 020 304 465 343 406 10% 

Sogd 110 770 122 968 136 567 5% 

RPP 1 591 748 1 792 149 2 017 780 100% 

Dushanbe 700 700 758 579 821 000 100% 

2 692 654 2 998 262 3 339 671 

The parameters were also revised and sometimes increased considering the specific context of Dushanbe 
city and the existing number of academic and tertiary care hospital. These standards are presented in the 
table below:  

HIGH TECH EQUIPMENT – INTERNATIONAL BENCHMARKS – PROPOSED STANDARD FOR TAJIKISTAN AND NUMBER OF

UNITS PROPOSED FOR DUSHANBE 

EQUIPMENT OECD
BENCHMARK 

(2009 OR LATEST

YEAR AVAILABLE) 

PROPOSED

STANDARD FOR 

TAJIKISTAN 

PROPOSED

STANDARD FOR 

DUSHANBE 

PROPOSED 

STANDARD OF 

EQUIPMENT FOR 

DUSHANBE IN

2015 

PROPOSED 

STANDARD OF 

EQUIPMENT FOR 

DUSHANBE IN

2020 

MRI Between 5 and 
10 units per 

million 
population 

0,7 to 1.2 unit 
per million 
population 

1.2 to 1.5 unit 
per million 
population 

3 5

CT Scans Between 10 and 
19 units per 

million 
population 

1,10 to 1,8 units 
per million 
population 

1,5 to 2,5 units 
per million 
population 

4 8
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Mammograph 
units 

Around 20 units 
per million 
population 

3.5 to 4.5 units 
per million 
population 

3.5 to 4.5 units 
per million 
population 

10 15

Radiation 
therapy 
equipment 

Between 4 and 5 
units per million 

population 

0,7 to 1,2 units 
per million 
population 

0,7 to 1,2 units 
per million 
population 

2 4

Angiograhy Between 3 and 4 
units per million 

population 

0,7 to 1 unit per 
million 

population 

1 to 1,5 unit per 
million 

population 

3 5

Lithotripsy Between 1 and 2 
units per million 

population 

0,5 to 0,8 unit 
per million 
population 

0,8 to 1 unit per 
million 

population 

2 3

Haemodialysis 
Between 40 and 

45 units per 
million 

population aged 
between 15 and 

59 years 

Between 200 
and 223 units 

per million 
population aged 

60 years and 
over 

50 to 60 units 
per million 
population 

50 to 60 units 
7
per million 
population 

38 50

Neonatology 
beds (level 1) 

French 
Benchmark: 
3/1000 births 

2/1000 births 2,5/1000 births
8

- 73

Neonatology 
beds (level 2 – 
Intensive 
Care) 

French 
Benchmark 

1,45/1000 births 

1/1000 births 1,2/1000 births
9

35

Neonatology 
beds (level 3 – 
Resuscitation 
unit) 

French 
Benchmark 

0,65/1000 births 

0,5/1000 births 0,65/1000 
births

10
20

ICU beds 
adults 

USA: 20 
beds/100 000 

population 
France: 9,3 

beds/100 000 
population 

UK: 3,5 
beds/100 000 

population 
Canada: 13,5 
beds/100 000 

population 
Belgium: 21,9 
beds/100 000 

population 
Germany: 24,6 
beds/100 000 

3,5 beds/100 
000 population 

4 beds/100 000 
population 

120 130

7 Estimation based on Dushanbe’s population only considering that haemodialysis units will also be provided in the other oblast and

rayons of the country 
8
 Based on the number of deliveries expected in Dushanbe by the year 2020 

9
 Idem 

10
 Idem 
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population 
Netherlands: 8,4 

beds/ 
100 000 

population 
Spain: 8,2 

beds/100 000 
population 

Angiography 
Opthalmology 

0,75 unit/100 
000 population 

0,75 unit/ 
100 000 

population 

22 25

Echograph 
general 
purpose 

5,50 unit/100 
000 population 

5,50 unit/100 
000 population 

165 185

Echograph 
Opthalmology 

OECD 
benchmark: 0,72 

0.5 unit/100 000 
population 

0.5 unit/100 000 
population 

15 17

Defibrillator 5 unit/100 000 
population 

5 unit/100 000 
population 

150 167

Gamma 
Camera 

0,10 per 100 000 
population 

0,15 per 100 000 
population 

4 5

Dental Unit 5 per 100 000 
population 

5 per 100 000 
population 

Based only on 
Dushanbe 
population 

38 41

X-ray unit 1 unit/100 000 
population 

X-ray unit
mobile

3 unit/100 000 
population 

Depending on 
the number of 

hospital 
remaining in the 

system 

Depending on 
the number of 

hospital 
remaining in the 

system 

X-ray
hemodynamic
unit

0,20 unit/100 
000 population 

0,20 unit/100 
000 population 

6 7

Extra 
corporeal unit 

0,10 unit/100 
000 population 

0,10 unit/100 
000 population 

3 4

Emergency equipment and transportation means including one sanitary helicopter for patients 
transport and evacuation from and to Dushanbe hospitals 
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CHAPTER  1. GENERAL CONTEX, OBJECTIVES AND SCOPE 
OF TAJIK HEALTHCARE MASTERPLAN 

1.   INTRODUCTION  

1.1. Objectives and scope of healthcare Master Plan 

Tajikistan is undergoing a complex transition from a health system inherited from the Soviet period to new 
forms of management, financing and health care provision. One of the main challenges for the future will be 
to reorient the health system towards primary care and public health rather than hospital-based secondary 
and tertiary care. 

The purpose of the Healthcare Facilities Master Plan is to propose a fair and efficient distribution of 
outpatient and inpatient services all over the country, with an adequate sharing between primary, secondary 
and tertiary care facilities. The main objective is also to restructure the healthcare system, in order to be in 
compliance with the best international practice and standards, and to reach the following targets:  

- Improving the access of the population to healthcare services and increasing equity in the provision 
of services, 

- Ensuring healthcare quality and safety, 

- Rising efficacy, efficiency, productivity and cost-effectiveness, 

- Setting-up of planning procedures and regulation rules, 

- Implementation of alternative models for hospital services delivery (i.e. modern day practice clinic, 
ambulatory care, day surgery and outpatient services), 

- Developing the coordination and complementary with other partners and with social sector, 

- Reducing regional discrepancies in terms of primary care and hospital services available. 

Another objective of the present master plan is to develop a long term vision and strategy for an efficient, 
sustainable and equitable healthcare network and should serve as the key conceptual document to direct 
future infrastructure investments in health sector.  

The drawing-up of the Tajik healthcare facilities Master Plan has:  

- Taken into consideration the actualities of the country in terms of affordability, socio-economic 
context and human resources constraints and opportunities. 

- Been driven  by the following criteria:  

 Answer to the healthcare needs of the population, 

 Enhancement of healthcare quality and safety, 

 Delivering of healthcare services in a more effective and efficient way. 

The National Healthcare facilities Master Plan for Tajikistan is made up of three deliverables:  

 

DELIVERABLE 1: Healthcare facilities master plan and restructuring strategy per Oblast 

 

DELIVERABLE 2: Healthcare master plan per rayon 

From the defined planning parameters agreed with the MoH and the working group, a matrix of analysis was 
developed for each rayon of the country combining both: 

- On one hand, a presentation of existing facilities, current workloads and performance indicators, 
sharing of activity between primary and specialized care, workforce available at PHC and hospital 
levels, 

- On other hand, the proposed restructuring strategy and facilities to be retained and strengthened 
within the system taking into account the agreed planning parameters.  
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For each rayon, the following indicators are presented:  

 Number of needed comprehensive PHC according to the population and its anticipated 
growth for next decade, 

 Staff projections at PHC level including number of family doctors, family nurses, 
gynaecologists-obstetricians, paediatricians. 

 Assumptions concerning future utilisation ratios for PHC services, 
 Overall hospital sector reconfiguration for the rayon, 
 Number of acute care beds and hospitals for the rayon, 
 Anticipated hospital workloads, 
 Desirable rates and targeted ratios for modern day practice clinic, 

 

For each rayon, a set of maps was developed illustrating the current existing facilities, population density and 
access-times, as well as the proposed scenario. 

 

DELIVERABLE 3: Implementation plan including: 

 Implementation strategy with a detailed delineation of key milestones, monitoring tools, 
committees to be implemented,  

 Phasing of activities, 
 Implementation plan matrix, 
 Monitoring and evaluation indicators, 
 Global estimation of investment costs induced by the master plan. 

1.2. Methodology  

1.2.1. Analysis of the current situation 

The analysis of the current situation has constituted a crucial stage in the drawing-up of the present 
healthcare facilities master plan at macro and micro levels as described below:  

Macro level analysis 

A comprehensive analysis of the general context of the country, as well as of the current undergoing reforms 
was conducted in order to constitute the �“referential�” on the basis of which the restructuring strategy has 
been determined with in particular: 

 The health policy, current health and financing reforms, approved National Health Strategy, 

 The institutional organisation of the health sector at national and local levels, 

 The main stakeholders involved (including the International Development Partners), 

 The health financing system (including the capitation model for PHC and the proposed case-based 
payment for hospital sector) 

 The demographic transition, morbidity and epidemiological profile and evolution of the last years, 

 The geographical and socio-economic disparities, 

 The hospital service restructuring concept for 2006-2010 

Micro level analysis 

Five survey questionnaires have been developed in order to collect the data from oblasts, rayons, hospitals, 
and PHC centres. A specific questionnaire was also elaborated for Dushanbe taking into account the 
specificities of the capital city.  

A differentiated approach was developed depending on the number and categories of healthcare facilities:  

- Full account survey for oblasts, rayons, cities, Republican hospitals, Scientific and research 
institutes, oblast hospitals, central rayon hospitals, specialized hospitals, dispensaries, maternity 
houses, urban health centres, rayon health centres, emergency health stations,  

- Representative sample for rural district hospitals, rural health centres, specialized outpatient centres, 
health houses 
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The survey methodology and questionnaires structures were built in order to guarantee a minimum level of 
reliability of the data collected on both quantitative and qualitative aspects (e.g. cross check of the data using 
the different levels of questionnaires). Before generalisation in all oblasts and rayons, the questionnaires 
were tested in several rayons and facilities.  

1.2.2. Data collection and compilation – Development of healthcare database  

A total of 646 questionnaires were digitalised in the MS Access database developed within the Master Plan 
exercise:  

- 4 questionnaires corresponding to the 4 oblasts of the country, 

- 62 questionnaires related to the Rayons and main cities of the country, 

- 190 hospital questionnaires, 

- 390 primary health care centres and health houses. 

The data collected was compiled and analysed from the following perspectives:  

- Geographical disparities in terms of healthcare services available from both qualitative and 
quantitative aspects, 

- Utilisation rates and workloads including performance indicators for the different categories of 
facilities, 

- Resources available: staffing, equipment and financial, 

- Population accessibility to the different levels of care, 

- The main problems hindering the appropriate, effective and efficient functioning of the system. 

The data collected constitutes the core information from which it has been possible to analyse the current 
situation, to identify sustainable possible options and to define, in close liaison with the MoH and the working 
group, the proposed reconfiguration strategy and future healthcare facilities network.  

Furthermore, this database constitutes an important planning, management and monitoring tool, available for 
the MoH and chief doctors in oblasts and rayons, providing relevant information as regard facilities, 
workloads, physical status, level of equipment, staffing, etc.  

1.2.3. Definition of planning parameters for decision making and benchmarking 

The development of the Health Care Facilities Master Plan and Restructuring Strategy for the Republic of 
Tajikistan implies the definition of new planning standards to guide the future development of healthcare 
network. The establishment of these parameters proceeds from an analysis of the current situation and 
available resources compared with international trends and benchmarks, in order to determine the relevant 
standards and ratios for the Republic of Tajikistan. These parameters were displayed in the context of the 
dual epidemiological profile characterizing the Republic of Tajikistan: on one hand communicable diseases 
has returned as a major issue in Tajikistan population, on the other hand the main causes for death are 
similar to Western Europe and OECD countries with an increasing prevalence of non communicable 
diseases (Cf. Chapter 2 for the exhaustive presentation of these parameters).  

1.2.4. Development of Geographical Information System (GIS) 

More than 200 maps were developed for illustration of the master plan. All the healthcare facilities existing in 
the country were plotted in the Geographical Information System, representing a total of more than 3 000 
facilities. 

For the drawing-up of the present healthcare sector Master Plan, the access times were estimated based on 
reliable information and data, using the more adequate and efficient approach to assess this parameter. 

1.2.5. Working group composition and meetings 

A working group was established within the MoH (see annex).  
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1.2.6. Sites visits 

A number of field visits were organised at facility level in order to complete the existing data and to visit the 
different categories of healthcare facilities: i.e. rayon and rural health centres, health houses, specialized 
outpatient centres, various categories of hospitals (Oblast reference hospitals, central rayon and rural 
hospitals, specialized facilities and dispensaries). These sites visits were also the occasion to conduct the 
relevant interviews and discussions with the local health authorities at oblast and rayon levels. 

Several hospitals and outpatient facilities were also visited in Dushanbe (sample of Republican and research 
centres, general and city hospitals, emergency and maternity specialized facilities, etc.).  

A number of meetings were organised with the main stakeholders at national level:  Minister of Health, 
Deputy ministers, Directors of health departments under the Ministry of health, Representative of 
International Development Partners, etc. 

1.2.7. Round tables for presentation of the draft master plan   

A total of five round tables were organised in October 2010 with the representatives of the oblasts, rayons 
and facilities in order to present the draft master plan outputs and the proposed restructuring strategy per 
oblast and rayon.  

Around 300 participants have attended these round tables. 

The round tables were the occasion:  

- To remind the main planning parameters defined for the development of the master plan, 

- To present the outputs of the analysis of the current situation at oblasts and rayons levels, 

- To expose the restructuring strategy proposed, 

- To debate and clarify the issues raising from the previous. 

1.2.8. Training activities 

The master plan do not constitute an end in itself but rather marks the beginning of a new period which will 
embark on major transformations in the healthcare network organisation and configuration, healthcare 
delivery models, management of the structures. 

Five training sessions were implemented between October and November 2010 in the four oblasts of the 
country and in Dushanbe city. The general goal of these interactive training sessions was to facilitate the 
development, implementation and appropriation of the master plan by the main stakeholders in order to 
ensure the modernization and consolidation of the health sector in the Republic of Tajikistan.  

These training sessions were aimed to provide : 

 

- A comprehensive understanding of the methodology used to elaborate the masterplan and of the 
different reconfiguration processes recommended in the final document, 

- A good knowledge of the strategy to implement the Masterplan, for each reconfiguration process, 

- An opportunity to develop skills and knowledge in terms of monitoring tools and mechanism to 
assess and measure the results of the reconfiguration strategy. 

2. STRATEGIC AND SOCIO-ECONOMIC CONTEXT 

2.1. Geographical characteristics and country background 

Tajikistan is a country located in its southeast part of the Central Asia. In the west and the north it borders 
with Uzbekistan and Kyrgyzstan, in the south - with Afghanistan, and in the east, in its mountainous part, 
with China. The land mass of the country occupies 141,510 sq. km. The terrain is mostly mountainous, with 
mountains covering 93% of the surface territory.  More than half of Tajikistan lies above an elevation of 3,000 
meters. Even the lowlands, which are located in the Fergana Valley in the far north and in Khatlon Oblast in 
the southwest, are well above sea level.  
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Because of the mountainous terrain most of the country is linked by road, not railways. The Tajik road 
network is nearly 30,000 km long, but roughly one-third of this is un-surfaced, requiring extensive 
maintenance and investments. On the whole, asa legacy from Soviet times, Tajikistan's road system is 
relatively well developed reaching most settlements within the country, although years of civil war and 
economic difficulties have degraded the system's quality. Roads in the mountainous areas are usually closed 
between early November and May due to the harsh weather conditions. During the last decade several 
major road infrastructure projects were implemented which contributed to the improved population and basic 
infrastructure accessibility and foreign external transport links. These projects included the construction of a 
road tunnel under the Chormaghzak pass and Ozodi (Liberty) tunnel south of Dushanbe, rehabilitation of the 
Dushanbe-Chanak road connecting Tajikistan with Uzbekistan and the trans-border bridge and road 
between Tajikistan and  

Afghanistan.  

The mountainous rugged terrain, climatic conditions and problems with road infrastructure presents 
specific and unique challenge for planning of the health infrastructure in the country and 
accentuates the importance of the population access times to health facilities as one of the key 
planning parameters.  

The health infrastructure and human resources needs generally differ for urban and rural residents. Majority 
of the Tajikistan population lives in rural places. Out of the total 7,529.6 thousand population of the country, 
73.6% resides in rural areas and the share of the rural population is slowly increasing over the time due to 
the higher population growth rate (Agency of Statistics of Tajikistan, 2010).  

There are four levels of governance and self-governance Oblast (province), rayon (district) and villages. At 
each level there is an executive body (khukumat) and an elected advisory body (majlis). There are oblast/city 
and rayon level administrations (khukumats), as well as village administrations (jamoats). The heads of 
oblasts and rayons are appointed by the president. The oblast khukumats are responsible for overall 
strategic direction of the health sector and resource allocation. Rayon administrations and jamoat councils 
organize actual financing and provision of health services to their inhabitants.  

After numerous changes in territorial administrative divisions �– there are now five main administrative-
territorial units: the three oblasts are Khatlon (main city, Kurgan-Tyube), Sogd (main city, Khodjand) and the 
Gorno-Badakshan Autonomous Oblast (GBAO; main city, Khorog). This latter region is distinguished with 
geographical access problems and has higher degree of self-governance. Dushanbe City also has oblast 
status. In addition, there are 13 special districts (RRP-rayons of republican subordination) that are 
independent from oblasts and report directly to the central state authorities. The country has 17 cities, 74 
towns, 58 districts (rayons) and 367 jamoats. Under the current master plan the recommendations for 
oblast and rayon level health network modernization are provided. Elaboration of the detailed master 
plans and their implementation strategies will be the responsibility of the respective oblast and rayon 
health authorities.  

Tajikistan inherited considerable environmental problems. Polluted soil as a result of the narrow 
specialization in cotton production during the Soviet times is further contaminated with domestic waste both 
in rural areas and cities. The development of the irrigation network has led to water shortages and 
widespread salination of the soil (EIU, 2006). Radioactive waste in rural areas of Sogd and Khatlon and the 
widespread use of asbestos for roof constructions are other environmental challenges with as yet unknown 
consequences for population health. The country also experiences frequent floods, mudslides after heavy 
rains due to deforestation and soil erosion, which leads to water pollution (Khodjamurodov & Rechel, 2010).  

Generally population has fairly high access rate to the safe water resources: up to 93% of household in 
urban areas and 61% in rural settings reports improved drinking water supply. However, attainments have 
not evenly benefited the nation. E.g. GBAO and Khatlon fair significantly lower than national average - only 
51.4% and 54.7% of households respectively with safe drinking water. Weak or non-existent water and 
sanitation infrastructure can lead to a myriad of health problems including parasitic infection, dysentery, 
typhoid, and viral infection. In fact, the water-borne diseases may account for up to 40% of the burden 
caused by the infectious diseases (WHO, 2006) .  This increases the demand for health services in 
respective areas and justifies relatively higher than national average supply of facilities and beds. 

2.2. Socio-economic situation 

Despite the impressive progress achieved in the last decade, Tajikistan is still the lowest income country in 
Central Asia. The estimated per capita GNI is estimated at $700 (Atals Method, The World Bank, 2009). 
Because of a lack of employment opportunities in Tajikistan, nearly half of the labour force works abroad, 
primarily in Russia and Kazakhstan, supporting families in Tajikistan through remittances.  
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Before the onset of the global financial crisis in 2008, Tajikistan was the labour exporting country with the 
highest share of GDP (45 per cent) generated through remittances (Ratha & Mohapatra, 2010). Less than 
7% of the land area is arable. Cotton is the most important crop, but this sector is burdened with debt and 
obsolete infrastructure. Mineral resources include silver, gold, uranium, and tungsten. Industry consists only 
of a large aluminium plant, hydropower facilities, and small obsolete factories mostly in light industry and 
food processing.  

In the early 2000ies the country economic was recovering with a rapid pace after the severe damage to 
economic infrastructure and sharp decline in industrial and agricultural production caused by the civil war. 
Economic growth reached 12.7% in 2004, but dropped below 9% in 2005-08, as the effects of higher oil 
prices and then the international financial crisis began to register - mainly in the form of lower prices for key 
export commodities and lower remittances from Tajiks working abroad, due to the global economic downturn. 
In 2009 GDP growth dropped to below 3% as a result of the world recession.  

The outlook for 2011 is cautiously optimistic mainly due to stabilizing external environment and strong 
hydropower production. The GDP is expected to grow by 5.5% in 2010 as exports are picking up and the 
remittances rebounded by 25% compared with the first half of 2009 (The World Bank, 2010). The Tajikistan's 
economic situation remains fragile due to uneven implementation of structural reforms, widespread 
unemployment, seasonal power shortages, and the external debt burden. Poverty was widespread but as a 
result of economic growth during the last decade poverty rates have fallen between 1999 and 2009 from 
83% to 47%. Yet, more than third of the population still lives in poverty. Poverty status generally affects 
people�’s health and their ability to access healthcare. Certain health conditions disproportionately affect the 
poor through lack of access to water and sanitation, proper nutrition, and adequate housing. Beyond 
exposures that increase the likelihood of disease, poverty is linked to reduced access to healthcare through 
inability to pay for transportation, user fees, and medication.  

Existence of relatively large number of poor families that are susceptible to poor health and financial 
access problems in Tajikistan further aggravates the geographical access issues identified above 
and should be taken into account while planning the population proximity parameters of health 
infrastructure.  

While infant and child mortality and other poverty and social indicators have improved in the last decade, 
following the post-independence decline due to the civil war and the disruption in public services, social 
protection programs remain constrained by insufficient public spending and also by the population growth.  
As a result, the Income disparities are yet large�—Tajikistan�’s Gini coefficient is 0.51�—and they differ by 
region. For example, up to 70% of the population in Sogd was poor, compared with only 43% in Dushanbe in 
2008. Food insecurity is also high, varying according to location and season. About 27% of children under-5 
is stunted�—the highest of any country in the Commonwealth of Independent States (CIS)�—and up to one 
fourth of households reported inadequate access to food (The World Bank, 2009). The health network 
planning should also reflect significant income and regional socio-economic inequalities currently 
observed in Tajikistan that are less likely to be completely eradicated during the next decade.  

2.3. Demographic and epidemiological context 

Demographic factors are also of paramount importance for health sector master planning. During the Soviet 
era, Tajikistan had one of the highest birth rates compared to other republics. In the 1980s, the rate of 
natural population growth was about 3%, and although the next decade �– the decade of civil war and 
economic crisis �– saw a dramatic decline in the growth rate to 1.1% in 2002, population growth has picked 
up again since early years of transition to reach up to 2.1% in 2009. As a result, Tajikistan still has one of the 
highest figures for natural growth among the CIS countries, reflecting a relatively high birth rate and a low 
death rate. The population growth is partially offset by the considerable outmigration. This has major 
implications for the demographic structure of the population, with the average age being 24 years -Tajiks are 
among the youngest nations in the region. According to the latest official statistics (see Table 1), 35% of the 
population are children aged 0-14 years, out of which about 27% are children under 5 years of age. The 
working age population (15-59 years) comprises about 60% of the population, and only 3.8% are aged over 
65 (Agency of Statistics, 2010). 

Table 1  Population age structure as of 1 January 2010, in 100,000, Tajikistan 

Age Group Male Female Total 

Under 1 years 100.2 95.4 195.6 

1 to 4  381.7 363.7 745.4 
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5 to 9 424.6 403.4 828 

10 to 14 440 426.1 866.1 

15 to 19 441 428 869 

20 to 24 419.8 413.3 833.1 

25 to 29 324.3 321.6 645.9 

30 to 34 250.5 256 506.5 

35 to 39 217.4 226.4 443.8 

40 to 44 192.4 201.3 393.7 

45 to49 179.7 186.6 366.3 

50 to 54 133 137.3 270.3 

55 to 59 87.9 91.5 179.4 

60 to 64 49.5 50.8 100.3 

65 to 69 38.1 34.6 72.7 

70 to 74 39.7 42.9 82.6 

75 to 79 28.4 34.1 62.5 

80 to 84 21 22.2 43.2 

85 to 89 6.4 12.4 18.8 

90 to 94 0.5 3.5 4 

95 to 99 0.2 1.6 1.8 

over 100 years 0 0.6 0.6 

 3776.3 3753.3 7529.6 

Source: Agency of Statistics, Tajikistan 2010. 

Generally children under 5 years and people over 65 years of age require and utilize more services on both 
primary and secondary care �– they need more general and surgical bed days, more visits and more 
medications than the rest of the population. While share of the aged population over 65 is relatively low 
compared to the OECD and the WHO European Region averages, at the same time the proportion of 
children and children under 5 years of age is relatively high.  This will have implications for the 
master planning �– with children care issues requiring special attention.  

The demographic profile also affects the epidemiologic picture in the country. Tajikistan, as many other 
countries in the region are in the process of the epidemiologic transition from high prevalence of 
communicable diseases to the situation where non-communicable diseases are becoming dominant cause 
of morbidity and mortality in the country. However, country still faces dual burden of diseases �– high 
incidence of infectious and water-borne diseases, diseases related to the malnutrition and micronutrient 
deficiency is combined with rising prevalence and mortality associated with cerebrovascular diseases and 
neoplasms.  

Life expectancy at birth in Tajikistan is estimated at 67 years (WHO, 2009) which is significantly lower 
compared to the EU (79), European Region (75) averages but in par with CIS (67) and CAR (69) figures. 
The differences with industrialized countries are more drastic when the Healthy Average Life Expectancy 
(HALE) at birth is considered. The People in Tajikistan can expect to have a shorter healthy life than their 
counterparts in other countries of the European Region. HALE at birth in the country is 57 years, or 10 years 
less than average total life expectancy, meaning that the average person in Tajikistan can expect to spend 
the last 10 years of his or her life with morbidity or disability (WHO, 2009). 

aking into account the experience of other countries in the region �– it is likely that the relative share 
of communicable diseases in the overall disease burden in the country will decrease in favour of 
non-communicable diseases. With the increasing life expectancy over the time - the management of 
life style and chronic diseases will be eventually moved to the forefront of the health sector agenda. 
This should be taken into account when planning future utilization and demand for specific health 
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care services, for example infectious diseases specialized hospitals, home care, geriatric and end of 
life care. 

2.4. Main contributors to the diseases burden  

The Under-5, infant and maternal mortality rates despite significant improvements in the last decade �– 
remain high if various household survey results are considered. The official statistics reported infant mortality 
at 14.5 per 1,000 live births in 2006 (MedStat, DPS2, 2010) implying a significant decrease from 1990 figure 
at 40 per 1,000 live births. However, based on the household survey findings, the WHO estimates both infant 
and Under-5 mortality at much higher level of respectively 54 and 64 per 1,000 live births (WHO, 2009). 
Similar situation is with maternal mortality ratios �– country reported 43 maternal deaths per 100,000 live 
births in 2006, while WHO estimates for 2008 are around 64 per 100,000 live births (WHO, 2009).  

Analysis of the infant and maternal death structure shows that perinatal conditions are one of the main 
contributing factors in high maternal and neonatal mortality. Limited access to quality antenatal and delivery 
services, lack of adequate system in place to offer timely referral and provision of an emergency obstetric 
care (Habibov & Fan, 2008), high share of home deliveries, poor nutritional status of pregnant, high share of 
pre-term babies (up to 15%), iron and micronutrient deficiency, low awareness of families and communities 
about adequate newborn care, high level of poverty are seen to be a major causes contributing to poor 
perinatal outcome. The empirical evidence from Tajikistan emphasizes the need for quality antenatal 
care coverage at PHC level, upgraded maternal and child health delivery network, improved human 
resources and well-functioning obstetric and neonatal referral systems serving these specific groups 
of population. 

High morbidity and mortality of children under 5 years old is largely determined by high poverty levels and 
child malnutrition and micronutrient deficiency; poor quality drinking water that becomes major cause of 
diarrheal diseases, which accounts for 7% of the disease burden in Tajikistan; low educational attainment of 
parents and poor parenting skills for child care along with lack of community support for children. This again 
emphasizes the need for quality paediatric care at PHC level. 

Cerebrovascular or cardiovascular diseases are leading causes of death in Tajikistan and account for 19% of 
disease burden in the country and are mostly represented by ischemic heart disease. These diseases are 
largely due to behavioural factors including tobacco and alcohol consumption, unhealthy diet and lifestyle, 
lack of timely access to health care services, and low public awareness about the risk factors. Along with 
healthier lifestyles, many deaths from cardiovascular diseases can also be prevented by proper 
management of arterial hypertension at primary and secondary care levels and improved referral, 
diagnostic and curative capacities of the health delivery network in Tajikistan.  

The second leading cause of death in the country is Malignant Neoplasms: as noted above population in 
Tajikistan faces significant environmental risk, because of polluted soil with domestic waste both in rural 
areas and cities. Agricultural pollution caused by insecticides and fertilizers is significant. Some industrial 
areas are badly polluted in cities such as Tursunzade, Javan, Sarband, Isphara and Taboshar. 
Environmental factors certainly influence prevalence of certain cancer diseases, which are predominated by 
stomach and oesophagus cancer (26% of disease burden caused by malignant neoplasm) followed by 
leukaemia and trachea, bronchus, lung cancers contributing 10% and 7% of disease burden respectively. 

Tuberculosis presents another major public health problem in Tajikistan �– country has the highest TB 
incidence rate in the World Health Organization�’s (WHO�’s) European Region (WHO, 2009). Tuberculosis 
share in the disease burden caused by infectious diseases is 17% and occupies third place after diarrhoeal 
diseases and meningitis. High temporary labour migration and poor living conditions of migrant workers in 
the destination countries, high poverty levels and inadequate nutritional status, weak health system not 
completely equipped to serve the needs of public as well as creating high risk for those employed in the TB 
facilities, and financial access barriers to care, all contribute to deteriorating epidemiological situation. This 
calls for significant modernization of the existing TB network in the country. 

As noted above, communicable diseases account for up to 40% of the national disease burden. Most of the 
population in Tajikistan lives in rural areas with poor living conditions due to contaminated drinking and 
ground water supply, lack of sewage and pollution from stockbreeding farms. Consequently, burden placed 
by water-borne diseases, and infectious and parasitic diseases is significant. Detection of epidemic 
outbreaks are delayed due to delayed access of population to health care providers, which results delayed 
anti-epidemic response and consequently outbreaks affect significant number of people in the communities. 
Respiratory infections, commonly seen in Tajikistan, are predominated by lower respiratory infections that 
account for 24% of disease burden caused by communicable diseases. Provision of timely access to the 
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quality and adequate level care will contribute to alleviation of the existing communicable diseases 
burden.  

Significant part of the population in Tajikistan experience nutritional deficiencies. Recent studies show that 
animal protein intake as well as nutritional value of consumed products declined, primarily among school age 
children and pregnant women. Lack of adequate nutrition and inadequate micronutrient content, low quality 
of nutritional products produced locally or imported, increased oil and carbohydrate consumption, significant 
deficiencies (iodine, vitamin A, and iron-deficiency) all indicate the need for timely intervention by the 
government.  

Prevalence of mental diseases has increased significantly over the course of recent years, most likely 
caused by difficult socio-economic transition, growing unemployment and poverty. Depressive disorders, 
alcohol and drug dependence have become prevalent and call for attention. This challenge should be met 
by community based mental health services organized according to the modern international best 
practice.  

The HIV/AIDS is an emerging major public health threat in Tajikistan, while prevalence rates are still low, the   
number of newly detected cases is growing fast. Drug trafficking from Afghanistan, which increased after 
independence, contributes to growing rates of drug-use in the country. The predominant route of 
transmission is intravenous drug use coupled with unsafe injection practices and the epidemic is still 
concentrated within most at risk population groups (Khodjamurodov & Rechel, 2010). Well organized 
HIV/AIDS care system fully integrated in the modernized PHC system will contribute to adequate 
response to this emerging challenge. 

Public health problems listed above are main contributors to existing and future diseases burden in the 
country and served as the basis for determining general approach and planning parameters for the current 
health network master planning exercise in Tajikistan.  

3. HEALTHCARE SYSTEM 

3.1. Network of service providers in Tajikistan 

Health care service delivery in Tajikistan is organized on four administrative levels: national (republican), 
regional (oblast), district (rayon), village and provides following services: 

 

Individual Health Care: 

Specialized inpatient services �– offered by scientific research institutes and specialized hospitals. High 
technology services at national level include cardiovascular surgery, development of renal transplantation, 
hip replacement, etc. 
General inpatient services offered by oblast, city, rayon and rural hospitals and out of separately standing 
maternity houses. These facilities also offer outpatient and diagnostic services through women consultations. 
Mental health services are provided by psychiatric hospitals and psycho neurological specialized centres. 
Specialized outpatient services offered by TB (TB-DOTS), STI, Narcology, Endocrine diseases specialized 
centres, IMCI, RH, Immunization, Tropical disease centres. Some of these facilities also have small number 
of hospital beds and provide specialized inpatient care. 
PHC services are offered by rayon or urban health centres (former policlinics) as well as by rural health 
centres (former rural ambulatories) and health houses. Some of these facilities include dental care services, 
but there are some separate dental clinics as well. With the development of the family medicine, 27 family 
medicine centres (republican and oblast level) have been established throughout the country.  
Diagnostic services are primarily offered out of state-owned medical establishments, but over the course of 
recent years, some private diagnostic service providers have emerged, including ultrasound and high 
technology imaging. Private provision is mainly seen for dental services and pharmacies, though the state 
still retains a network of state-owned pharmacies; 
Services of rehabilitative care is being offered out of sanatoriums, a legacy of the Soviet Union, but their 
legal status and funding arrangements now have a multiplicity of forms that have emerged since 
independence. Most of the rehabilitation care facilities are concentrated under sectoral ministries and large 
state organizations.  
Long-term care for disabled and elderly people, as well as other groups with special needs such as 
psychiatric patients, people with learning difficulties and the physically disabled are divided between two 
departments: the Ministry of Health and the Ministry of Social Protection (and its local offices). Social care is 
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based mostly upon institutional care and community care services are poorly developed. In general, 
dependent people living in the community must rely upon their families. Hospitals, however, are used for 
long-term care, for perhaps several thousand dependent people. The Ministry of Social Protection has eight 
nursing homes for older or disabled people. There is also a special palliative care facility for leprosy patients. 
These homes are very dilapidated and lack sufficient operating funds. 
Ambulance services are available at all rayon and oblast hospitals and in the cities. In rural places the 
ambulance services are integrated in rural health centres. Ambulances are operated for emergency care, 
though run down vehicles and poorly functioning call centres limit the ability of this service to be responsive 
to population�’s needs. 
 

Public health or population based services:  

Sanitary-Epidemiology Services (SES) exist in all rayons and major cities. The function of the SES is a 
vector control and surveillance; they are charged with responsibility to prevent, control and monitor infectious 
diseases, to safeguard occupational health, to ensure food safety, and to limit any adverse environmental 
health impacts. At the apex of the vertical SES structure is the Republican SES in Dushanbe and under it the 
oblast and rayon branches 74 in total. SES laboratories analyse patient samples, monitor industrial pollution 
and test the water supply; oblast level laboratories undertake bacteriological, parasitological, toxicological, 
viral and water analysis. The SES confirms cases of infectious disease outbreak, investigates the source and 
takes the necessary measures to prevent epidemic spread. Recently the responsibility to carry out 
surveillance for vaccine-preventable diseases has been shifted over to the Centres for Immunoprophylaxy or 
Immunization Centres; for malaria - to Centres for Tropical diseases, for HIV/AIDS to AIDS Centres. 
AIDS Centres have emerged during soviet times, but have grown recently as a result of increasing donor 
financing, primarily from the Global Fund. As of 2009 Tajikistan has 26 AIDS centres (1 National, 1 regional, 
3 Oblast level, 4 city centres and 17 rayon level centres). With the funds from the Global Fund, Tajikistan 
intends to equip these facilities as well as to fund recurrent costs, including staff salaries. These centres 
have responsibility for HIV/AIDS surveillance, as well as they provide methodological guidance for national 
response to HIV/AIDS and also offer curative services to HIV positive individuals. 
Immunization Centres as a separately standing system emerged in response to failing national 
immunization program during 1993-1994 through separation of this function from SES. Currently beyond the 
Republic Immunization centre, there are six oblast level departments subordinated to the republican centre, 
which is directly accountable to the MoH. In addition there are 65 centres in each of the rayons integrated in 
the city or rayon hospitals. Responsibilities include: managing the national program for immunization; 
conducting vaccine-preventable disease surveillance; planning, purchasing and distributing vaccines and 
supplies; managing cold chain; responding to infectious outbreaks of vaccine-preventable diseases; 
collecting and analysing statistical reports from providers related to immunization services; providing 
methodological guidance around immunization. Responsibility for immunizing children and adults rests with 
the network of PHC facilities in the country. 
Tropical Centres have also emerged recently in response to Malaria outbreak. There are Republican 
Tropical Disease Centre (RTDC) and sub-national centres established on oblast, rayon and city level, which 
are staffed and funded by the government. There are 14 centres in total, which bear responsibility for 
undertaking surveillance of the tropical diseases; collecting and analysing statistical data from providers; 
coordinating local and national response to tropical disease outbreaks and providing methodological 
guidance in their sphere of competence. 
Healthy Life Style Promotion Centres (CHLP) were established in 1999 by the MoH and in 2000 oblast, 
rayon and city centres have emerged as independent legal entities. Currently there are 68 centres 
throughout the country with the primary function of increasing population awareness about nutrition, personal 
hygiene, healthy lifestyle promotion, etc. Services of these centres are funded by State and local budgets. 
In addition to the abovementioned centers, there are other national institutions responsible for nutrition, and 
for work-related injuries and diseases. These institutions have national representation without oblast or rayon 
level presence. Government ministries also run health care facilities (hospitals and polyclinics) for their 
employees, including the Ministries of Internal Affairs, Security, Taxation, Railways, and Tajik Air. 
These health facilities generally are better than the mainstream facilities and have more medical supplies 
and pharmaceuticals. Since these Ministries fund health care from their budgets, this expenditure does not 
appear in overall government health expenditure. These parallel health care services include five hospitals 
with a total of 530 beds. The previous Soviet model of workplace based health services is partially intact but 
suffering from lack of funds since production levels have dropped. Large factories and enterprises (still 
mainly state-owned) provide inpatient and outpatient services for their employees. They provide and 
maintain the facilities with the running costs supplemented by oblast or rayon administrations 
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(Khodjamurodov & Rechel, 2010). The medical education system is presented with the State Medical 
University, Institute for Postgraduate Medical Education and a network of medical nursing colleges. The 
National Medical Academy leads the scientific research work in health sciences.  

Along with direct managerial responsibilities for republican level health institutions, the Ministry of Health 
provides overall policy and regulatory supervision for the health delivery network through the committees for 
state supervision of medical, pharmaceutical and sanitary-epidemiologic activities.  

During recent years, the network of providers has become more complicated as a result of donor supported 
projects. In addition to the district hospitals, polyclinics, specialized centres for TB, STI, etc. that reflect the 
legacy of the Soviet system, brand new centres have emerged for Integrated Management of Childhood 
Illnesses (IMCI), for Reproductive Health, for Immunization, for Tropical Diseases (TD), AIDS Centres, TB-
DOTS Centres and centres for Healthy Lifestyle. This plethora of specialized centres is contrary to the 
Government�’s reform priorities stated in the Health Strategy 2002-2010, which declared PHC based on the 
Family Medicine model to be the priority for the state. Many functions, which in theory, should be delivered 
by FM based PHC, are housed in these specialized centres and most state regulations do not allow newly 
trained family physicians and nurses to offer these services in the communities they work. Therefore, the 
current structure of district-level PHC provision does not seem supportive of the reform priorities 
stated in government documents. 

Careful re-evaluation of the network of service providers is warranted to integrate services and 
achieve efficiency gains as well as better service provision to the public. 

Furthermore, Tajikistan�’s Health Strategy 2002-2010 was explicit about reorganization and restructuring of 
service provider network through downsizing the hospital sector. In the last decade, Tajikistan managed to 
reduce its hospital bed capacity by 35%, though the country still has a high bed-to-population ratio for the 
CIS region. Patients in Tajik hospitals also stay much longer than their neighbours in Kazakhstan, Kyrgyz 
Republic or in Uzbekistan, representing relative inefficiency of utilizing hospital beds and weak penetration of 
new technologies in the system and/or adverse economic incentives that do not motivate providers to 
shorten patients�’ stay in the facility. Moreover, even with such lengthy stays, hospital occupancy rates are 
low: 60% for all types of hospitals and 61 % for acute care hospitals. This level of hospital capacity utilization 
indicates inefficiencies of the sector and provides significant room for downsizing. Even with current 
treatment practices (lengthy stays in the hospital) Tajikistan could reduce its bed capacity 40,344 by 33% 
and increase hospital occupancy rates up to 90%. If reductions in average length of stay are achieved to the 
levels seen in Uzbekistan, then Tajikistan could reduce current bed capacity by 49%. Thus, the room for 
rationalizing existing hospital infrastructure is significant and not yet fully exploited by the 
Government. 

Staff internal and external migration is a major challenge for service delivery network in Tajikistan.  Migration 
involves PHC staff doctors and nurses, lab technicians, epidemiologists, etc. who try to either migrate to 
Dushanbe in search for job, or leave the country in a search for better income. Migratory pressures create a 
dual problem: significant shortage of qualified staff in rural areas and its oversupply in Dushanbe. Regional 
inequalities are significant and government is trying to address the problem, however results of 
enacted policies remain to be seen over the coming years. 

Shortage of qualified staff in the regions is also determined by underproduction of trained professionals by 
the education system. Balancing the country�’s immediate, medium and long-term needs with adequate 
production of doctors, nurses, lab technicians, epidemiologist, health care managers, etc. is essential for 
Tajikistan to address human resources challenges. Current re-training capacity, which is in place for FM 
doctor and nurse re-training, will only be able to meet the national needs in 6-8 years, assuming that the 
current model of FM (two nurses per one doctor for 1,200-1,500) is kept. However, if the model is revisited 
and the target nurse-to-doctor ratio increased, production of the required number of FM nurses may take 
more than 10 years. Thus, better planning over the time for structural and capacity changes of the 
service delivery network and for human resources are warranted to improve the current situation. 

The shortage of trained staff is strongly felt in the public health system, which includes: a) SanEpid system; 
b) immunization; c) tropical diseases; d) AIDS and e) healthy lifestyle promotion. 

There is a multiplicity of centres that carry out similar functions but for different diseases, for example 
disease surveillance is conducted by SaneEpid, Immunization, AIDS and tropical disease centres. This 
aggravates staff shortages by increasing demand for trained epidemiologists, qualified lab technicians, etc. 
that have to be hired and employed by each institution fulfilling a duplicative role. This multiplicity and 
duplication creates a vicious cycle of staff and funding inadequacy, which leads to low quality of 
services and weak implementation of the surveillance function that fails to detect and avert epidemic 
outbreaks in a timely way, as is frequently seen in Tajikistan. Thus, thoughtful rationalization of 
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public health institutions could help reduce human resources shortages and increase capabilities 
and efficiency of the system. 

Finally, the private sector is in its nascent stage of development. At present, mainly dental facilities and 
pharmacies have become private and a small number of private diagnostic centres have emerged. The 
government prioritized private sector development under its Health Strategy for 2002-2010, but to date 
progress has been very limited. It is likely that the reasons underlying this are the plethora of health sector-
specific rules along with restrictive state regulations that pose obstacles to private enterprises (Tajikistan is 
ranked 159 out of 181 economies on ease of doing business). 

3.2. Health Financing 

Tajikistan inherited its system of health service financing from the Soviet Union. State, oblast and local 
budgets fund service providers in their respective jurisdictions, using line item budgeting i.e. input-based 
financing. Therefore, the amount of public funds allocated to institutions is based on the number of beds, 
staff and historical utility costs. Economic downturn during transition significantly decreased public funding 
for health, which currently amounts to 16% of Total Health Expenditure (THE) and the remaining is born by 
donors and population. The national health strategy 2011-2020 calls for focusing service provision on 
population�’s needs and priority population groups through funding output of providers and moving away 
from input-based financing. As a result, the government mounted health care financing reforms and 
planned the introduction of case-based financing for hospital services and capitation for PHC. Progress on 
hospital financing reform has been very slow. Output based payments have not replaced input-based 
financing yet.  

Therefore, economic incentives on a provider/hospital level yet do not facilitate hospital sector 
optimization, or reduction of excessive capacity and triggering efficiency and quality improvements. 
The deteriorating quality in Tajik hospitals concerns policy makers and consumers alike. Funding from the 
state budget is only sufficient to pay staff salaries and utilities and provides little for other inputs, which 
negatively affects the quality of care provided in hospitals. 

Average monthly salary of the medical personnel of all levels in multi-specialty polyclinics was app. 192 
Somoni according to the RT Poverty Assessment estimates the health workers average monthly wage is 119 
Somoni (US$ 35) for PHC staff and 78 Somoni (US$ 20) for secondary health care staff  (The World Bank, 
March, 2009, page 98 out of 141). However, the other sources report lower average salary: for doctors 51.8 
Somoni and for nurses 42.7 Somoni (Dabalene & Wane, 2008 using Tajikistan PETS  2007 data). This 
official income for majority of health workers is supplemented by the informal payments received from 
patients. About 51% of health workers admit receving informal payments in the country, with highest 
proportion observed in Dushanbe at 71.6% . The average income received from the informal sources is app. 
22.8 Somoni per month for a health worker (or 60.4% of an average official salary), with doctors earning 
more than twice as much at 51.8 Somoni compared to 22.7 Somoni earned by nurses (Dabalene & Wane, 
2008). Perceived “fair wage” is at around 523 Samoni or 120 US$ (The World Bank, April, 2007).   

Private expenditures on health accounted for app. 72.4% of total health expenditures in the country in 2007 
(The World Bank, March, 2009). Health care in Tajikistan is predominantly financed through the private, out 
of pocket expenditures on health. Majority of the patients pay formally or more frequently, informally for the 
medical services.  According to the baseline survey conducted in 2007 in several rayons of Tajikistan, prior 
to introduction of the Basic Benefit Package (BBP) of services, the average expenses related to ambulatory 
visit ranged from 44 to 56 Somoni, out of which 18 to 24 Somoni were expended on pharmaceuticals. 
Average payment to General Practitioners amounted to 8.9 Somoni and to specialists 10.3 Somoni (Ministry 
of Health, "Panorama", 2007).  According to the same survey, the average expense of the patients and their 
families in case of hospitalization is 130 Somoni. Patients undergoing surgery have paid in average 1.5 times 
more, than those patients that were hospitalized for other reasons. Average expenses of surgical patients 
were in the range of 190 to 288 Somoni, while for non-surgical patients the same range was between 131 
through 174 Somoni. Almost the same difference is observed between the levels of care (Central District 
Hospital vs. Rural Hospital). Average sum paid by the inpatients for pharmaceuticals ranged from 32 to 87 
Somoni, with average of 80 Somoni  (Ministry of Health, "Panorama", 2007).   

3.2.1. Health Financing Reform Initiatives 

Capitation payments for PHC were piloted in several rayons with the help of donors (USAID, SDC). The 
number of pilot rayons has increased steadily, and the nationwide implementation is planned starting from 
January 1, 2011. Yet, initial results of capitation payments still fail to adequately motivate staff, attract 
qualified staff to under-served locations and improve the quality of care provided on a PHC level. 
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Inadequately low amounts paid by the state are insufficient to materialize the full potential of 
capitation financing. Therefore, improvements on PHC level are marginal and require more effort on 
the part of the government and donors alike. 

Reforming financing for public health services has received insufficient attention from the government. Most 
services offered to the public are almost completely donor-dependant (e.g. Immunization, HIV/AIDS, malaria 
control, reproductive health and family planning). Most likely donor funding for this services triggered further 
verticalization on a rayon level, as described earlier. Donors are still a primary source of funds for necessary 
inputs, capital investments and sometimes even recurrent costs (e.g. The Global Fund provides recurrent 
funding for salaries and operations for the HIV/AIDS services). If the issues of public health financing are not 
addressed quickly on a policy level, if inefficiencies and duplication in the system are not gradually 
eliminated, if provision of public health interventions are not integrated into the PHC where possible and if 
management/monitoring functions are not gradually placed within the health sector�’s overall governance and 
management scheme, reducing donor dependency with public funds will become a daunting task. 

Finally, the population currently covers up to 70% of the national health care bill and purchases services on 
their own. Direct out-of-pocket payment has become the most widespread form of patient-provider 
interaction. Such payments create adverse economic incentives on a provider level and triggers behaviour 
that undermines the continuum of care through referrals. Linkages between PHC, specialists and hospitals 
have broken down and providers try to keep patient attached to their facility in a hope of generating personal 
revenue through informal payments.  Therefore, until the financing system creates sufficient incentives on a 
provider and/or consumer level, assuring continuum of care and service provision in a coordinated manner, 
becomes uncertain. 

One other feature of the current health financing system severely limits any health delivery system 
optimization effort: with current input based rigid financing system, the budget for providers are largely 
dependent on their capacity and in case of capacity optimization (e.g. bed reduction) the overall funding will 
also may be reduced.  Furthermore, the providers are unable to re-allocate funds from one budget line item 
to another, e.g. savings achieved through efficiency gains will be retained by financing authorities (national, 
oblast, rayon).  These current financial provisions create major disincentive for providers to downsize and 
perform better and more efficiently.  

 

The Government of Tajikistan has applied considerable efforts in the recent years to address the problems 
described. Public expenditures per capita on health have increased considerably from $10 at Purchasing 
Power Parity (PPP) in 2002 to $28 PPP in 2008 (National Health Accounts, 2009). The Constitutional 
revision introduced in 2003 had allowed defining the State Guaranteed Package of Free Services (SGPS) 
and introduction of formal co-payments for services not covered under the SGPS.  Since 2007, piloting of 
SGPS on rayon level was ongoing in 8 rayons of the country and from February 2010 has been expanded to 
the entire Sogd Oblast. The SGPS supports the increased use of preventive and primary health care and 
improved equity by subsidizing outpatient drug benefit for socially vulnerable groups of the population. 
Preliminary results of the pilots show the trend in decreasing the informal payments. Clear delineation of the 
state responsibilities in financing health care services under the SGPS allowed introduction of fee schedule 
for other services not included in the SGPS. In December 2008, the government issued Decree No. 600, 
introducing a fee-for-service programme, which after the revisions in July 2009 includes 12 categories of 
copayments. The effect of these reforms on structure of the health expenditures in the country is yet to be 
seen. 

 

The Health Sector Financing Strategy 2005-2015 has envisioned pooling (centralization) of funds for 
financing health services at the level of the oblasts. This progressive step in eliminating the fragmentation of 
health resources has not been completed yet. Experience of other countries in the region (Kazakhstan, 
Kyrgyzstan, Moldova, etc.) shows that this a necessary precondition for implementation of the active 
purchasing function and delegating autonomy to health providers. Concentrating purchasing function was 
one of the objectives for introduction of the health insurance system, which was planned from January 1, 
2010. While feasibility and sustainability of employer based mandatory health insurance system for Tajikistan 
is questionable considering the modest size of the country�’s formal employment sector, pooling of funds 
minimum at oblast level still remains a high priority for improving the effectiveness of the national health 
financing system. 

 

Along with centralization of financing, decentralization of financial decision making is gaining 
importance. If not full, at least partial autonomy in financial decision making to health providers of all 
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levels (oblast, rayon) should be granted and all savings achieved through the optimization of 
capacity or provider performance should be retained within the health sector and discretion given to 
providers for reallocation of these funds for staff salaries, facility or supply improvements. The 
experience of other countries in the region and globally shows that this issue is of paramount 
importance and successful resolution of which presents an unconditional prerequisite for 
implementation of the health delivery system restructuring of any scale or scope.  

3.3. State of Infrastructure for Service Provision 

Health care service delivery (personal care as well as public health services) are further challenged with the 
lack of adequate medical equipment and infrastructure. Most facilities were constructed and equipped during 
the 1970s and 1980s. Since then, very little has been invested in upgrades and new equipment   purchase. 
Almost completely amortized capital imposes limitations on the abilities of health care staff and negatively 
affects the quality of services being offered. Furthermore, most facilities operate in the environment where 
municipal services cannot assure adequate water and electricity supply and sanitation system fails to meet 
current health and environmental standards. 

 

Therefore, in its current shape hospitals and other health care facilities pose more public health risk rather 
than solve health problems of the nation. E.g. poor infection control in TB hospitals and lack of necessary 
systems/inputs leads to higher morbidity among medical staff8, deteriorated or non-existent sewage system 
along with absent or inadequate incinerators create environmental risk for infection spread in the 
communities where facilities are housed. 

Most countries face shortages of capital funding and need to raise money for renovations or new 
construction or equipment purchase. These funds are never sufficient and neither will Tajikistan have 
sufficient funds to deal with infrastructural issues. Therefore, partial solutions should come by looking at the 
provider network and searching ways for to minimize investment needs. 

Excessive infrastructure (high number of hospital beds and hospital buildings, large number of 
centres), duplicated functions on a district level are all areas that, if improved, could reduce the need 
for capital. 

3.4. Governance and Management Issues 

At the republic level, the Ministry of Health runs national-level health care services, while local authorities 
(oblast and rayon) administer most regional and local health care services. The organization of health 
services follows the administrative structure of the country with services divided into the four horizontal tiers 
of administration, and also into separate vertical pillars for national programs. The republican (Ministry of 
Health) and oblast health departments own and administer health care facilities. Facility managers have little 
discretion, because of being tied to detailed budget lines. The chief physician manages a hospital advised by 
a medical board of deputies and other senior specialists. The chief physician answers to the government 
administration (republican, oblast or rayon). The chief physician is appointed by the administration but must 
be approved by the Ministry of Health. The chief physician may terminate the employment of the deputies 
subject to approval by the administration. Rayon health departments answer to oblast health departments 
(with budgets handled by finance departments). 

Up until recently rural health services were administered from the central rayon hospital. The situation has 
changed in 2009-2010 with introduction of the new administrative structures and positions. Newly 
established rayon health departments are now responsible for overall planning and coordination of rayon 
level health services. The heads of primary health care level urban and rural health services (rayon and 
urban health centres, rural health centres, and health houses) now all report to the Primary Health Care 
Manager of the rayon. 

The complexity of provider network on an oblast and rayon level creates divergent responsibilities and 
reporting-accountability lines. In many contexts, it is challenging to identify the entity or unit that has “de 
facto” responsibility for the health of the rayon residents and is responsible for service provision planning and 
coordination. Rayon level providers have differing reporting requirements. On administrative financial 
matters, most of them report to the head of the rayon central hospital the person in charge of rayon health 
care system. However, on programmatic and/or service delivery matters, they are accountable to their 
respective oblast or national bodies/institutions (e.g., statistical reports for immunization coverage are 
submitted to regional Immunization Centres, for malaria to the Tropical Centres, for TB to TB Centres, etc.). 
Such reporting arrangements most frequently bypass district authorities and information about population�’s 
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health and service coverage emerges only on a higher level, leaving rayons not fully aware of the existing or 
emerging problems. 

Rayon level Health Information System (HIS) lack both human and technical resource capacity. Therefore, 
accurate and reliable information flows for planning, managing or monitoring population health status, 
service coverage levels, designing interventions, etc. is challenging.. 

Thus, on one hand rayon government �– Khukumats are responsible to plan and budget for the services, 
using national level regulations and norms and on the other hand they do not possess the reliable 
information critical for such decision making. As a result quite frequently key health issues specific for the 
given rayon remain unattended. The recent creation of rayon health authorities (rayzdravs) may help to 
alleviate these problems. Albeit, the perpetuated capacity gaps on local level may constrain the ability of the 
newly formed structures to adequately perform their functions. 

In order to improve service provision and deliver services focused on population�’s needs, it 
becomes important to develop analytical and planning capacity as well as streamline governance 
and management responsibilities on local and subnational level along with changing the financing 
system and giving more freedom to health care managers on different levels. 

3.5. Service Utilization 

The rate of hospital admission in Tajikistan is 11.2 per 100 population, which is significantly lower than the 
CIS and Eur B+C1 averages of 20.7 and 19.2 respectively and also less than average for Central Asian 
countries at 15.2 per 100 population.  Tajik citizens utilize two times less outpatient services at 4 per person 
per year, than citizens of CIS and Euro B+C countries, - at 8.68 and 7.7 respectively, or residents of the 
Central Asian Countries at 6.95 per person per year (WHO Euro, 2010). Access to health care services is 
currently limited and well below the �“real�” need for health services. The access constrains, as in many 
countries in the region are likely to be caused by:  a) financial access barriers due to out-of-pocket charges 
faced by population when seeking care that are not affordable for many particularly for poor; b) geographical 
access barriers primarily for rural residents and mainly in regions where population density is low; c) low 
quality of services available in the facilities. It is assumed that as a result health financing reforms and 
restructuring of the health service delivery system, both geographical and financial access to health services 
will improve, which in turn will lead to significant increases in utilization of these services. As a result, in the 
next ten years, most likely, the utilization levels will reach the levels observed in those countries of the C and 
wider CIS region, where the access barriers have been considerably reduced in the last decade. Respective 
assumptions are made in the planning parameters described in the next section.  

3.6. The National Health Strategy 

The last draft of the �“National Health Strategy for Tajikistan 2010-2020�” envisions results-oriented, system-
complete, and well-resourced health care sector of the Republic of Tajikistan. Critical pathways through 
which this should be achieved are following:  

“a) Results - reduction of health risks and morbidity rates for key conditions, life stages, and population 
groups.  

b) Systems - the strengthening of governance and day-to-day administration in the health care and 
services sector;  

 introduction of modern care and services delivery models;  

 improvement of quality controls and incentives for increased quality of medical care and 
services; 

 licensing and attestation of the health care and services workforce; 

 accreditation of health care, medical education and services facilities; and 

 assurance of equitable access to health sector resources.   

c) Resources: 

 modernized physical facilities and technology in health; 

                                                      

1 Twenty three countries of the WHO European Region with relatively high child and maternal mortality rates 
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 strengthened supply of vaccines, pharmaceuticals, and other health commodities; 

 increased workforce output from updated programs of basic and continuing education and 
implementation of evidence based approaches; 

 steady inflow and efficient use of health financing resources. �“  

Highlighted in the list above are those objectives achivment of which are directly linked to the development 
and implementation of the Health Restructuring Master Plan. The Strategy also identifies concrete priorities 
which should be taken account while elaborating the Master Plan and to accomplishment of which the 
implementation of the Master Plan will contribute. Namely: 

Strengthening maternal, newborn, child and adolescent health: 

�“improved transportation networks support of rural providers;  improved diagnostic and curative capacity of 
rayon-level health care facilities; and modernized oby/gyn and neonatal beds in rayon and city hospitals..�”  
The latter envisions re-organization of the facility-based obstetric care into three levels: 

 

�“(1) normal deliveries will be managed in rural health centers and obstetric departments of local hospitals (or 
local maternities); (2) moderately-complicated deliveries will be managed in maternity wards of central rayon 
and urban rayon hospitals; (3) planned and emergency admission of women on specialty obstetrics and 
gynecology beds of general hospitals and second-level maternities will be managed by triage-based 
decisions with proper account of the maternal health risks, congenital pathology, and acute conditions at 
birth. Access to the three levels of obstetric care should be regulated by revised referral norms to be 
developed and implemented over the period up until 2015.  General standards for the three levels of care, 
including pharmaceuticals and other means of medical care, will be defined.  

This approach has been incorporated in planning parameters for the Master Plan. 

Prevention and Control of Infectious Diseases: 

�“Conducting ARV therapy and treatment of opportunistic diseases will be performed in close collaboration 
with specialized facilities in PHC, in the framework of the current Health Care Reform.  Starting in 2018 the 
treatment of HIV/AIDS patients will be incorporated into family medicine�” 

�“The first several years of the Strategy�’s implementation will include a preparatory stage of TB care reform.  
The reform�’s main effort will focus on strengthening family medicine practice as the public health and clinical 
base for a new model of prevention, diagnosis, and treatment of TB�” 

Decreasing the Burden of Preventable Non-Communicable Diseases: 

�“Review of the functions and capacities of existing specialized hospitals and centres�…�”, creation-
development of the day care centres and departments development of the palliative care. 

�“the disease management approach to the chronically ill will undergo a profound change.  The professional 
mentality and daily activities of health care providers will shift from focus on acute care episodes, to the 
management of chronic illness, centered on the prevention and avoidance of complications and flare-ups. 
The family medicine practice will stand at the helm of this change�”.   

Strengthening Primary Health Care (PHC) based on Family Medicine Practice: 

�“Institutionalizing the Family Medicine model as a systemic foundation for integrated PHC will present a 
health sector change of formative importance for the Republic of Tajikistan�” 

All these statements from the Strategy document underscores the defining role of the new model of family 
medicine based integrated primary health services that will become the cornerstone of the future health 
delivery system in Tajikistan. The Master Plan embraces this approach as one of the main principles for 
planning future health delivery network.  

Under the section �“National Health Policy�” the Strategy document makes explicit reference to the Master 
Plan and declares the master plan as the framework document for future capital investments in the health 
sector, particularly in rural health houses and health centres �– �“infrastructure hubs�” of the family medicine 
and once again underlines the necessity for reduction of the hospital bed capacity  (Minsitry of Health, 2010). 

In summary, the National Health Strategy for Tajikistan 2010-2020�” sets necessary framework for the master 
planning of the health delivery network by defining key principles and approaches that has been incorporated 
in planning parameters and future targets for the next 5 to 10 years in Tajikistan.  
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3.7. Human Resources for the health sector 

The structural rationalization of the health delivery and public health sectors will have significant impact on 
the distribution of the medical personnel employed in relevant inpatient settings.  Currently Tajikistan 
experiences overall deficit in the qualified medical personnel if compared with developed countries or 
countries in the region. The total number of doctors and paramedical workers in the country are 13909 and 
30445 respectively.  Availability of doctors per 10,000 population is 18.6 and for paramedical staff �– 41.1.  
The corresponding figures in Central Asian countries on average are 28.2 and 75.5 respectively.  This level 
of doctors and nurses is even lower when compared with indicators in the WHO European Region (33.9 and 
72.7 respectively) and CIS (37.7 and 79.4) (Minsitry of Health, 2010). However, despite the overall shortage 
of the medial personnel, due to significant imbalances in distribution of the health human resources across 
regions and specialties, there is oversupply of physician cadre in certain geographical locations and in 
selected specialties. E.g. Dushanbe has highest physician to population ratio at 618 per 100,000 population, 
or more than two times higher than the national average of app. 269 per 100,000 population. Similarly there 
is excess number of obstetricians and gynecologists, while general practitioners (family doctors) are in short 
supply throughout the country. The shortage of other specialities had also been reported. There is also an 
obvious need in better trained professionals of public health and health care managers on the level of health 
provision and public management across the health sector (Strategy Development Task Force, 2009). While 
projecting detailed changes across geographical locations and specialties can only be done through a 
detailed plan on health human resources in Tajikistan, the work on which is undergoing, certain general 
assumptions can still be derived from already established targets set in different national documents. 
Specifically: 

Overall national target for physician to nurse ratio in the health sector at 1 to 6, set by the �“Implementation 
Plan for the Tajikistan Republic Population Health Protection Strategy up to the year 2010�” (GoTR, 2004); 
current ratio is 1:2.5, which implies the need for more than doubling the current number of nurses. However, 
even if there is no standard ratio of nurse to doctor widely accepted internationally, the 1993 World Bank�’s 
World Development Report advocated that nurses and midwives could deliver most of the minimum essential 
public health and clinical services, with doctors providing clinical supervision and direct care of complex 
issues and complications. It suggests, as a rule of thumb, that the ratio of doctors to nurses should exceed 
1:2 as a minimum with 1:4 or higher considered more satisfactory for cost-effective and quality care (The 
World Bank, 1993). Considering this, the new target of 2.5-2.8 per 1 for nurse to doctor ratio proposed in the 
last draft of the �“National Health Strategy for Tajikistan 2010-2020�” is more feasible and in-line with 
international best practice, as almost no country in the European Region has similar ratio (see also the 
Human Resources Strategy for Tajikistan draft) .  

The master plan takes into account this target when providing estimates for staffing levels across 
rayons of the country.  

 national target for Family Doctor (FD) to population ratio at 1 FD per 1,200 – 1,500 population (depending 
on geographical location) and 1 PHC nurse (Family Nurse- FN, in future) per 750 population (MoH, 2003). 
This implies FD and FN ratio of app. 1 to 2 and total number of �“needed�” family doctors is 6,127 FD and 
10,667 family nurses, out of which 1,654 FD and 1,721 FN were already retrained by the end of 2009 
(Strategy Development Task Force, 2009), however, further major efforts (in terms of time and funds) are 
needed to achieve the target, given that target ratio�’s will not be revised.   

The staffing needs for the PHC facilities througout the country are estimated based on the national 
target, reaching of which is envisioned by the year 2020 (see further information in the section on 
Planning Parameters).  

Conclusions: Current Challenges of Service Delivery 

 In conclusion, current Tajikistan�’s health care delivery system faces several challenges. One group 
of challenges emerge from the context in which they exists (water and electricity supply, municipal 
sanitation and sewage system, government-funding system) and the second group of challenges is 
characteristic to health sector itself and includes: 

 Oversupply of inefficient facilities (hospitals, specialized outpatient centres, etc.) offering 
uncoordinated and low quality care to the population; 

 Several (to a degree duplicated) public health institutions (SanEpid, Tropical Centre, Immunization 
Centre, AIDS Centre, etc.,) with some overlapping functions. Multiplicity of these centres significantly 
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increase demand on already undersupplied lab specialists and epidemiologists and make staff 
shortages even more pronounced;  

 General lack of quality human resources �– i.e. shortage of staff (doctors, nurses, lab technicians, 
health  are managers, statisticians, etc.,) caused by poor incentives created for those that work in 
rural or remote  areas. Lack of such incentives facilitates out-migration processes from districts and 
aggravates staffing problems. Replacing lost staff becomes even more challenging due to 
inadequate production of the needed cadre within educational system; 

 Deteriorating infrastructure (buildings and equipment) creates health risks to patients rather than 
offering them health safety and healing. Replacing the stock of out-dated buildings and equipment 
requires resources not currently available in Tajikistan. 

 Limited public funding and strict state regulations contribute to growing informal payments. Such 
payments have emerged as a financial access barrier to the population and have contributed to 
worsening health status of the people.  

 Finally, governance and management arrangements in the health sector on a district level are 
convoluted and unclear. Along with weak management capacity, such convoluted system of 
governance aggravates the magnitude of the challenges faced and requires creative and custom-
tailored solutions. 
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CHAPTER  2. PLANNING PARAMETERS FOR DECISION 
MAKING AND BENCHMARKING 

The development of the Health Care Facilities Master Plan and Restructuring Strategy for the Republic of 
Tajikistan implies the definition of new planning standards to guide the future development of healthcare 
network. The establishment of these parameters proceeds from an analysis of the current situation and 
available resources in terms of network of facilities, workforce, services provided and performance indicators, 
compared with international trends and benchmarks, in order to determine the relevant standards and ratios 
for the Republic of Tajikistan taking into account the actualities of the country in terms of resources available, 
socio-economic context, geographical features and healthcare needs of the population. These parameters 
were displayed in the context of the dual epidemiological profile characterizing the Republic of Tajikistan: on 
one hand communicable diseases has returned as a major issue in Tajikistan population, on the other hand 
the main causes for death are similar to Western European countries with an increasing prevalence of non 
communicable diseases.  

The development of a health sector master plan provides the opportunity to introduce a number of 
innovations in the current model and organisation, based on international and European benchmarks, with in 
particular the decrease of the number of acute beds per population, the shift from inpatient to outpatient 
care, the development of new healthcare services delivery models (e.g. day hospital and ambulatory 
surgery). Indeed, new medical technologies and clinical practices had strongly impacted the organization of 
health systems from inpatient care and hospital-centric systems to outpatient practices and minimizing the 
need for hospital care.  

The planning parameters developed in the present chapter constitute the basis for estimating the 
requirements in terms of facilities and resources at primary and hospital levels, combined with a population 
based approach. These planning parameters provide the route to develop the master plan in every oblast 
and rayon of the country and constitute the direction and the strategic choices to be followed at national and 
regional levels for planning of health sector restructuring, functions and standards of services, facilities and 
equipment, as well as performance indicators. Each parameter is analysed within the framework of the 
guidance and orientations provided in the approved National Health Strategy and/or other National strategic 
documents and concept papers. Benchmark examples and international trends are presented, concerning 
cost effective standards and models of services delivery. Obviously, these benchmarking references and 
examples, were adapted and adjusted to the Tajik context and constraints. For each parameters, the targets 
to be reached by 2015 and 2020 were defined with the working group and the MoH.  

Nevertheless, it is important to underline the fact that these criteria and range of values were not used in a 
strict, stiff and arithmetical way. A specific analysis was developed rayon per rayon taking also into account 
accessibility conditions, geographical context, age structure of the population and epidemiological profile. 

The distribution of population per region by the 1 January 2010 and population growth projections for the 
years 2015 and 2020 are recapitulated in the table below. 

 Current population and population projections for Tajikistan 2009, 2015 and 2020 

 2009 2015 2020 

GBAO 194 160 201 008 209 180 

Khatlon 2 700 200 3 044 652 3 434 061 

Sogd 2 215 400 2 459 350 2 731 342 

RPP 1 591 748 1 792 149 2 017 780 

Dushanbe 700 700 758 579 821 000 

TOTAL 7 402 208 8 255 738 9 213 363 
Source: Agency of Statistics of Tajikistan, 20102 

                                                      
2 2010-2020 Population projection estimates are based on the last three year averages of year to year population changes per rayon �– 
reported by the Agency of Statistics. 
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The overall population of Tajikistan will increase by 11,5% by 2015 and by 24,5% by 2020. 

Population projections are used as essential parameter for planning future utilization of health services and 
capacity of primary, secondary and tertiary health care facilities for the Oblasts and rayons. The population 
growth per oblast and rayon was taken into account in the calculation of requirements as regards capacity, 
future workloads and resources.  

1. ACCESS TIMES AND CATCHMENT�’S AREAS/POPULATION 

1.1. Guidance and orientations 

Guidance and orientations provided in the National Health Strategy and/or other strategic documents 
and concept papers: 

“Improving Access to Health Care constitutes a main priority of the National Health Strategy. According to 
this strategy, spatial (geographic) equality of access will be improved including active development of health 
care provider networks in sparsely populated, remote areas.”3 

1.2. Benchmark examples and international trends 

Access times to the different levels of care constitute a main constituent for the planning of the system. The 
distances and access times to a primary care centre and an acute care hospital should be acceptable for 
most patients.  

On the other hand, the catchment�’s area should not be too small, on geo-demographics aspects, in order to 
guarantee healthcare quality and safety and to justify the cost for 24/7 high-tech services. 

In Western European and CIS countries, the access time to general hospitals varies from 30 to 60 minutes, 
into an average distance of 30-60 kms.  

Concerning emergency care, an adequate organisation of ambulance transportation, including mobile 
intensive care units should be available in order to answer to population needs in due time and within the 
adequate referral system. 

1.3. Target for Tajikistan 

The targeted access times to the different levels of care are presented in the table below 

Levels of care Proposed access times Transportation means 

Health houses From 15 to 30 minutes By foot 

Rural Primary care centres From 15 to 30 minutes By car 

Comprehensive PHC Centre From  30 to 45 minutes By car 

Hospital care From 30 to 60 minutes By car 

In the locations with relatively small size populations (not justifying the placement of a hospital) but with 
geographical access problems the emergency and urgent care should be available within 60 to 90 minutes. 

2. PLACE AND ROLE OF PRIMARY HEALTHCARE AND HOSPITAL 
RECONFIGURATION STRATEGY 

2.1. Current situation in Tajikistan:  

�“The effectiveness of health care and services system suffers from the predominance of services provided by 
specialized out-patient specialists and hospital care instead of general/family doctors and paramedical staff.  
80% of patients are going to hospitals bypassing primary level health facilities4�”.  

                                                      
3 Source: Draft National Health Strategy for Tajikistan - 2010 
4 Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
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Integration of health services across levels of care and types of providers is the strategic priority under health 
care delivery policy of the next decade. 

2.2. Guidance and orientations 

Guidance and orientations provided in the National Health Strategy and/or other strategic documents 
and concept papers:  

The strengthening of Primary Health Care (PHC) based on Family Medicine Practice constitutes a priority 
defined in the National Health Strategy. Primary healthcare will constitute the backbone of Tajikistan health 
system. Family medicine practice will constitute the public health and clinical base for new model of 
prevention, diagnostic and treatment of the population (antenatal and postnatal care, childhood, infectious 
diseases and TB, non communicable and chronic diseases). 

2.3. Targets for Tajikistan:  

2.3.1. Integration of all primary care services within the primary care centre 

Current PHC system is highly disintegrated, with numerous structural units mainly corresponding to the 
vertical programs supported in the past and/or present by the development partners.  The National Health 
Strategy for Tajikistan acknowledges disintegrated PHC system as one of the main structural problems and 
proposes to address this issue during the next decade of this strategy implementation. The prioritization of 
the implementation of the family medicine approach in all existing national strategic documents, would 
logically require integration of certain standalone structural units, such as the stand alone Family Medicine, 
Reproductive Health Promotion and Integrated Management of Childhood Illnesses (IMCI), 27 FM centres, 
65 IMCI centres, 69 RH centres Immunization Posts (66 existing ones) and Health Life Style Promotion (66), 
- or total of 293 facilities and or/units centres into the PHC structural units such as �– city, rayon and rural 
health centres. Assuming this occurs; such centres will become redundant and need to be abolished. 

Upstream to the integration of these standalone structural units, family medicine approach should be 
implemented and the current network of PHC facilities should be strengthened and modernized as described 
in the National Health Strategy and in the present Master Plan. An action plan for the integration of these 
stand alone units should be prepared with a clear phasing of activities for short term, medium term and long 
term (transfer of activities, review and update of clinical protocols, implementation of continuous training 
activities when required, transfer of staff and resources, negotiations with the development partners and 
vertical programs, removal of premises to be dedicated to other activities). 

2.3.2. PHC facility per population 

 One comprehensive Rayon health centre per rayon 

 One comprehensive rural primary health care centre providing full range of PHC services per 20 000 
population,  

 In remote areas: one extended PHC centre with emergency services and minor surgery per 20 000 
inhabitants, 

 Basic rural health centres deployed among the Tajik territory according to population number and 
density, 

 Health houses and outreach PHC Centres, in particular in remote areas and when justified by 
population density and conditions of accessibility to other PHC facilities.  

 Mobile teams attached to the comprehensive PHC centres. 

The number of population per Rural Health Centre and Health House is differentiated taking into account the 
age structure of the population, the epidemiological profile, as well as the geographical features of the 
different rayons and settlements.   

2.3.3. Utilisation ratios and benchmarks for PHC 
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International benchmarks5:  

EU countries: 7 consultations per capita per year 

WHO-Euro region: 7,95 consultations per capita per year 

CIS Countries: 8,6 consultations per capita per year 

CAR: 7 consultations per capita per year 

Tajikistan: 4 consultations per capita per year 

Target for Tajikistan for 2015: 5,5 to 6 consultations per capita per year 

Target for Tajikistan for 2020: 7 consultations per capita per year 

With the following assumptions:  

- 70% of outpatient visits occurring at PHC level (currently 20%), 

- 60% of the visits at PHC level managed by the GP, 

- 40% by nurse general practitioner with translates into 12 visits per GP/day and 8 visits per GP 
nurse/day. 

2.3.4. PHC doctors and nurses per population : Cf. § 6. Medical personnel 

2.4. Assumptions for hospital sector reconfiguration 

2.4.1.   General overview 

Current situation in Tajikistan  

Hospital sector in Republic of Tajikistan is delivered by 449 hospitals with a total bed number of 38 000 beds 
approximately.  

Critical physical conditions of hospitals and low hospital services standards hindered the adequate 
functioning of these facilities, as well as the effectiveness, quality and efficiency of the services provided to 
the population. 65% of buildings from the period 1938 to 1990 do not meet basic requirements6. 

The current situation is characterized by:  

- An oversupply of beds, 

- Avoidable inpatient admissions. Researches have shown that each third hospital patient could 
receive treatment in outpatient polyclinic conditions7. 

- Low occupancy rates (average of 40% for the country), 

- Extended average length of stay.  

Guidance and orientations provided in the National Health Strategy and/or other strategic documents 
and concept papers 

Tajikistan Hospital Service Restructuring Concept for 2006-2010 provides the following orientations and 
guidance:  

 

 Downsizing of the number of beds and hospitals, 

 Development of guidelines for mapping and rationalization of hospital care facilities (based on 
population, access, infrastructure, transport, geography to ensure optimal locations of health 
facilities), 

                                                      
5 Source: WHO �– European Health Database �– 2009 
6 Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
7Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
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 Introduce hospital rationalization experience nationwide, 

 Transformation of rural hospitals into rural health centres (expect in remote and difficult of access 
areas), 

 Restructuring and/or merging and/or closing of facilities providing overlapping functions, e.g. oblast, 
city or rayon hospitals when they coexist, 

 Restructuring of hospital sector with priority given to general hospitals. 

Benchmark examples and international trends 

During the last ten years, European countries reduced significantly the number of their acute care beds, 
including:  

 Reduction in inpatient average length of stay, 

  As the result, hospitals are operating at a much higher level of technology to treat the sicker patient 
load, 

 Alternatives to inpatient care (which is expensive) are increasingly available including day surgery, 
pre-operative assessment to reduce time spent in hospital, day care for conditions like renal dialysis, 
cancer chemotherapy, etc. 

2.4.2. Optimum size of hospitals 

According to McKee and Healy8, the optimum size of an acute care hospital, functioning as a high-tech 
modern hospital (out patient, ambulatory care, day surgery), is about 300 to 650 beds. The complexity of an 
institution with more than 650 beds generates additional costs, and not savings, because of the complexity of 
new modern hospitals.  

Target for Tajikistan: 

Taking into account the specificity of Tajikistan, as a mountainous country, with significant share of 
population living in the remote areas with year round or seasonal geographical access problems, following 
gradation of optimum sizes of hospitals of different category is suggested: 

 Small and limited number of rural community level hospitals in remote areas (30-50 beds) 

 Rayon Hospital, more than 80 beds 

 Oblast Multiprofile hospital (from 100 to 300 beds) 

 Tertiary Hospitals (from 300 to 650 beds)  

2.4.3. Number of acute care beds 

GLOSSARY OF TERMS 

Definition of acute care: Two definitions are presented providing from two different sources 

1. Pattern of health care in which a patient is treated for a brief but severe episode of illness, for the sequel 
of an accident or other trauma, or during recovery from surgery. Acute care is usually given in a hospital by 
specialized personnel using complex and sophisticated technical equipment and materials, and it may 
involve intensive or emergency care. This pattern of care is often necessary for only a short time, unlike 
chronic care and long term care9.   

 

2. Short-term medical treatment, usually in a hospital, for patients having an acute illness or injury or 
recovering from a surgery10.  

 

                                                      
8 McKee 

, M., Healy, J., (2002) op. cit. 
9 Source Mosby�’s medical dictionary 8th Edition. 2009 
10 The American Heritage® Medical Dictionary Copyright © 2007 
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Definition of acute illness: A disease with an abrupt onset and usually a short course. any illness 
characterized by signs and symptoms of rapid onset and short duration. It may be severe and impair normal 
functioning11.  

 

Medium term and long term care: Cf. definition provided in the § 4.8. 

Figures reported to the World Health Organisation show that, since 1990, hospital bed numbers in most 
countries have fallen dramatically.  

Hospital bed numbers are frequently used as a measure of the capacity of a health care system, but a bed is 
merely an item of furniture on which a patient can stay. For a bed to make any meaningful contribution to a 
health care facility�’s ability to treat someone, it must be accompanied by an appropriate hospital 
infrastructure, including trained professional and managerial staff, equipment and pharmaceuticals12. Indeed, 
bed numbers are very poor measures of health system capacity, as a bed only contributes to health care if it 
is supported by an appropriate mix of staff and equipment. 

Furthermore, there are many different types of hospital bed, reflecting differences in the kind of patient they 
are designed to accommodate. A bed for a patient undergoing rehabilitation after a stroke is very different 
from a bed for a patient with multiple organ failure, who requires ventilation, dialysis and circulatory 
support13.  

A strategy to reduce hospital bed capacity should include policies to reduce inappropriate admissions, make 
the provision of inpatient care more efficient and facilitate quicker discharges. It will often require the 
development of alternatives facilities and services. 
The reduction of acute care beds should be closely correlated with the development of primary healthcare 
services, outpatient departments and ambulatory care, rehabilitative and long term care. 
 
In Europe, it is considered that a four hundred acute beds hospital, in 2008, has the, same activity as eight 
hundred acute beds hospital fifteen years ago. This situation is explained by the development of outpatient 
activities, day care and ambulatory surgery. 
 
The first figure below presents the number of acute care beds per 1000 population in a sample of countries 
in Europe and CIS regions. The second figure illustrates the general trend in the reduction of the number of 
acute care beds occurring in the last twenty years in all countries. 

 

Acute care beds per 1000 population 

 
Source: WHO �– European Health Database �– 2009 

                                                      
11 Mosby's Medical Dictionary, 8th edition. © 2009, Elsevier 
12 McKee, Reducing Hospital Beds. What are the lessons to be learned ? European Observatory on Health Systems and Policies. N°6 - 
2004 
13 Reducing hospital beds. What are the lessons to be learned? European Observatory on Health System and Policies. Martin MacKee. 
2004 
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Evolution in the number of acute care beds per 1000 population from 1990 to 2008 

 
Source: WHO �– European Health Database �– 2009 

 

Target for Tajikistan to be reached by 2020:  

At present, important disparities exist between the different oblasts of the country as illustrated in the table 
below:  

Oblast/region Number of beds/1000 population 

Khatlon 4 beds/1000 population 

Gbao 9,88 beds/1000 population 

Sogd 5,54 beds/1000 population 

Rayon under Republican Subordination 2,97 beds/1000 population 

Dushanbe 6,73 beds/1000 population14 

 

The ratio bed/population in Tajikistan should tend towards a ratio of:  

- 3,5 beds/1 000 population (cancel the footnote included before). 

- Nevertheless, this ratio will not be applied in a systematic and arithmetical way but will be displayed 
taking into account the current bed ratios and admissions rates recorded in the different oblasts and 
rayons of the country, as well as the anticipated population growth and forecast workloads. 

 

As noted in the previous section, the feasibility of such target depends strongly on the 
implementation of a new hospital funding: from a payment based on the number of beds to a case-
based payment and delegation of autonomy in financial and staffing decision making to hospital 
managers This pre-condition constitutes a crucial issue for the concrete implementation of the 

master plan and a strong recommendation of the current document. 

 

                                                      

14 The ratio beds/1000 population for Dushanbe should be considered with caution taking into account the two following factors: the 
capital city hospital network constitutes the reference for the whole country, an important proportion of the population living in RSS is 
attended in Dushanbe�’s hospitals.  
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2.4.4. Acute care inpatient admission 

Comparatively with its neighbouring countries, Tajikistan has a low ratio of admissions for 100 per 
population. On the other hand, this ratio is comparable with the quantities recorded in Spain, Portugal (where 
the healthcare system is also based on primary healthcare), while France and Germany are recognized to be 
hospital-centred countries.  

Acute care inpatient admissions per 100 population 

 
Source: WHO �– European Health Database �– 2008 (or latest year available) 

According to the health strategy, the targeted transition to modern disease management strategies in such 
practice areas as TB, STI, drug-dependence, and psycho-behavioural disorders, will shift emphasis to 
outpatient care and social support.  This, in turn, will reduce demand for inpatient services. 

In compliance with the National Health Strategy, in the next 10 years, the disease management approach to 
the chronically ill will undergo a profound change.  The professional daily activities of health care providers 
will shift from focus on acute care episodes, to the management of chronic illness, centred on the prevention 
and avoidance of complications and flare-ups.   

The different targets and directions presented above works in favour of a decrease in hospital admission 
rates. 

 On the other end, in a near future, an increase in the number of hospital admissions for certain other 
specialties can be expected in Tajikistan as a consequence of observed trends an approximation to 
contemporary international standards in terms of education, population awareness concerning health issues 
future expected proliferation of the medical technologies and demographic indicators (higher proportion of 
elderly people, better purchasing power and associated behaviours, strengthening of hospital services 
standard and equipment available, population epidemiological profile as regard for example to cancer 
prevalence, cardiovascular diseases, etc..). Furthermore, as a matter of national priority, the number of 
neonatal beds (and consequently the number of admissions) will increase and will be allocated more evenly 
across the country, and properly equipped to ensure vital care for newborns over the first seven days of their 
lives.  An increased percentage of childbirth in accredited maternity facilities is among the key programmatic 
goals of the Strategy.  In 2020, at least 90% of deliveries will be supported with qualified inpatient obstetric 
care, compared to 75% in 2009.   

In conclusion, the following trend could be expected as regard to hospital admissions:  

- Reduction of avoidable and unjustified admissions, 

- Shift from inpatient to outpatient services, 

- Re-profiling of hospitals admissions which will operate at a much higher level of technology to treat 
the patients requiring such service. 
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Target for Tajikistan to be reached by 2020: 

The inpatient admission rate will remain at the same level as today but with a re-profiling of patients patterns 
and clinical pathways. 
All European Union countries and CIS countries are trying to reduce the number of inpatient admissions. The 
efforts developed in these countries are considerable as the shift from inpatient to outpatient services 
involves changes in mentalities, cultural behaviours, professional practices and clinical pathways. 

In this context, it would not be consistent and appropriate to foresee an increase of the inpatient admissions 
in Tajikistan taking into account the main strategic orientations presented in the National Health Strategy, the 
socio-economic context of the country and the general international trend consisting in a reduction of these 
services. In this context, the number of inpatient admissions will remain at 11 to 12 per 100 inhabitants. 

2.4.5. Average length of stay 

Average length of stay (at around 11/9 days overall) in Tajikistan is still high in comparison Western 
countries and even some former Soviet health care system countries, as demonstrated in the figure below. 

International comparison - Average length of stay for acute care in 2008 (number of days) 

 
Source: WHO �– European Health Database �– 2008 (or latest year available) 

 

International comparison - Average length of stay for normal delivery in 2005 (Number of days) 
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Source: Health at a Glance 2007: OECD Indicators 

 

Target for Tajikistan to be reached by 2020:  

The average length of stay in acute care facilities will be reduced in order to be in compliance with 
international benchmarks i.e. from 9 to 7 days. 

A condition to achieve this objective is related to the setting up of a real permanence and continuum of care, 
from prevention to post-care, including home care and rehabilitation, hospices, nursing homes and other 
long term care facilities, . 

2.4.6. Development of outpatient and ambulatory care (day hospital, day surgery) 

Current situation in Tajikistan:  

Alternative models of healthcare delivery (day hospital and ambulatory surgery) are already developed in 
Oblast and rayon hospitals but in a limited way and without the sufficient organisation and framework to 
achieve a real shift from inpatient to outpatient activities. The number of ambulatory surgeries performed is 
often limited to minor interventions.  

In this context, there is a real need to structure and �“formalize�” such activities within a clear definition and 
�“nomenclature�” of the procedures to be developed and reported as day cases sessions.  

Benchmark examples and international trends: 

Ambulatory care, that is, care not requiring over-night hospitalization, is becoming the predominant form of 
health care delivery in United States, Canada, Sweden and United Kingdom, for instance.  The shift away 
from inpatient care has been made possible by the development of new medical and diagnostic procedures 
as well as other technological advances that allow for services to be delivered on an outpatient basis.  

Driven by financial restraints and supported by the development of new technologies and new treatment 
methods, outpatient care and ambulatory care has proven an alternative for hospital admission without a 
loss in quality of care for selected health problems. 

For this reason, the pressure to reduce hospital beds without depriving the population from the necessary 
treatment, has been accompanied in many countries by a concomitant increase in number of patients treated 
in ambulatory care.  

 Source: Health at a Glance 2007: OECD Indicators 
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Targets for Tajikistan to be reached by 2020:  

Every hospital should develop the three components of hospital activity: inpatient admissions, outpatient 
departments, and ambulatory care (day hospital and ambulatory surgery).  

The development of ambulatory care activities with a concurrent decrease in number of hospital beds should 
be sustain by financial and technical support for the administrative organisation of ambulatory activities.  

The motivation to develop ambulatory care will depend on the financial incentives to be strengthened 
rewarding providers for treating relevant patients on outpatient basis) and adoption of specific ambulatory 
clinical protocols.  

These activities will be mainly developed in the existing hospital network, rationalized and optimised within 
the present master plan in order to avoid a duplication of clinical support services required for such activities 
(e.g. operating rooms, X-ray, Lab, recovery rooms, sterilization, staff, etc.). 

A list of medical procedures to be developed as day cases (including surgical elective procedures) should be 
defined by/or in close relationship with the relevant stakeholders: e.g. the college of physicians and the 
association of nurses, etc. 

The desirable rates of day hospital admissions and day surgery procedures will be adapted to the socio-
geographic context of the considered oblast and rayon and will take into account the following criteria:  

- Geographic features and road conditions, 

- Access times 

- Living standards of the population. 

The clinical follow-up of a patient after a medical procedure performed on day basis (medical and surgical) 
constitutes a crucial issue in order to ensure healthcare quality and safety. In this context, the targeted rates 
should be adapted to the reality of each of the regions and districts.  

The following targets are presented as a benchmark for the development of such activities:  

Targeted ratio for day hospital Targeted ratio for ambulatory surgery  

Short 
Term 

Medium 
term 

Long term Short term Medium 
term 

Long 
Term 

Oblast level 8% of the 
total of 
admissions 

10% of the 
total of 
admissions 

13% of the 
total of 
admissions 

8% of total 
surgical 
procedures 

12% of 
total 
surgical 
procedures 

20% of 
total 
surgical 
procedures 

Rayon level 10% of the 
total of 
admissions 

15% of the 
total of 
admissions 

20% of the 
total of 
admissions 

10% of 
total 
surgical 
procedures 

15% of 
total 
surgical 
procedures 

30% of 
total 
surgical 
procedures 

 

2.4.7. The future of specialized and rural hospitals 

Current situation in Tajikistan:  

Tajikistan is concerned with a high number of specialized hospitals. A high number of specialized hospitals 
and centres exist in the country in the following specialties:  

- high-tech specialized hospitals (cardio-vascular, oncology centre, etc.) 

- specialized TB hospitals 

- infectious diseases for adults and children, 

- Dermatology and venereal diseases, 

- Endocrinology,  

- Ophthalmology, 

A-3-3-34



35 

 

- Specialized psychiatric and neurological hospitals, 

 

 There are still over 800 dermatology beds in the country �– in most developed countries, Dermatology is 
almost exclusively an ambulatory service.  

 Infectious diseases beds still number around 3800 nationwide. Internationally, the trend for infectious 
diseases is toward ambulatory care with only minimal provision for certain disease categories. 

 Similarly, TB with the exemption of the sever MDR TB cases is considered treatable on mostly 
ambulatory bases, so the need for over 2000 TB inpatient beds (including specialist beds in TB clinics) 
can be questioned.  

 From 17 functioning psychiatric hospitals only few work by due workload, the network requires bed 
reduction and transformation to hospital substituting facilities. 

 Other specialties are moving towards minimal inpatient capacity in Western countries (for example, 
cataract interventions are done exclusively on a day basis) and Endocrinology where diabetes patients 
are managed almost entirely as ambulatory cases. 

Activity of 90% of SUB�’s (Rural district hospitals�”) is inefficient and as a rule, patients neglect the given level 
and address directly to Central Rayon Hospital. Utilization indicators of such hospitals are low. 

Buildings of many SUBs are in unsatisfactory condition or not subject to the further operation. Most of them 
practically do not conform to minimal conditions for patient�’s treatment, health personnel is represented by 
one doctor-internist. There are no medical products for patients�’ treatment. Moreover, at present activity of 
these hospitals is seasonal as during autumn and winter electricity supply is irregular15.  

Guidance and orientations provided in the National Health Strategy and/or other strategic documents 
and concept papers:  

According to the National Health Strategy, the targeted transition to modern disease management strategies 
in such practice areas as TB, STI, drug-dependence, and psycho-behavioural disorders, will shift emphasis 
to outpatient care and social support.  This, in turn, will reduce demand for inpatient services. The treatment 
of HIV/AIDS patients will be incorporated into family medicine practice. 

According to this strategy, the TB incidence rates will decline in Tajikistan from 125 cases per 100 000 
inhabitants to 100 in 2020. The nation will part completely with the legacy of the past in managing this 
disease: invasive methods of TB diagnostics and treatment and common use of Long Term TB care will 
make away for the globally accepted �“Directly Observed Therapy�”, short course (DOTs). Medications will be 
administrated in general practice facilities (the closest to the patient�’s daily location).  

Within the framework of the TB reform, the MoH will lead effort of downsizing the network of TB specialized 
centres with beds and selection the most viable sites for hospital admission and �“institutionalization�” of TB 
patients when medically or socially appropriate.  

Benchmarks and general trends:  

In Western Europe, based on the territorial classification of hospitals (regional, district, community level), and 
thanks to the huge improvement of the population heath status, TB specialized hospitals, sanatorium and 
preventorium have been progressively closed down or transformed (for a small proportion) into rehabilitation 
centres or long term care facilities.  

Concerning psychiatry, various countries (Italy, England and Spain) have progressively closed down a 
significant number of their specialized hospitals, with a transfer of a part of inpatient care in acute care 
general hospitals and a concomitant development of community based services. 

Concerning other specialized hospitals (infectious diseases, STD), the general trend in Western Europe and 
OECD countries is also to close down this kind of institutions.  

The situation can be different concerning maternity houses and paediatrics hospitals, taking into account the 
fertility rate in the country and the number of children per woman.  

Furthermore, as underlined in the report entitle �“Tajikistan Hospital Service Restructuring Concept for 2006-
2010), �“Experience in western countries has shown that simply reducing beds (through efficiencies and 
better practice) often does not result in significant savings. Reducing beds from say, 250 to 200 (a 20% 

                                                      
15 Source : Tajikistan Hospital Service Restructuring Concept for 2006-2010 
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reduction) in one hospital is likely to produce only marginal savings. The fixed infrastructure and staff costs 
are still there. Real savings only come from reducing the number of facilities and sites – being ably to target 
efficiencies on a much larger budget and redirecting the savings to other part of the health system�” 

Targets for Tajikistan to be reached by 2020: 

As a general orientation, the specialized hospitals should be merged and integrated in general hospitals 
within a defined timeframe. This reorganisation with transfer or integration of specialized hospitals should be 
associated with the development of new delivery models and a shift to outpatient services. 

A consequent number of the existing specialized hospitals in the field of TB, infectious diseases, 
dermatovenereology and the specialized centres (ex-dispensaries) with inpatient care should be merged with 
general hospitals or transformed in healthcare centres, rehabilitation or long-term facilities, depending on 
healthcare needs of the population.  
 

SUBs transformation to Rural Health Centres except facilities functioning in remote and mountainous districts 
(and depending on population access times to hospital services, where they can be turned into the �“urgent 
care points�”) will contribute to improve:  

- Healthcare quality and safety, 

- Clinical effectiveness and efficiency. 

The main orientations for hospital sector reconfiguration can be summarized as follows:  

 30% reduction bed capacity in general, acute care hospitals 

Anticipated reduction in general and �“other�” hospital beds is 30% that roughly corresponds (a) to the number 
of beds installed in the rural hospitals - 7340 beds in 208 facilities (MoH, 2006) and (b) currently �“excess�” 
beds that are not utilized considering the current average occupancy rate at app. 40 to 50% of the total bed 
capacity, or 60% of the expected �“optimal�” occupancy rate established at 80%.  

The same rate of reduction is anticipated for oncology and ophthalmology hospital beds considering their 
current occupancy rates and future anticipated reductions in the ALOS and technology and clinical practice 
improvements that more likely would lead to increased share of outpatient surgery and day care cases.  

 0% reduction in standalone maternity and gynecology bed capacity 

No reductions in the maternity beds are expected. These facilities are currently fully utilized and even with 
anticipated shorter Average Length of Stay (ALOS) for these facilities, the need for maternity beds is likely to 
perpetuate at the same level, considering the current relatively high share of unattended births in Tajikistan 
at app. 17% of total number of births (World Health Organization, 2009). These home births are expected to 
occur in maternities in future, given that relevant polices for reducing such births will be successful. 

 From 60% to 80% reduction in Sexually Transmitted Diseases (STD) and Dermatology inpatient bed 
capacity and from 20% to 40% reduction in standalone infectious diseases inpatient bed capacity.  

As notes above, the National Health Strategy in Tajikistan (CHST) identifies the oversupply of such specialty 
beds as dermatology and infectious diseases and long term care hospitals for TB and psychiatry, as one of 
the most distinctive features for characterizing excess hospital infrastructure in the country. It is likely that 
these facilities will be downsized significantly as a result of the hospital sector rationalization. It is expected 
that most of the STD hospitals and infectious diseases hospitals will be integrated into general hospitals, with 
more radical 60% to 80% reduction of the existing bed numbers for STDs and relatively more moderate 
reduction for infectious diseases beds at 20% to 40%. These beds will not be eliminated from the system, 
but will be merged into general hospitals and services for STD and dermatology will be maintained,  as 
sexually transmitted, skin, water borne and other infectious diseases are, and likely to remain in the near 
future, as one of the leading causes of morbidity in Tajikistan.   

 From 30% to 50% reduction in inpatient bed capacity for long term care (TB and Psychiatry) 

At least thirty to fifty percent reduction is expected for the psychiatric beds, as the country moves towards 
modern approaches in management of mental health diseases, which includes the focus on community 
based and outpatient care and decreased length of stay for psychiatric patients. Even with current outdated 
mental health practice, less than third of the psychiatric bed capacity is utilized. Same applies to the TB 
hospital beds, as most of these facilities are redundant and as a result of the comprehensive implementation 
of the Directly Observed Treatment Strategy (DOTS), are likely to be closed in future. Respectively, at least 
from 30% to 50% reduction in TB inpatient bed capacity is projected. As of the currently underutilized 
rehabilitation centres, it is expected that their use will increase in future, as many patients undergoing 
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rehabilitation in general, psychiatric, substance abuse and other specialty hospital settings currently, with 
appropriate changes in clinical practice will receive care in rehabilitation centres, given that appropriate 
investments will be made to upgrade and re-profile these centres according to the modern standards. Thus, 
no changes are expected in overall bed capacity for the rehabilitation facilities.   

2.4.8. Developing standards for medium term (rehabilitative care) and Long Term care 

As mentioned in the § 4.3., a strategy the reduction of acute hospital bed capacity should be associated with 
the development of alternatives facilities and services, in particular as regards to rehabilitative and long term 
care. 
An accurate review of current utilisation of inpatient services in Tajikistan hospitals permits to identify 
opportunities to improve the utilisation of these beds, such as:  

 The implementation, all over the country, of a permanence of care at PHC level, is the first condition 
to avoid an inappropriate utilisation of hospital medical services, the second condition is to set up a 
real continuum of care, from prevention to �‘post-care�’,  

 The strengthening of an alternate level of care or medical recovery services, duly organised and 
structured, for patients who no longer require acute care, but can be transferred to other 
intermediary facilities (less costly and more appropriate for patient needs). The development of such 
services (rehabilitative and long term care) will permit to free an important number of acute care 
beds. 

These two objectives permanence of care and continuum of care should be two key priorities of the health 
system. 

Figure 10: Continuum of care16 

 

 
                                                      
16 Snyderman R., Developing an integrated healthcare system at http://conferences.mc.duke.edu. 
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2.4.9. Definition of long-term care and intermediary care:  

Medium term/rehabilitative care: The purpose of rehabilitative care is to restore some or all of the patient's 
physical, sensory, and mental capabilities that were lost due to injury, illness, or disease. Rehabilitation 
includes assisting the patient to compensate for deficits that cannot be reversed medically. It is prescribed 
after many types of injury, illness, or disease (Source: Medical Dictionary).  

Long Term Care: Long-term care (LTC) is a variety of services which help meet both the medical and non-
medical need of people with a chronic illness or disability who cannot care for themselves for long periods of 
time (including leprosy). It is common for long-term care to provide custodial and non-skilled care, such as 
assisting with normal daily tasks Increasingly, long term care involves providing a level of medical care that 
requires the expertise of skilled practitioners to address the often multiple chronic conditions associated with 
older populations. Long-term care can be provided at home, in the community, in assisted living or in nursing 
homes. Long-term care may be needed by people of any age, even though it is a common need for senior 
citizens (Source: Medicare.gov) 

Target for Tajikistan:  

 

Category Ratio 

Medium term 
care/rehabilitative care 

0,5 beds per 1000 population aged 15 years and more 

Long term care 2 beds per 1000 population aged 50 years and more 

 

2.5. Healthcare quality and safety  

2.5.1. Current situation in Tajikistan  

A general diagnostic of hospital sector in Tajikistan shows that significant number of hospitals have low 
occupancy rates (with concomitantly long ALOS) and low volumes of activity (in particular as regards to 
number of surgical procedures).  

2.5.2. Benchmarks and general trends   

Internationally, the definition of healthcare quality and safety usually rests on criteria proposed by 
medical/scientific societies. A key benchmark is the minimum volume (baselines of activity) of specific clinical 
activities necessary for a medical department or a hospital to carry out within given time limits, so as to meet 
agreed standards. Sufficient volume of services rendered is necessary to expose medical personnel to 
appropriate case-mix and allow retaining professional skills. Principles and norms on minimum staff required 
to ensure the appropriate healthcare delivery services constitutes another key criteria. 

For example in France, the new baselines of activity in oncology foresee a minimum of 80 patients followed 
to have a chemotherapy cancer activity. In radiotherapy (ambulatory), each unit with at least two equipments 
should treat a minimum of 500 patients per year17. In surgery, for each operating theatre (with five operating 
rooms), the baselines of activity vary from 1000 to 1200 surgical procedures per operating room. Concerning 
obstetrics, an average of 700 to 800 deliveries per year and per hospital constitutes an average standard in 
a number of European countries (600 in France ; 1 000 in Portugal). 

 

 

                                                      
17 Arrêté du 29 mars 2007 fixant les seuils d�’activité minimale annuelle applicables à l�’activité de soins de traitement de 
cancer.  JO 30 mars 2007, Texte N°68 sur 172. 
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BENCHMARKS CONCERNING BASELINE OF ACTIVITY IN FRANCE 
Number of deliveries 600 deliveries per year and per hospital in France 

(and 1 000 in Portugal) 

Cardiac Surgery 400 adult surgical interventions/year/hospital 

150 children surgical interventions/year/hospital 

Angioplasty 400 interventions/cat-lab/year  

General Surgery 1000 to 1200 surgical procedures per operating room 
or 4 000 interventions corresponding to an operating 
theatre, made up of 5 operating rooms representing 
800 interventions per year and per operating room. 

 

2.5.3. Target for Tajikistan:  

In relation to healthcare quality and safety, MoH should foresee opposable standards and norms in terms of 
baseline of activity, for the different medical and surgical clinical activities, and first of all concerning the 
number of deliveries per obstetrical department and per year, and the number of surgical interventions per 
operating theatre and per year.  

The minimum necessary volumes of activity should also be determined for other medical and surgical 
specialities (number of angioplasties and bypasses/cat-lab/year; number of cardiac surgery interventions, 
number of patients treated in oncology, etc.). 

The determination of opposable guidelines of activity should be negotiated with the medical scientific 
societies and with the college of physicians.  

The proposed targets to be reached by 2020 are presented in the table below:  

Number of deliveries 400 deliveries per year and per department 

General Surgery 700 to 800 per operating room 

Nevertheless, it is important to underline the fact that these criteria and range of values as in case of other 
key parameters should not be used in a strict, stiff and arithmetical way. A multi-factor analysis should be 
developed facility per facility, taking also into account accessibility conditions and access times, geographical 
context and economic features. 

2.6. Medical personnel  

2.6.1. Current situation in Tajikistan 

The structural rationalization of the health delivery and public health sectors will have significant impact on 
the distribution of the medical personnel employed in relevant inpatient settings.  Currently Tajikistan 
experiences overall deficit in the qualified medical personnel, - the  background documents of National 
Health Strategy assesses this deficit at about 4,000 physicians, or app.  1/3 of the current physician work 
force (reported officially at 14,281) and 7,500 nurses, or about 1/5 of the existing number of nurses (reported 
officially at 34,583). However, despite the overall shortage of the medial personnel, due to significant 
imbalances in distribution of the health human resources across regions and specialties, there is oversupply 
of physician cadre in certain geographical locations and in selected specialties. For example, Dushanbe has 
highest physician to population ratio at 618 per 100,000 population, or more than two times higher than the 
national average of app. 269 per 100,000 population. Similarly there is excess number of obstetricians and 
gynaecologists, while general practitioners (family doctors) are in short supply throughout the country. The 
shortage of oncologists, cardiologists and endocrinologists had recently been reported in more than 30 
towns and rayons. The shortage of neurologists, TB doctors, ophthalmologists, urologists, and 
dermatovenerologists - in more than 20 towns and rayons of Tajikistan. There is also an obvious need in 
better trained professionals of public health and health care managers on the level of health provision and 
public management across the health sector (CHST, 2010).  
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2.6.2. Benchmarks and general trends  

While projecting detailed changes across geographical locations and specialties can only be done through a 
detailed plan on health human resources in Tajikistan, currently under development through the World Bank 
technical assistance, certain general assumptions can still be derived from already established targets set in 
different national documents. Specifically: 

Overall national target for physician to nurse ratio in the health sector at 1 to 6, set by the �“Implementation 
Plan for the Tajikistan Republic Population Health Protection Strategy up to the year 2010�” (GoTR, 2004); 
current ratio is 1:2.3, which implies the need for more than doubling the current number of nurses. However, 
even if there is no standard ratio of nurse to doctor widely accepted internationally, the 1993 World Bank�’s 
World Development Report advocated that nurses and midwives could deliver most of the minimum essential 
public health and clinical services, with doctors providing clinical supervision and direct care of complex 
issues and complications. It suggests, as a rule of thumb, that the ratio of doctors to nurses should exceed 
1:2 as a minimum with 1:4 or higher considered more satisfactory for cost-effective and quality care (The 
World Bank, 1993). Considering this, It is more likely that this target will be revised with the new strategy, as 
almost no country in the European Region has similar ratio (see also figure). 

 

0 1 2 3 4 5 6
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2007Netherlands
2007Uzbekistan
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2007Albania
2007Hungary
2006Slovenia
2006Belgium
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2007Finland
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2007Belarus
2006Iceland
1995Monaco
2007Republic of Moldova
2007Czech Republic
2007France
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2007Kyrgyzstan
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2007Germany
2006Tajikistan
2006Switzerland
2006Romania
2007Serbia
2007Croatia
2004Slovakia
2007Turkey
2006Estonia
2007Spain
2007Azerbaijan
2006Italy
2006Russian Federation
2007Kazakhstan
2007Lithuania
2007Latvia
2007Turkmenistan
2007Malta
2006Cyprus
2007Austria
2007Israel
2006TFYR Macedonia
2005Portugal
2007Armenia
2007Bulgaria
2007Andorra
2007Georgia
2006Greece

 Ratio of nurses to physicians in European countries, Last available

 
Source: WHO HFA Data Base 2010 

National target for Family Doctor (FD) to population ratio at 1 FD per 1,200 �– 1,500 population (depending on 
geographical location) and 1 PHC nurse (Family Nurse- FN, in future) per 400 to 750 population (MoH, 
2003). This implies FD and FN ratio of app. 1 to 2,5 to 3 and total number of �“needed�” family doctors is 6,127 
FD and 10,667 family nurses, out of which app. 1,900 FD and 2,000 FN were already retrained, however, 
further major efforts (in terms of time and funds) are needed to achieve the target, given that target ratio�’s 
will not be revised This means that there is a need to attract, train and retrain additional app. retrain and train 
4,473 family physicians and 8,946 family nurses. 
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2.6.3. Targets for Tajikistan:  

Family doctors and Family nurses:  

The National target and normative standard will be preserved within the present Master Plan as a final 
target: 

 1 Family Doctor per 1 200 to 1 500 population (depending on geographical location) 

 1 Family Nurse per 400 to 750 population, 

 1 ob&gyn/5 000 women of reproductive age,  

 1 paediatrician/7 500 population under 14 years old 

These two last categories are also required to work at PHC level in order to provide the adequate support to 
family doctors in the of antenatal and postnatal care and diagnostics and treatment of childhood illnesses 
and gynecologic diseases. 

Intermediate targets for FD to and FN ratios to population will also be suggested for master planning for the 
next 5 to 10 years. 
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Staffing ratios by hospital level:  

The table below presents a benchmark of the most recent total staff and nursing staff ratios in OECD countries. These figures should be considered only as a 
benchmark concerning in particular the staff ratios per bed and the breakdown of staff per category. 
 

  Staff to Bed Ratio Nurse to Bed Ratio % to total Staff Physician to Bed 
ratio % of Total Staff Administrative and 

Other staff ratio % of Total Staff 

Germany 2,14 0,77 0,36 0,42 0,2 0,94 0,44 

France 1,75 0,59 0,34 0,35 0,2 0,81 0,46 

Italy 3,16 1,4 0,44 0,63 0,2 1,13 0,36 

Canada 4,4 1,2 0,27 0,88 0,2 2,32 0,53 

United Kindgom 9,2 3,1 0,34 1,84 0,2 4,26 0,46 

OECD Median 2,1       

USA 5,6 1,6 0,29 1,23 0,22  0,49 

Source: OECD 2009 

Based on the current context of Tajikistan and as a general basis for the Master Plan exercise, the following ratios are proposed with a distinction between the different 
categories of hospitals, number of beds and level of complexity. Nevertheless, these ratios should be revised and adjusted based on the outputs of the �“Human 
Resources Strategy for Health Sector in Tajikistan�” currently under development within a World Bank Technical Assistance.  

 

Staff Category 
% of total 

staff 

Average 
staff 

ratio/bed 
for All 

Hospitals

Rayon Hospital 
without 

Obstetrics  
without Surgery 

(30-50 beds) 

Staff ratio per 
bed 

Rayon Hospital 
without 

Obstetrics (30-
50 beds)  

Staff ratio per 
bed 

Rayon Hospital 
without Surgery 

and added 5,10,15 
obstetrics beds 

(45-60) 

Staff ratio per bed 

Rayon Facility 
with Surgery 
and added 

5,10,15 
obstetrics 

beds (45-60 
beds) 

Staff ratio per 
bed 

Rayon 
Multiprofile 

with 
Neonatology 

(in remote 
rayons) 80-
100 beds 

Staff ratio per 
bed 

Regional 
Multiprofile 
<300 beds 

Staff ratio per 
bed 

Regional 
Multiprofile  

300-650 

Staff ratio per 
bed 

Tertiary Hospital 

Staff ratio per bed 

Doctors 0,2 0,30 0,20 0,24 0,26 0,28 0,36 0,46 0,48 0,50 

Nurses  0,45 0,68 0,45 0,54 0,59 0,63 0,81 1,04 1,08 1,13 

Administrative and other technical staff 0,35 0,53 0,35 0,42 0,46 0,49 0,63 0,81 0,84 0,88 

Total staff  100% 1,5 1,00 1,20 1,30 1,40 1,80 2,30 2,40 2,50 
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2.7. Future health care services delivery model 

2.7.1. Current situation in Tajikistan  

Tajikistan has inherited the health services delivery system that is constructed according to principles underlying 
so called �“Semashko�” model. This model is characterized by blurred boundaries between primary and 
secondary health care, i.e. it is unclear where the PHC ends and SHC begins. Health sector modernization 
would imply not only the incremental changes and �“fixes�”, but considerable change in the overall configuration 
of the health care delivery system. The new integrated health care network should be able to ensure both 
holistic approach towards individuals accessing the care and continuum of care services through better 
coordination between levels of care. This may require significant changes in both the categorization of health 
care facilities and configuration of the health care network.  

The health facility classification may be adopted eventually that will define health facility standards according to 
a type and level of a health facility and required minimum package of services to be provided by each type and 
at each facility level. This classification is also important for master planning of the health infrastructure and 
estimating the capital investment, equipment and human resources needs.  

An outline of the new health care delivery model and simplified health facility classification (based on this 
model) proposed in this document (see 7.3. Proposed Model of Health Care and Table 1. Proposed Categories 
of Health Facilities for Master Planning), with range of services to be provided according to a type and a level of 
a facility, - is purely for master planning purposes and needs to be further developed and specified in future for 
use as a regulatory/planning tool. The health care delivery model and classification (categorization of the health 
facilities) draws on international experience and takes into account the country realities.  

2.7.2. Proposed categories of health facilities 

The proposed categories of health facilities are presented in the table below: 

Proposed Categories of Health Facilities for Master Planning 

Medical Facility Type Characteristic 

Health House Most cases, No doctor, with FN and/or midwife 

Rayon health centre With full range of PHC services, FD teams and plus 
pediatrician and Ob&gyn and dentist 

Comprehensive Rural Primary Health Centres With full range of PHC services, FD teams and plus 
pediatrician and Ob&gyn  

High Mountain Facility (Extended rural PHC 
Centre with Emergency Care) 

The same as CPHC plus small intensive care unit with 
relevant staff 

Basic rural PHC centres Minimal range of PHC services provided to the 
population 

Rural community level hospitals in remote areas 

 
From 30 to 50 beds 

Central Rayon Hospital (with or without surgery) From 80 to 400 beds 

Oblast Multiprofile hospital <300 beds 150-300 beds 

Oblast Multiprofile profile hospital 300-650 300-650 beds 

Tertiary Hospital 500-650 beds 

Hospital Holding grouping part of the academic 
hospitals existing in Dushanbe 

Managed by a single authority but the hospitals involved 
will remain autonomous entities with day-to-day 
management autonomy 

 

Unique and comprehensive �“Strategic Plan�” for the new 
hospital holding. 

 

Unique and coherent investment plan 
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An organisation led by a board with a clear focus and 
supported by robust and appropriate governance 
arrangements throughout the organisation 
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2.7.3. Proposed Model of Health Care Services by Level of Health Facilities 

Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

Primary Health Care Services (PHC) 

 Public Information Services: 
communication and education on 
selected risk factors and health 
behaviours e.g., basic sanitation, 
nutrition and family planning, 
health life style promotion, drugs, 
tobacco and alcohol control 
programs 

Individual and family 
advice and 
interventions as part 
of follow up visits 

 

Primary 
responsibility for 
health education 
programs/campaigns 

 

Home visits 

Same as previous 
and also: 

 

supervisory 
responsibility of 
�“subordinated�” 
BPHCC for 
Programs/campaign
s 

 

outreach clinics for 
�“subordinated�” 
BPHCC covered 
population  

 

Same as BPHCC Providing 
professional backup/ 
Expertise in some 
areas to the PHC 
level activities 

  

 Communicable Disease Control 

 TB Control 

Community visits 

 

Home Visits 

 

Notification to SES 

 

Same as previous 
and also: 

 

Outreach visits and 
clinics 

Same as BPHCC Specific vaccines 
e.g., BCG 

 

Laboratory support 
services 

 

 

Referral Lab 
Services 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

 Regulatory action, information 
and public investments to 
improve the household 
environment 

Health education on 
environmental health 
issues 

 

Reporting and 
notification 

Same as previous 
and also: 

Vector control 
activity;  

Same as BPHCC Lab support   

 HIV/AIDS prevention 

 Control of STD�’s 

Health education 

 

Public info. 
Campaigns 

 

Follow up 

 

Same as previous 
and also: 

 

Diagnosis and 
treatment  

Same as previous Lab support 

 

Health education 

 

Providing 
professional backup/ 
expertise in some 
areas to the PHC 
level activities 

 

Lab support 

 

Providing 
professional backup/ 
expertise in some 
areas to the PHC 
and rayon hospital 
activities 

 

 Immunization Immunization 
through Outreach 
and community 
programs  

Home Visits 

SES Notification 

Same as previous 
and also: 

supervisory 
responsibility of 
�“subordinated�” 
BPHCC for 
programs/campaigns 

 

Same as BPHCC Specific vaccines 
e.g. TT 

 

SES Notification 

  

 School-based services including 
deworming, micronutrient 

Assist school health 
program delivery 

Same as above at  
school(s) in a 

Same as BPHCC May provide back-
up/support for 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

supplementation and health 
education 

e.g., School Health 
Program: for delivery 
of health education, 
health assessments 
and maintaining 
Individual records; 
arranges for routine 
vaccinations, 
medical and dental 
check-ups at  a 
school in catchment 
area  

catchment area  

Counselling services 
for subordinated 
BPHCC 

medical and dental 
services delivered as 
outreach services at 
schools 

 Pregnancy related care, including 
prenatal childbirth and 
postpartum care 

 

 

 

 Nutrition Supplementation 

 Family Planning Services 

Prenatal visits and 
home visits 

follow-up of perinatal 
conditions 

Referral to hospital 
care/high risk care 

Home delivery for 
physiological low risk 
pregnancies 

Nutrition 
supplements, 
advice/teaching 

Health Education, 
Counselling, Family 
Planning 

Same as previous 
and also: 

Consultation of 
obstetrician/gynaeco
logist for patients 
referred from 
BPHCC 

Diagnosis and 
treatment of 
perinatal conditions 
and pregnancy 
complications 

Family Planning 
device insertion 

Same as previous Providing 
professional 
backup/expertise in 
some areas to the 
PHC level activities, 
e.g., hospital 
delivery, Obstetrics 
& Gynaecology 
special clinics, high 
risk Obstetrics 
management 

Lab Support for the 
PHC Level (e.g., 
testing for anaemia, 
biochemistry) 

 

Providing 
professional 
backup/expertise in 
some areas to the 
Level 2 activities, 
e.g., hospital 
delivery for high risk 
pregnancies, 
Obstetrics & 
Gynaecology special 
clinics, high risk 
Obstetrical 
management 

Providing in and 
outpatient services 
and professional 
backup/expertise in 
some areas to other 
Levels activities, 
e.g., O&G special 
clinics, high risk 
Obstetrics 
management; 
cardiac institute; 
paediatric tertiary 
care 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

supplies/methods; 

 Child health 
(prevention/promotion) 

 

 

 Nutrition supplementation 

Perinatal visits and 
other home visits 

Child care advice 
and Health 
education,  

Development 
Assess/ Advice 
Referral 

Nutrition 
supplements, 
advice, teaching 

Same as previous 
and also: 

Consultation of a 
paediatrician for the 
patients referred 
from BPHCC 

Same as previous Lab support 

Providing 
professional 
backup/expertise in 
some areas to the 
PHC level activities 

Lab support 

Providing 
professional 
backup/expertise in 
some areas to the 
rayon hospital level 
activities 

 

 Care for common serious 
illnesses of young children �– 
diarrhoeal disease, acute 
respiratory infection, measles, 
malaria, and acute malnutrition 

Nurse level care and 
home visits 

Diagnosis, referral & 
follow-up 

Advice and teaching 

Same as previous 
and also: 

Doctor level care 
and home visits 

Treatment and 
referral in case of 
need 

 

Same as previous Inpatient care 

Specialist care 

Inpatient care Inpatient care 

 infection and trauma Nurse care and 
follow up 

Advice referral  

Same as previous 
and also: 

Doctor treatment 
and care and home 
visits for diagnosis, 

 Providing 
professional 
backup/expertise in 
some areas to the 
PHC activities 

Outpatient care for 
referrals 

Inpatient care 

Outpatient care for 
referrals 

Inpatient care 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

Advice and teaching 

Scheduled clinics 

Alleviation of pain for 
health problems 

referral & follow-up 

Advice and teaching 

Outreach clinics for 
subordinated 
BPHCC 

Outpatient and 
inpatient care 

 Treatment and care of chronic 
disease, e.g., diabetes, 
hypertension, heart disease 

 Health education 

Doctor, Nurse 
treatment and care 
and Home visits 

Diagnosis, treatment 
& Follow up 

Scheduled clinics 

 Providing 
professional 
backup/expertise in 
some areas to the 
Level 1 activities 

Specialist OP Clinics 

Inpatient services 

Lab support 

Providing 
professional 
backup/expertise in 
some areas to the 
Level 2 activities 

Specialist OP Clinics 
and Inpatient 
services 

Lab support 

Providing 
professional 
backup/expertise in 
some areas to the 
Level 2 and 3 
activities 

Specialist OP Clinics 
and Inpatient 
services 

 Other PHC  comprehensive care  
not categorized above, including 
rehabilitation services, long term 
mental health and other 
social/community care 

Maintenance care 

Screening and 
referral 

Same as previous Same as previous Inpatient short term 
care and Outpatient 
services 

Referral 

Outpatient services 
and referral to 
Institutional care 

Inpatient  

Emergency Care 

 

 Emergency care 

 

Referral  Provide limited 
urgent care or refer 
as necessary 

Provide extended 
urgent care, 
observation and 
refer as 

Emergency and 
intensive care 

Referral to higher 
levels 

High level intensive 
care 

Referral to higher 
levels 

Intensive and 
emergency care  at 
highest level 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

necessary/feasible 

Secondary Health Care Services/Inpatient Care 

 General inpatient care for non-
surgical conditions 

   General medicine 
and  basic intensive 
care  

Referral to higher 
levels 

 

Same as previous 
and also: 

Diagnostic, 
treatment and 
intensive care for 
referred patients 

Same as previous 
and also: 

Multi organ failure, 
infectious diseases 
caused by especially 
dangerous 
pathogens, etc. 

 

 Surgery   Minor surgical 
procedures 

Limited outpatient 
surgery 

General surgery, 
minor surgery, ENT, 
traumatology 

Basic outpatient 
surgery (Surgeries 
currently conducted 
as inpatient 
interventions (e.g. 
Cataracts, hernia, 
cholecystectomy, 
etc.) 

Same as previous 
and also: 

Basic cardiac 
surgery, 
neurosurgery and 
paediatric surgery 

Visceral, 
orthopaedics 

Same as previous 
and also: 

Referral centre for 
cardiac surgery and 
neurosurgery; 

Paediatric and 
plastic surgery 

Advanced Outpatient 
surgery (e.g. 
ophthalmic surgery 
with high 
technologies) 

 Maternal and Child inpatient care   Physiological 
deliveries and 
observation 

family planning 
paediatric services, 
physiological and 

Same as previous 
and also: 

Advanced 

Referral centres for 
high risk deliveries 
and associated 
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Categories of Services Basic rural PHC 
Centres  

 

Rayon Health 
Centres and Rural 

Comprehensive 
PHC Centres 

(City, Rayon and 
some of existing 
Rural health centres) 

Extended Rural PHC 
Centres  

(existing rural health 
centres in 
mountainous areas) 

Central Rayon  
Hospitals with or 
without obstetrics 
and surgery 

Oblast Multiprofile 
Hospitals 

Tertiary Centres 

low risk deliveries, 
basic gynaecology 

gynaecology, 
neonatal intensive 
care 

complications and 
neonatology 

 Specialized Inpatient Care     Orthopaedic, dental 
services, 
dermatology, 
cardiology, urology 

Same as previous 
and also: 
gastroenterology, 
oncology and 
endocrinology, 
psychiatry, 
pneumology,  

Same as previous 
and also: 

Referral for all 
specialities 

 Lab services    Clinical pathology, 
basic biochemistry, 
blood collection point

Same as previous 
and also: blood 
bank, microbiology, 
pathology, 
haematology, 
toxicology, basic 
forensic 

 

Same as previous 
and also: 

Advanced forensic, 
Virusology (e.g. 
PSR),  

 Diagnostic/high tech equipment    X-ray, cardiograph, 
and possibly 
endoscopy 

Same as previous 
and also:  

endoscopy, 
ultrasound, CT 
scanner, radiology 
machine, dialysis 
machine 

Same as previous 
and also: 

MRI scanner 

Radiotherapy units 

Cath-lab 
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2.8. Proposed standards for technology 

The diffusion of medical technology is an important contributor to improve the health status of the population, 
but it�’s also one main driver of rising health expenditures.  
Both aspects - financial sustainability and medical care implications (effectiveness, quality, safety, efficacy, 
equity, etc.) make necessary to choose knowledgeably the healthcare technologies to be made available and 
the conditions of availability. It is previously important to define a strategy and  organisation for setting 
priorities. 
National income and total health spending are important factors influencing the diffusion of medical 
technologies. Very concretely, the norm or standard concerning high-tech equipment diffusion depends on:  

 Epidemiological profile of the population; 

 Public health priorities; 

 Geographical features and conditions of accessibility (e.g. remote areas), 

 Healthcare programming in terms of standard of services to be provided at each level of the system, 
which directly impact on the sharing of medical activities and high-tech equipment across the country, 

 Financial resources available for investment but also for the future operating costs implications 
(consumables, maintenance, etc.); 

 Medical and clinical staff �‘demography�’ as regard to the medical specialty considered; 

 Minimum levels of activity defined per equipment to guarantee the rentability of the equipment, as 
well as the quality and the safety of the service provided. 

The table below presents the standards for high-tech medical equipment for the next decade taking into 
account the current levels of equipment, the available specialized staff and reasonable patterns that it will be 
possible to attain, the implications in terms of investment, operational and maintenance costs in the specific 
economic context of Tajikistan.  

International Benchmarks and proposed standard for Tajikistan 

EQUIPMENT OECD BENCHMARK (2009 OR LATEST 
YEAR AVAILABLE) 

PROPOSED STANDARD FOR 
TAJIKISTAN 

MRI Between 5 and 10 units per million 
population 

0,7 to 1.2 unit per million 
population 

CT Scans Between 10 and 19 units per million 
population 

1,10 to 1,8 units per million 
population 

Mammograph units Around 20 units per million population 3.5 to 4.5 units per million 
population 

Radiation therapy 
equipment 

Between 4 and 5 units per million 
population 

0,7 to 1,2 units per million 
population 

Angiograhy Between 3 and 4 units per million 
population 

0,7 to 1 unit per million population 

Lithotripsy Between 1 and 2 units per million 
population 

0,5 to 0,8 unit per million 
population 

 

Haemodialysis 

Between 40 and 45 units per million 
population aged between 15 and 59 

years 

Between 200 and 223 units per million 
population aged 60 years and over 

50 to 60 units per million 
population 

Neonatology beds French Benchmark: 3/1000 births 2/1000 births 
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(level 1) 

Neonatology beds 
(level 2 �– Intensive 
Care) 

French Benchmark 

1,45/1000 births 

1/1000 births 

Neonatology beds 
(level 3 �– 
Resuscitation unit) 

French Benchmark 

0,65/1000 births 

0,5/1000 births 

ICU beds adults USA: 20 beds/100 000 population 

France: 9,3 beds/100 000 population 

UK: 3,5 beds/100 000 population 

Canada: 13,5 beds/100 000 population

Belgium: 21,9 beds/100 000 
population 

Germany: 24,6 beds/100 000 
population 

Netherlands: 8,4 beds/ 
100 000 population 

Spain: 8,2 beds/100 000 population 

3,5 beds/1000 population 

Angiography 
Opthalmology 

 0,75 unit/100 000 population 

Echograph general 
purpose 

 5,50 unit/100 000 population 

Echograph 
Opthalmology 

OECD benchmark: 0,72 0.5 unit/100 000 population 

Defibrillator  5 unit/100 000 population 

Gamma Camera  0,10 per 100 000 population 

Dental Unit  5 per 100 000 population 

X-ray unit  1 unit/100 000 population 

X-ray unit mobile  3 unit/100 000 population 

X-ray hemodynamic 
unit 

 0,20 unit/100 000 population 

Extra corporeal unit  0,10 unit/100 000 population 

Laparascopy unit  1,10 unit/100 000 population 

Endoscopy flexible  3,50 unit/100 000 population 

Endoscopic Unit  0,95 unit/100 000 population 

Endoscopy video 
system 

 0,50 unit/100 000 population 
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CHAPTER  3. HEALTHCARE MASTER PLAN PER OBLAST  

1. GORNO-BADAKHSHAN AUTONOMOUS REGION (GBAO) 

1.1. Basic Population and Demographics characteristics used for master planning  

GBAO covers all the eastern part of the country and borders in the East �– the Xinjiang Province of China, in 
the West and South - the Badakhshan Province of Afghanistan, and in the North - the Osh Province of 
Kyrgyzstan. Within Tajikistan the province's western border is with the Region of Republican Subordination 
(RRP) and the tip of its south-western finger (Darvoz district) borders on Khatlon Province. The territory of the 
Oblast is 63,93 thousand aq.km or 44,7% of the country territory and consists of 7 districts. 

As of January 1, 2010 Population of the Gbao Oblast was 194 160 inhabitants, or 2,6% of the total population 
of Tajikistan. Out of this number, 14,7% were urban residents. The average population density across the 
Oblast is 3 residents per sq.km, versus national average of 52.6 residents per sq. km18. The administrative 
centre is the city of Khorog. The distribution of the Oblast population by the 1 January 2010 and population 
growth projections for the years 2015 and 2020 per rayon are presented in the Table 2. 

Table 2. Current population and population projections for Gbao Oblast 2010, 2015 and 2020 

 

Name of the 
rayon 

Pop 2009 Population 
2015 

Population 
2020 

Vanch 28 740 29 908 31 124 

Rushan 26 631 27 713 28 840 

Murgab 26 337 27 407 28 521 

Rosthtakala 24 435 24 386 25 378 

Iskhashim 26 337 27 407 28 521 

Darvaz 23 569 24 527 25 524 

Shugnan 38 111 39 660 41 272 

TOTAL 194 160 201 008 209 180 

Source: Agency of Statistics of Tajikistan, 201019 

The projections for the total populations for the Oblasts and rayons are used as essential parameter for 
planning future utilization of health services and capacity of primary, secondary and tertiary health care 
facilities. Current demographic profile of the Oblast population is presented in the Table 3. 

Table 3. Current and future population demographic profile for the Gbao Oblast, 2009, 2015, 2020. 
 Categories 2009 2015 2020 

Number of children under 15 years of age 54 765 56 991 59 307 

Number of women of reproductive age 48 959 50 949 53 020 

Annual number of births 3 689 3 839 3 995 

Population over 15 years of age 139 395 145 061 150 957 

Population  over 50 years of age  34 017 35 400 36 838 

                                                      
18 Agency of Statistics of Tajikistan 2010.  
19 2010-2020 Population projection estimates are based on the last three year averages of year to year population changes per rayon �– 
reported by the Agency of Statistics. 
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Source: Agency of Statistics of Tajikistan, 201020 

 

The specific population groups in the table above were defined for planning of specific types of resources and 
services. The resources and services planned using the demographic groups are presented below: 

- Obstetric: number of women of reproductive age (15 to 49 years) and annual number of 
deliveries/births, 

Neonatology beds: annual number of births,  

- Paediatricians at PHC level: Number of children under 15 years of age 

- Medium term care/rehabilitative care beds: Population 15 years of age21. 

- Long term care: Population over 50 years of age22. 

1.2. Current health care network, physical access to and utilization of health services  

By January 1, 2010 total of 287 outpatient health facilities and 32 hospitals were reported functioning 
throughout the Gbao Oblast. Total of 237 doctors, 981 nurses and feldshers, 38 midwives, 123 auxilliary 
nurses and 6 pharmacists were employed in these facilities23.  

1.2.1. Primary care  

Facilities 

According to the survey findings conducted under the current master planning exercise, 287 outpatient health 
facilities providing services at PHC level were functioning by January 1, 2010 in Gbao Oblast. These 
outpatient health facilities included: 

- 7 Urban and Rayon Health Centres and Family Medicine Centres, 

- 38 Rural Health Centres, 

- 2 specialized outpatient centres, 

- 240 health houses 

The breakdown of the PHC health facilities per rayon is presented in the Table 3. 

Table3.  Urban, Rayon and Rural Health Centres, Health Houses and specialized health centres per 
rayon,  Gbao Oblast 2009 

Name of the rayon Current number of 
rayon health 

centre and urban 
health centre 

2009 

Current 
number of 

rural health 
centres 

2009 

Current 
number of 

health houses 

2009 

Specialized 
outpatient 

centres 

2009 

Vanch 1 7 22 1 
Rushan 1 5 30  
Murgab 1 4 88  
Rosthtakala 1 4 25  
Iskhashim 1 7 18  

                                                      
20 2010-2020 Population demographic projection estimates are based on the last ten year averages of year to year population changes 
per oblast �– reported by the Agency of Statistics. The 2008-2009 live births rate at 26.9 per 1,000 population for the entire country is 
used for the years 2015 and 2020 projections 
21 The need for medium term rehabilitation beds for younger population is marginal 
22 Ibid 
23 Medstat, DPS2 database, Last Available (2006). 
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Darvaz 1 4 22  
Shugnan 1 7 35 1 
TOTAL 7 38 240 2 

Source: Survey conducted within the framework of the health sector master plan - 2010 

 

Staff 

According to the survey conducted for master planning exercise - the total of  29 General Practitioners/Family 
Doctors (GP), PHC Internists or Paediatricians and 421 nurses/feldshers/midwives were employed in PHC 
facilities of the Oblast in 2009, representing 1 Family Doctor/6.700 population and 1 family nurse/461 
population. 

Physical Access to Primary Health Care 

Population access to the facilities was determined based on the travel times estimated on the population 
density, distance, availability and conditions of roads and specificities of the terrain using the Geographical 
Information System (GIS) database developed for the master planning. Five intervals for population access 
times by vehicle to PHC facilities were delineated: (1) from 0 to 15 minutes; (2) from 15 to 30 minutes, (3) 
from 30 to 45 minutes, (4) from 45 to 60 minutes, and (5) over 60 minutes. From 30 to 45 minutes was 
considered an optimal time interval for accessing the PHC centres (urban, rayon and rural) by vehicle. 
 
The results of the GIS mapping revealed that up to 31% of the Gbao Oblast population can access the 
nearest PHC centre24 in less than 15 minutes, the 49% can access in less than 30 minutes, 65% in less than 
45 minutes, and 35% of the population is located in the areas requiring more than 45 minutes for accessing 
the nearest PHC centre. Population access times per rayon are presented in the Table 4 
 

Table 4 : Distribution of population across access time zones to nearest PHC centre per rayon, Gbao 
Oblast 2009 

Rayon 

 

0-15 min 

 

15-30 min 30-45 min 45-60 min 60 min+ Total 

Darvaz 33% 17% 18% 15% 17% 100% 

Vanch 27% 19% 18% 13% 23% 100% 

Rushan 19% 29% 18% 4% 30% 100% 

Shugnan 20% 25% 12% 17% 26% 100% 

Rostakala 30% 21% 9% 19% 21% 100% 

Iskhashim 38% 16% 11% 18% 17% 100% 

Murgab 28% 15% 15% 12% 30% 100% 

Total 31% 18% 16% 14% 21% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

The proportion of population with an access to PHC centre in the optimal time interval is smaller than in the 
other oblasts of the country. Such situation is explained by the geographical features of the region: 
mountainous region with difficult accessibility in particular during the winter and low population density 
scattered in a number of small villages.  

                                                      

24 Regardless to which rayon this PHC centre belongs. 
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Utilization 

According to the survey findings, the total of 426 000 patient visits was registered at PHC level in Gbao 
Oblast during the year 2009. This represents a PHC services utilization rate of 2,2 visits per capita, which is 
lower than the national average rate.  
 

1.2.2. Hospital network 

Facilities 

According to the survey findings conducted under the current master planning exercise, 32 public hospitals  
were providing inpatient services by January 1, 2009. Reported bed capacity for general/acute care hospitals 
was 1.919, or 9,88 general beds per 1000 population. The number of hospitals per rayon and categories are  
presented in the table 5. 
 
Table 5: Number of hospitals per rayon and category 
Name of 
the rayon 

Current 
number of 
hospitals Central 

Rayon 
Hospitals 

and Oblast 
reference 
hospitals Rural Hospitals

TB 
specialized 

hospital 

Ophtalmology 
specialized 

hospital 
Psychiatric 

hospital 

Dermatology 
specialized 

hospital 
Infectious 
diseases Maternity 

Vanch 7 1 2     1 3 
Rushan 4 1 3       
Murgab 5 1 4       
Rosthtakala 3 1 1 1      
Iskhashim 3 1 2       
Darvaz 2 1 1       
Shugnan 8 2 2 1 1 1 1   
TOTAL 32 8 15 2 1 1 1 1 3 
 
The three maternities in Vanch rayon correspond to small facilities with 5 beds each. 

Staff 

Up to 208 doctors and 721 nurses/midwives/auxiliary nurses were employed in inpatient health care facilities 
of the Gbao Oblast25.   
Physical Access to hospital care 

For inpatient facilities, access times to the nearest Central Rayon Hospital were estimated26. Four intervals 
for population access times by vehicle to inpatient facilities were delineated: (1) from 0 to 30 minutes; (2) from 
30 to 45 minutes, (3) from 45 to 60 minutes, and (5) over 60 minutes. From 45 to 60 minutes was considered 
as an optimal time interval for accessing the CRH by vehicle. 
 
The results of the GIS mapping revealed that up to 62% of the Gbao Oblast population can access the 
nearest CRH in less than 60 minutes, while about 38% of the population is located in the areas requiring 
more than 1 hour for accessing the nearest CRH. Population access times per rayon are presented in the 

                                                      
25 Source : Estimation based on Human Resources data available for the Gbao Oblast minus personnel employed at PHC and in SES 
system (sanitary Epidemiologic) 
26 Access times to existing rural and rayon numbered hospitals were not considered due to the limited scope of inpatient services 
predominantly provided in these facilities.  
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Table 6. The highest shares of population residing in the localities with longer the optimal access times to 
CRH are observed in Darvaz, Shugnan, Rostakala and Murgab. As for PHC centres, the proportion of 
population with an access to CRH in the optimal time interval is lower than in the other oblasts of the country 
for the reasons evoked above (low density, extended geographical areas, scattering of the population). 
 
 
 

Table 6:  Distribution of population across access time zones to nearest Central Rayon Hospital per 
rayon, Gbao Oblast 2009 
Rayon 0-30 min 30-45 min 45-60 min 60 + min  

Darvaz 18% 18% 28% 38% 100%

Vanch 28% 18% 8% 48% 100%

Rushan 16% 20% 18% 46% 100%

Shugnan 20% 10% 40% 30% 100%

Rostakaka 15% 25% 29% 31% 100%

Murgab 17% 20% 18% 45% 100%

Ishakim 18% 18% 18% 46% 100%

Total 19% 19% 24% 38% 100%

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

Utilization 

The admission rate for general hospitals in Gbao reported for 2009 is 9,80 per 100 population compared to 
the rate of 11.2 admissions per 100 population nationwide. The reported average occupancy rate for Gbao 
Oblast hospitals is 48% for an ALOS of 10 days.  

The detailed bed capacity and utilization indicators for the general hospitals in the public domain of the Gbao 
Oblast are presented in the Table 7.  
 

Table 7. Public general hospital network and current utilization rates for Gbao Oblast, 2009 
Name of the 
rayon 

# of beds # of 
hospitalizations

# of bed-days ALOS Occupancy 
Rate (%) 

Vanch 223 3 615 46 528 12,87 57,16 

Rushan 180 2 924 28 172 9,63 42,88 

Murgab 165 2 624 25 442 9 42 

Rosthtakala 102 1 105 11 128 10,07 29,89 

Iskhashim 135 2 478 24 277 9,8 49,27 

Darvaz 150 2 500 25 000 9 45 

Shugnan 949 3 500 35 000 9 50 

TOTAL 1 919 19 046 198 277 10 48 

Source: Survey conducted within the framework of the health sector master plan - 2010 

 

1.3. Proposed restructuring strategy 

Gbao Oblast can not be assimilated with the other regions of the country taking into account its specific geo-
demographic characteristics.  

A number of issues raised from the previous:  
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- How to guarantee population accessibility and equity to the adequate level of healthcare services, 

- In the context of small number of inhabitants and low population density, how to ensure healthcare 
quality and safety standards, 

- How to plan and organise the system taking into account these geographical and demographic 
characteristics and the financial possibilities of the country. 

 

In this context, the planning parameters described in the Chapter 2 were revised and adjusted to the specific 
environment of Gbao. The reconfiguration approach was revised as follows:  

- Extended PHC centres will be developed in the remote areas. These extended PHC Centres will 
provide the same scope of services as a Comprehensive PHC Centre but with additional categories 
of services:  

 Extended urgent care, observation and reference of patients as necessary, 

 Minor surgical procedures and limited outpatient surgery, 

- In the seven rayons, the number of comprehensive and/or extended PHC centres are planned in 
order to ensure a reasonable access-time for the whole population. In the approach developed, the 
prime criterion is not the number of population per centre but land settlement planning criteria to 
improved access to the adequate healthcare services. The proposed target is one 
Extended/Comprehensive PHC Centre per 6 400 inhabitants. 

- One general hospital per rayon with specialized inpatient care (medicine and surgery) and maternal 
and child services, with the adequate clinical support services (medical equipment), 

- The oblast reference hospital comprising high tech services and equipment including: trauma and 
maternal child care, oncology services, etc. 

Concerning hospital care, the planning parameters and targets to be reached were revised in order to take 
into consideration the local context:  

- The average length of stay proposed for Gbao is 9 days (instead of  7 in other oblasts) in order to 
avoid early discharges of patients who will meet difficulties to come back to the hospital in the context 
of mountainous and remote areas, 

- The desirable rates of day hospital and day surgeries were also reduced comparatively with the other 
oblasts (respectively 8% and 5% versus 15% to 30% in other oblasts). Indeed, the clinical follow-up 
of patients after a medical procedure performed on day basis (medical and surgical) constitutes a 
crucial issue in order to ensure healthcare quality and safety. Such pre-requisites justify the alteration 
of  desirable rates in Gbao, 

- The ratio bed/population is 3,5 beds/1 000 population 
- The minimum volume of activity for general surgery as defined in the planning parameters (700 to 

800 per operating room) is not totally applicable in the context of Gbao, as all Central Rayon 
hospitals should have surgical activities, independently of their volumes as consequence of the 
geographical features and population accessibility criteria. 

1.3.1. Future primary care network 

Number of facilities 

According to the overall approach proposed for the restructuring strategy, the Gbao Oblast should have at 
least one strengthened and integrated Urban, Rayon or Rural Health Centre �– i.e. an �“Extended�” or 
�“Comprehensive�” PHC Centre - per 6.400 of the Oblast residents. The actual number of such facilities was 
determined for each of the rayons of the Oblast using this overall approach, however adjusted to the concrete 
specificities of the respective localities, including physical access time parameters. The remaining Rural 
Health Centres providing minimally acceptable range of PHC services will be retained in the system as �“Basic 
PHC Centres�”. 
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Table 8  Number and type of existing and future PHC facilities per rayon, Gbao Oblast 2009,  2020 

 

Name of the 
rayon 

Current 
number of 

rayon health 
centre and 

urban health 
centre 

2009 

Current 
number of 

rural health 
centres 

2009 

Current 
number of 

health 
houses 

2009 

Current 
number of 
outpatient 
specialized 

centres 

2009 

Comprehensi
ve  

Rayon Health 
centres 
(2020) 

Comprehens
ive rural PHC 

Centres 
(2020) 

Basic rural 
PHC Centres 

2020 

Specialized 
outpatient 

centres 2020

Number of 
health 

houses 

2020 

Vanch 1 7 22 1 1 4  3 - 17 

Rushan 1 5 30  1 3  2 - 24 

Murgab 1 4 88  1 4  0 - 70 

Rosthtakala 1 4 25  1 3  1 - 20 

Iskhashim 1 7 18  1  4  3 - 14 

Darvaz 1 4 22  1 4  0 - 17 

Shugnan 1 7 35 1 1 4  3 - 28 

TOTAL 7 38 240 2 7 26  12  190 
Source: For current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The Table 8 above presents the number of outpatient facilities existing currently and the number of 
Comprehensive or Extended PHC centres needed in the year 2020 for each of the rayons of the Gbao 
Oblast, taking into account the population growth projections presented in the previous section.   

All 7 Urban and Rayon Health Centres and 26 Rural Health Centres are proposed to be transformed into 
Comprehensive or Extended PHC Centres. The remaining 12 Rural Health Centres are proposed to be 
retained as Basic PHC centres with minimal investments in infrastructure and human resources.  It also 
should be noted that existing 15 rural and rayon numbered hospitals essentially providing services that 
should be provided at PHC level, will either be merged with extended PHC centres or abolished (with some 
exceptions in remote areas Cf. Table 12) 

The number of health houses retained as outreach PHC centres will be determined in every rayon based on 
population density and conditions of accessibility to the closest PHC Centre. Taking into account the specific 
geographical context of Gbao and the difficulties of population accessibility to PHC facilities network, it is 
recommended to maintain 80% of the current health houses existing in the Oblast, as illustrated in the table 8 
above. The 20% proposed to be removed correspond to the facilities located in the same settlement as a 
PHC centre and which role is then questionable.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
PHC services are presented in the deliverable 2, rayon per rayon. 
Staff projections 

The targets to be reached in terms of PHC staff are recapitulated below:  

 

Target 2015 

 
1 Family Doctor per 2 000 pop 

1 nurse per 800 pop  

2,5 nurses per FD 

Target 2020 1 Family Doctor per 1 500 pop (low
bracket) 

1 nurse per 600 pop 

2,5 nurses per FD 
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1 Family Doctor per 1 200 pop (high
bracket) 

1 nurse per 400 pop 

3 nurses/FD 

1 gyne-obs/5 000 women of reproductive age 

1 peadiatrician/7 500 population under 14 years old 

 

The required numbers of these four categories of the medical personnel were calculated for each of the 
rayons of the Gbao Oblast. The summary result is presented in Table 9. 

 

Table 9.  Existing and future numbers of GPs and GP nurses, Specialist Paediatricians and Ob&gyns 
at PHC level, Gbao Oblast, 2009 

 

Name of the 
rayon 

Current 
number of 

GPS 

2009 

Number of 
family 

doctors (low 
bracket) 2020 

Number of 
family 

doctors (high 
bracket) 2020

Current 
number of 
GP nurses 

2009 

Future 
number of 

GPs Nurses 
(low bracket)

2020 

Future 
number of 

GPs Nurses 
(high 

bracket) 

2020 

Future 
number of 

paediatricians 
working at 
PHC Level 

2020 

Future 
number of 
Gyne-obs 
working at 
PHC Level 

2020 

Vanch 6 20 25 75 50 75 1 1 

Rushan 4 19 24 100 48 72 1 1 

Murgab 10 19 24 59 48 72 1 2 

Rosthtakala 1 17 21 50 43 63 1 1 

Iskhashim 3 19 24 39 48 72 1 2 

Darvaz 0 17 21 58 43 63 1 1 

Shugnan 5 28 34 40 70 102 1 3 

TOTAL 29 139 173 421 348 519 8 11 

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The data presented shows the need for major increase in the number of family doctors or general 
practitioners (GPs). Over the next decade, the number of GPs should be increased more than 4,8 times even 
if the lower bracket of targeted number of the GPs is considered and by more than 5,9 times if the higher 
bracket target has to be achieved by the year 2020. These targets are challenging to achieve even if all the 
specialists working at the PHC level currently will be retrained into GPs. The need for attracting significant 
number of GPs to the Gbao Oblast is obvious.  

The outlook for GP nurses appears to be better, as 23,3% of more nurses are required to be trained/retrained 
to accomplish the target of 519 (high bracket).  

8 pediatricians and 11 ob&gyns are also required to work at PHC level in order to provide the adequate 
support to family doctors in antenatal and postnatal care and diagnostics and treatment of childhood illnesses 
and gynecologic diseases. 

Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should 
be established for the next decade in order to match the real needs of the rayon. Recommendations for such 
plan will be provided through the on-going technical assistance on the development of the National Human 
Resources Strategy for Health Sector.  
Physical Access to PHC services after the restructuring process 
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Physical access to the basic level of PHC services will remain the same as described above (up to 31% of 
the Gbao Oblast population can access the nearest PHC centre27 in less than 15 minutes, the 49% can 
access in less than 30 minutes, 65% in less than 45 minutes). 
 
Furthermore, after the restructuring process, 25% of the Gbao population will be able to reach an extended or 
comprehensive PHC Centre (with full range of services and equipment) in less than 15 minutes and 62% in 
less than 45 minutes, as described in the table below, which appears to be a reasonable target in the specific 
geo-demographic context of Gbao.  
 
 

Table 10 :Distribution of population across access time zones to nearest comprehensive PHC centre 
per rayon, Gbao Oblast 2009 

Rayon 

 

0-15 min 

 

15-30 min 30-45 min 45-60 min 60 min+ Total 

Darvaz 33% 17% 18% 15% 17% 100% 

Vanch 21% 17% 24% 14% 24% 100% 

Rushan 16% 26% 24% 4% 30% 100% 

Shugnan 15% 21% 17% 19% 29% 100% 

Rostakala 24% 17% 10% 26% 23% 100% 

Iskhashim 31% 16% 13% 20% 20% 100% 

Murgab 28% 15% 15% 12% 30% 100% 

Total 25% 18% 19% 14% 24% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

 

Assumptions concerning primary care utilization 

The table below (Table 11) presents the current PHC activity, as well as the anticipated workloads for 2015 
and 2020 based on the defined parameters described in the Chapter 2:  

 

Table 11:  Current and projected number of visits to PHC facilities per rayon, Gbao Oblast, 2009, 2015, 
2020 

 

Name of the rayon Current number of PHC visits 
(2009) 

Future number of PHC visits 
(2015) 

Future number of PHC visits 
(2020) 

Vanch 146 484 115 146 152 508 
Rushan 44 088 106 695 141 316 
Murgab 66 058 105 510 139 753 
Rosthtakala 30 740 93 886 124 352 
Iskhashim 40 828 105 517 139 753 

                                                      
27 Regardless to which rayon this PHC centre belongs. 
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Darvaz 49 502 94 429 125 068 
Shugnan 49 000 152 691 202 233 
TOTAL 426 700 775 889 1 024 983 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020 (as defined in the planning parameters) will 
mean that number primary care consultations are anticipated to increase by almost 2,4 times over the next 
ten years. 

 

1.3.2. Hospital sector reconfiguration 

 
Projected Inpatient Capacity and Utilization 

As noted above, Gbao Oblast has presently general hospital capacity of 9,88 beds per 1000 population.  

Taking into account the forecast population growth and the targets in terms of admission rate per population, 
average length of stay and occupancy rate, significant decrease in the number of general or acute care beds 
should be planned, as illustrated in the tables 12 and 13. 

According to the targets defined, a maximum of 800 acute care beds are needed in the Oblast by the year 
2020, which implies up to 58,3% reduction of the existing capacity of general beds.  

Considering the current workloads and healthcare quality and safety standards, it is generally recommended 
to maintain only one hospital from 90 to 200 beds per rayon. However, in rayons with constrained access for 
the population (Murgab, Rushan and Iskhashim) three additional community level hospitals may also be 
considered with up to 30 beds. This implies reduction of number of general hospitals in the Gbao oblast to 11 
secondary care and Oblast reference hospitals. The central rayon hospitals should be strengthened and 
modernized  in order to become the secondary care hospital for the whole population of respective rayon with 
all the adequate services as described in the �“Proposed model of health care services by level of health 
facilities” (Chapter 2. Planning parameters section). 

Table 12:  Current and projected number of hospitals per rayon, Gbao Oblast, 2009,  2020 
Name of the 
rayon 

Current number of 
hospitals 

2009 

Number of central 
rayon hospital and 

reference oblast 
hospitals (2020) 

Community level 
rural hospitals 

(2020) 

 Total Number of 
acute care hospital 

in 2020 

LTC  TB Facilities 
(2020) 

Vanch 7 (including three 
small maternities  

with 5 beds each) 1 0 1 
1 (infectious 

diseases) 

Rushan 4 1 1 2 0 

Murgab 5 1 1 2 0 

Rostakala 3 1 0 1 0 

Ishashim 3 1 1 2 0 

Darvaz 2 1 0 1 0 

Shugnan 

8 2 0 2 
2 (TB and 
psychiatry) 

TOTAL 32 8 3 11 3 
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As noted above the rural and rayon numbered hospitals should be transformed into comprehensive PHC 
facilities and/or abolished. Elimination of the beds in the rural hospitals will allow achieve about 70% of 
required reduction in beds across the Oblast. The three maternities with 5 beds existing in Vanch rayon 
should be merged with the closest extended PHC Centre. 

The Table 13 below presents the resulting numbers of acute care beds and utilization rates projections based 
on the targets defined in terms admission rates, average length of stay, desirable rates of ambulatory care 
(day hospital and ambulatory surgery), and expected occupancy rates �– taking into account the Oblast 
population growth forecasts.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
hospital sector are presented in the deliverable 2, rayon per rayon. 

 

 

Table 13:  Projected number of acute care (general) hospital beds, admissions and bed days per 
rayon, Gbao Oblast, 2009, 2020 
Name of the 
rayon 

Projected # of 
beds by 2020 

Projected # of 
hospitalizations 

2020 (low bracket)

Projected # of bed-
days 2020 (low 

bracket) 

Projected # of 
hospitalizations 
2020 (High 
bracket) 

Projected # of bed-
days 2020 (high 
bracket) 

Surgical Activity in 
CRH by 2020 

(yes/no) 

Vanch 109 3 589 27 811 3 735 28 810 Y 

Rushan 101 3 326 27 282 3 461 28 266 Y 

Murgab 100 2 741 22 446 3 423 27 953 Y 

Rosthtakala 90 2 439 19 972 3 045 24 873 Y 

Iskhashim 100 2 741 22 446 3 423 27 953 Y 

Darvaz 90 2 943 24 149 3 063 25 016 Y 

Shugnan 210 8 377 52 685 8 718 54 778 Y 

TOTAL 800 26 156 196 791 28 868 217 649  
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

Up to 4 000 deliveries per year can be expected by the year 2020. The mother and child network in the rayon 
should rely on the comprehensive PHC centres for normal deliveries with low risk, the central rayon hospital 
for the level 2 (managing low and moderate risk pregnancies and with level 2 neonatal beds), and the Oblast 
reference hospital for the level 3 (high obstetric risk with neonatal intensive care and resuscitation unit).  

 

According to the planning parameters defined and considering the specific population groups, the medium 
term care (or rehabilitative care) and long term care beds for Gbao Oblast were estimated as follows:  

 

Table 14: Number of medium term care beds and LTC beds, 2015 and 2020 

Category Ratio Number of beds 

2015 

Number of beds 
2020 

Medium term 
care/rehabilitative care 

0,5 beds per 1000 population 
aged 15 years and more 

73 76 

Long term care 2 beds per 1000 population 
aged 50 years and more 

71 74 
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Staff projections 

The projections for the medical and nursing staffing for hospital network is related to the bed capacity 
planned for the Gbao Oblast. The proposed staff numbers have been calculated using the expected higher 
workload and occupancy rates as a result of the bed number optimization, which will require more intensive 
staff input and as a result higher than current total staff to bed ratio. A change in the current doctor to nurse 
ratio in general hospitals is also expected through addressing the current imbalance between the medical and 
nursing professions, so that human resources are less centred on physicians. The resulting ratios suggested 
in the planning parameters section (see Chapter 2), were applied to the Gbao Hospitals. The staff per bed 
ratios and derived estimates per staff category are presented in the Table 15 

 

Table 15:  Current and projected staff to bed ratios and staff numbers per category for Gbao Oblast, 
2009, 2020 

Current 2009 Projected 2020

Ratios Numbers Ratios Numbers

Number of Beds 1 919 800

Doctors 0.10 208 0.30 240

Nurses 0.37 721 0.68 544

Administrative and other technical staff N/A 0.53 424

Total staff 1.5 1 208

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

Detailed inpatient staffing plans for each rayon should be elaborated  

 
Physical Access to hospital services after the restructuring process 

Physical access to the CRH will remain the same; with more than 62% of the Oblast population gaining 
access to upgraded hospital services/emergency care within 60 minutes of access time by vehicle (see the 
table 6). 

1.3.3.  Hi-tech medical equipment proposed standards for Gbao Oblast 

The chapter 2 (Planning Parameters) presents the standards for high-tech medical equipment to be reached 
in Tajikistan during the next decade taking into account the current levels of equipment, the available 
specialized staff and reasonable patterns that it will be possible to attain, the implications in terms of 
investment, operational and maintenance costs in the specific economic context of Tajikistan.  

Nevertheless, taking again into account the specific geo-demographic context of Gbao oblast, these 
parameters can not be applied systematically and within the same conditions. The proposed high-tech 
equipment standard for Gbao oblast are presented in the table below:  

 

 

A-3-3-65



 

66 

 

Table 16: High tech equipment �– International Benchmarks �– Proposed standard for Tajikistan and 
Number of units proposed for Gbao Oblast 

 
EQUIPMENT OECD BENCHMARK (2009 OR 

LATEST YEAR AVAILABLE) 
PROPOSED 

STANDARD FOR 
TAJIKISTAN 

PROPOSED 
TARGET FOR 

GBAO 

NUMBER 
OF UNITS 

REQUIRED 
IN 2015 IN 

GBAO 
OBLAST 

NUMBER OF 
UNITS 

REQUIRED IN 
2020 IN GBAO 

OBLAST 

MRI Between 5 and 10 units per 
million population 

1 to 1.5 unit per 
million population 

1 unit for the 
whole oblast 

1 1 

CT Scans Between 10 and 19 units per 
million population 

2 to 2.5 units per 
million population 

1 unit for the 
whole oblast 

1 1 

Mammograph units Around 20 units per million 
population 

4 to 5 units per 
million population 

1 to 2 units for 
the whole oblast 

1 2 

Radiation therapy 
equipment 

Between 4 and 5 units per 
million population 

0,7 to 1,2 units per 
million population 

No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

0 0 

Angiograhy Between 3 and 4 units per 
million population 

0,7 to 1 unit per 
million population 

No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

0 0 

Lithotripsy Between 1 and 2 units per 
million population 

0,5 to 0,8 unit per 
million population 

No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

0 0 
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Haemodialysis 

Between 40 and 45 units per 
million population aged 

between 15 and 59 years 

 

Between 200 and 223 units 
per million population aged 

60 years and over 

50 to 60 units per 
million population 

10 units per  

100 000 
population 

20 20 

Neonatology beds 
(level 1) 

French Benchmark: 3/1000 
births 

2/1000 births Idem National 
target 

8 8 

Neonatology beds 
(level 2 �– Intensive 
Care) 

French Benchmark 

1,45/1000 births 

1/1000 births Idem National 
target 

4 4 

Neonatology beds 
(level 3 �– 
Resuscitation unit) 

French Benchmark 

0,65/1000 births 

0,5/1000 births No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

4 4 

ICU beds adults USA: 20 beds/100 000 
population 

France: 9,3 beds/100 000 
population 

UK: 3,5 beds/100 000 
population 

Canada: 13,5 beds/100 000 
population 

Belgium: 21,9 beds/100 000 
population 

Germany: 24,6 beds/100 000 
population 

Netherlands: 8,4 beds/ 
100 000 population 

Spain: 8,2 beds/100 000 
population 

3,5 beds/100 000 
population 

Idem National 
target 

8 8 

Angiography 
Opthalmology 

 0,75 unit/100 000 
population 

Idem National 
target 

1 2 

Echograph general 
purpose 

 5,50 unit/100 000 
population 

7 units/100 000 
population 

14 14 

Echograph 
Opthalmology 

OECD benchmark: 0,72 0,5 unit/100 000 
population 

1 unit/100 000 
population 

2 2 

Defibrillator  5 unit/100 000 
population 

Idem National 
target 

10 10 

Gamma Camera  0,10 per 100 000 
population 

No unit to be 
installed in the 

oblast 

0 0 
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considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

Dental Unit  5 per 100 000 
population 

Idem National 
target 

10 10 

X-ray unit  1 unit/100 000 
population 

1 per rayon 7 7 

X-ray unit mobile  3 unit/100 000 
population 

2 per rayon 14 14 

X-ray hemodynamic 
unit 

 0,20 unit/100 000 
population 

No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

0 0 

Extra corporeal unit  0,10 unit/100 000 
population 

No unit to be 
installed in the 

oblast 
considering the 
small volume of 
activity and the 

fact that 
healthcare 
quality and 

safety standards 
can not be 

ensured (small 
catchment�’s 

area) 

0 0 

Laparascopy unit  1,10 unit/100 000 
population 

1 per rayon 7 7 

Endoscopy flexible  3,50 unit/100 000 
population 

1 per rayon 7 7 

 

1.3.4. Emergency network in Gbao Oblast 

Four distinct levels of emergency services will be implemented in Gbao Oblast :  

- Proximity emergency services in comprehensive PHC Centres and community hospitals (primary 
emergency care providing basic services). 
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- Medium level emergency services in Central Rayon Hospitals, 

- High level emergency service in  Oblast multiprofile hospitals and in Rayon Multiprofile hospitals with 
a catchment�’s population justifying such services, 

- A central communication centre to be located in Khorog to coordinate the Emergency services of the 
region and a range of core specialties- Surgery, Medicine, Neonatology, Obstetrics and Gynecology, 
etc. 

The detailed maps per rayon depicting the existing and future health care network (PHC and hospital) are 
presented in the deliverable 2.  

2. KHATLON 

2.1. Basic Population and Demographics characteristics used for master planning  

Kathlon Oblast encompasses the southwest part of Tajikistan between the Hisor (Gissar) in the north and the 
Panj River in the south and borders on Afghanistan in the southeast and on Uzbekistan in the west. The 
territory of the Oblast is 24,68 thousand aq.km or 17.2% of the country territory and consists of 24 districts. 
As of January 1, 2010 Population of the Khatlon Oblast was 2,700 thousand, or 35,8% of the total population 
of Tajikistan. Out of this number, 17,2% were urban residents. The average population density across the 
Oblast is 109,4 residents per sq.km, which is higher than national average of 52.6 residents per sq. km28. The 
administrative centre is the city of Kurban-Tyube with 72,900 thousand residents and located in 
approximately 100 kms from the capital of Dushanbe. The distribution of the Oblast population by the 1 
January 2010 and population growth projections for the years 2015 and 2020 per rayon are presented in the 
Table 2. 

 

Table 5. Current population and population projections for Khatlon Oblast 2010, 2015 and 2020 
Name of the rayon Pop 2009 Pop 2015 Population 2020 

A Jomi 136 100 153 985 174 220 

Baldzhuvan 26 700 30 209 34 178 

Bokthar 220 500 255 620 296 334 

Kurgan-Tyube 72 900 78 534 84 603 

Vaskh 154 300 171 196 189 943 

Vose 180 600 198 421 218 002 

Dangara 120 800 134 686 150 167 

Yavan 176 100 199 241 225 423 

Rumi J 159 900 180 912 204 686 

Kubodiyon 145 900 164 269 184 950 

Kulyab rayon 89 400 101 642 115 561 

Kulyab city 97 500 110 312 124 808 

Kumsangir 106 800 120 834 136 713 

Muminabad 77 500 87 257 98 243 

Khusrav 29 600 34 315 39 780 

Nurek 51 100 57 896 65 625 

Pyandz 99 700 113 353 128 875 

                                                      
28 Agency of Statistics of Tajikistan 2010.  
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Sarband 39 300 46 149 54 192 

Temurmalik 59 900 67 113 75 194 

Farkhor 138 300 153 444 170 247 

Khovaling 48 500 53 286 58 544 

Khurasan 90 400 102 279 115 720 

Khamadoni 128 900 143 717 160 237 

Dzilikul 93 900 106 758 121 378 

Shakritus 103 400 118 710 136 286 

Shuoabad 52 200 60 514 70 152 

 

TOTAL 2 700 200 3 044 652 

 

3 434 061 

Source: Agency of Statistics of Tajikistan, 201029 

The projections for the total populations for the Oblasts and rayons are used as essential parameter for 
planning future utilization of health services and capacity of primary, secondary and tertiary health care 
facilities for the Oblast and rayons. Current demographic profile of the Oblast population is presented in the 
Table 3 

 

Table 6. Current and future population demographic profile for the Khatlon Oblast, 2009, 2015, 2020. 
 Categories 2009 2015 2020 

Number of children under 15 years of age 920 786 1 040 246 1 175 620 

Number of women of reproductive age 681 399 769 845 871 972 

Annual number of births 72 583 81 958 92 529 

Population over 15 years of age 1 779 414 2 004 406 2 258 441 

Population  over 50 years of age  446 283 504 630 574 601 

Source: Agency of Statistics of Tajikistan, 201030 

 

The specific population groups in the table above were defined for planning of specific types of resources and 
services. The resources and services planned using the demographic groups are presented below: 

- Obstetric: number of women of reproductive age (15 to 49 years) and annual number of 
deliveries/births, 

Neonatology beds: annual number of births,  

- Paediatricians at PHC level: Number of children under 15 years of age 

- Medium term care/rehabilitative care beds: Population 15 years of age31. 

- Long term care: Population over 50 years of age32. 

                                                      
29 2010-2020 Population projection estimates are based on the last three year averages of year to year population changes per rayon �– 
reported by the Agency of Statistics. 
30 2010-2020 Population demographic projection estimates are based on the last ten year averages of year to year population changes 
per oblast �– reported by the Agency of Statistics. The 2008-2009 live births rate at 26.9 per 1,000 population for the entire country is 
used for the years 2015 and 2020 projections 
31 The need for medium term rehabilitation beds for younger population is marginal 
32 Ibid 
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2.2. Current health care network, physical access to and utilization of health services  

By January 1, 2010 total of 1,060 outpatient health facilities and 135 hospitals were reported functioning 
throughout the Khatlon Oblast. Total of 2285 doctors, 5172 nurses, 1113 midwives and 404 feldshers were 
employed in this facilities33.  

2.2.1. Primary care 

Facilities 

According to the survey findings conducted under the current master planning exercise, 1 060 outpatient 
health facilities providing services at PHC level were functioning by January 1, 2010 in Khatlon Oblast. These 
outpatient health facilities included: 

- 38 Urban and Rayon Health Centres and Family Medicine Centres, 

- 293 Rural Health Centres, 

- 10 TB centres for DOTS (outpatient), 2 IMCI centres (outpatient); 1 Healthy Lifestyle centres 
(outpatient); 2 AIDS centre (outpatient); 3 reproductive health; 1 Immunization centres (outpatient) 

- 12 other specialized outpatient centres (dermatology, tropical diseases, psychiatry, etc.) 

- 698 health houses 

The breakdown of the PHC health facilities per rayon is presented in the Table 3. 

 

                                                      
33 Medstat, DPS2 database, Last Available (2006). 
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Table 7. Urban, Rayon and Rural Health Centres, Health Houses and specialized health centres per rayon,  Khatlon Oblast 2009 
 

PHC FACILITIES 

 

SPECIALIZED OUTPATIENT CENTRES 

Name of the 
rayon 

Rayon health 
centres, urban 

health centre and 
family medicine 

centre 

Rural 
health 

centres 

Health 
Houses 

IMCI Healthy life 
style 

Reproductiv
e health 

TB Dots HIV Immunizatio
n centre Cardi

o

Dermatology Tropical 
diseases 

Psychiatry Ophtalmo 

A Jomi 2 5 47   1  1       

Baldzhuvan 1 10 15 - - - - - - -     

Bokthar 1 21 40            

Kurban-Tyube 6   1 1 1  1 1 1 1 1   

Vaskh 1 12 49    1    1    

Vose 1 33 22    1    1    

Dangara 1 19 33            

Yavan 1 21 49    1    1  1  

Rumi J 1 14 40    1    1   1 

Kubodiyon 1 14 41    1    1    

Kulyab 1 6 34            

Kulyab city 1 3  1  1         

Kumsangir 1 8 37            

Muminabad 1 12 25            

Khusrav 1 4 13            

Nurek 1 2 14            

Pyandz 1 12 32    1        

Sarband 2 3 7            

Temurmalik 1 5 29            

Farkhor 3 19 26    1    1    
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Khovaling 1 9 13            

Khurasan 1 11 23            

Khamadoni 1 17 28    1    1    

Dzilikul 2 14 30            

Shakritus 1 10 32    1        

Shuoabad 1 9 19    1        

TOTAL 38 293 698 2 1 3 10 2 1 1 8 1 1 1 

Source: Survey conducted within the framework of the health sector master plan - 2010 

 

A-3-3-73



 

74 

 

Staff 

According to the survey conducted for master planning exercise - the total of 1.061 General 
Practitioners/Family Doctors (GP), PHC Internists or Paediatricians and 3.475 nurses/feldshers/midwives 
were employed in PHC facilities of the Oblast in 2009, representing 1 Family Doctor/2 550 population and 1 
family nuse/777 population. 
Physical Access to Primary Health Care 

Population access to the facilities was determined based on the travel times estimated on the population 
density, distance, availability and conditions of roads and specificities of the terrain using the Geographical 
Information System (GIS) database developed for the master planning. Five intervals for population access 
times by vehicle to PHC facilities were delineated: (1) from 0 to 15 minutes; (2) from 15 to 30 minutes, (3) 
from 30 to 45 minutes, (4) from 45 to 60 minutes, and (5) over 60 minutes. From 30 to 45 minutes was 
considered an optimal time interval for accessing the PHC centres (urban, rayon and rural) by vehicle. 
 
The results of the GIS mapping revealed that up to 66% of the Kathlon Oblast population can access the 
nearest PHC centre34 in less than 15 minutes, the 91% can access in less than 30 minutes, 96% in less than 
45 minutes, and 5% of the population is located in the areas requiring more than 45 minutes for accessing 
the nearest PHC centre. Population access times per rayon are presented in the Table 4 

 

Table 8 :Distribution of population across access time zones to nearest PHC centre per rayon, 
Kathlon Oblast 2009 

Share of population per zone 

Rayon 0-15 min 15-30 min 30-45 min 45-60 min 60 min+  

Khusrav 50% 29% 6% 6% 5% 100% 

Shakritus 67% 23% 5% 3% 2% 100% 

ubodiyon 67% 21% 5% 5% 2% 100% 

Dzilikul 78% 12% 6% 1% 3% 100% 

umsangir 70% 20% 5% 2% 3% 100% 

Rumi. J. 66% 31% 2% 1% 0% 100% 

Vakhsh 64% 30% 3% 2% 1% 100% 

Bokthar 72% 27% 1% 0% 0% 100% 

Kurban Tuybe 90% 10%    100% 

Sarband 57% 34% 7% 1% 1% 100% 

Pyanz 70% 27% 1% 1% 1% 100% 

Farkhor 63% 27% 6% 2% 2% 100% 

Khurasan 52% 26% 13% 4% 5% 100% 

 Jomi 58% 37% 5% 0% 0% 100% 

Yavan 72% 23% 3% 1% 1% 100% 

Dangara 56% 28% 9% 4% 3% 100% 

ur Malik 60% 22% 8% 4% 6% 100% 

 66% 26% 5% 2% 1% 100% 

Khamadoni 64% 25% 6% 3% 2% 100% 

                                                      
34 Regardless to which rayon this PHC centre belongs. 
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ulab rayon 75% 24% 1% 0% 0% 100% 

Kulab city 90% 10%    100% 

Nurek 58% 23% 8% 7% 4% 100% 

Baldzhuvan 57% 33% 6%   100% 

Khovaling 44% 28% 15% 8% 5% 100% 

Muminabad 71% 14% 8% 4% 3% 100% 

Shuroabad 44% 31% 9% 6% 10% 100% 

Total 66% 25% 5% 2% 3% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

 
Utilization 

According to the survey findings, the total of 6,807 634 patient visits was registered at PHC level in Kathlon 
Oblast during the year 2009. This represents a PHC services utilization rate of 2,5 visits per capita, which is 
lower than the national average rate of 4 per capita.  
 

2.2.2. Hospital network:  

Facilities 

According to the survey findings conducted under the current master planning exercise, 135 public hospitals  
were providing inpatient services by January 1, 2009. Reported bed capacity for general/acute care hospitals 
was 10.801, or 4 general beds per 1000 population. The number of hospitals per rayon and category is  
presented in the table 5. 
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Table 5: Number of hospitals per rayon and category (2009) 
Name of 
the rayon 

Current 
number of 
hospitals 

Central 
Rayon 

Hospitals 

Current 
number of 

Rural 
Hospitals 

Multiprofile 
city centre 
hospitals 

Multiprofile 
Oblast 

reference 
hospital 

Current 
number 

of 
specializ

ed 
hospitals 

TB 
specialized 

hospital 

Ophta Endocrinol
ogy 

Oncology Dermatolo
gy 

Narco. Psy. Surgery Cardiolo Maternity Children 

A Jomi 5 1 3   1 1           

Baldzhuvan 3 1 2   0            

Bokthar 6 1 5               

Kurban 
Tyube 10 - - 1 1 8 1 1 1 1 1 1 1 1    

Vaskh 5 1 4   0            

Vose 6 1 3   2 1    1       

Dangara 5 1 3   1 1           

Yavan 5 1 3   1     1       

Rumi J 8 1 4   3 1 1   1       

Kubodiyon 4 1 3   0            

Kulyab 
rayon 2 1 1               

Kulyab city 11    1 10 1 1  1 1 1 1  1 2 1 

Kumsangir 7 1 5   1 1           

Muminabad 2 1 1   0            

Khusrav 2 1 1   0            

Nurek 1 1 0   0            

Pyandz 6 1 4   1 1           

Sarband 2 1 1   0            

Temurmalik 2 1 2   0            

Farkhor 9 1 6   2 1    1       

Khovaling 2 1 1   0            

Khurasan 6 1 5   0            

Khamadoni 7 1 4   2 1    1       

Dzilikul 6 1 5   0            

Shakritus 6 1 3   2 1         1  
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Shuoabad 7 1 5   1 1           

TOTAL 135 24 74 1 2 35 12 3 1 2 7 2 2 1 1 3 1 
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Staff 

Up to 1 174 doctors and 3074 nurses/midwives/feldshers were employed in inpatient health care facilities of 
the Khatlon Oblast35.   
Physical Access to hospital care 

For inpatient facilities, access times to the nearest Central Rayon Hospital were estimated36. Four intervals for 
population access times by vehicle to inpatient facilities were delineated: (1) from 0 to 30 minutes; (2) from 30 
to 45 minutes, (3) from 45 to 60 minutes, and (5) over 60 minutes. From 45 to 60 minutes was considered as 
an optimal time interval for accessing the CRH by vehicle. 
 
The results of the GIS mapping revealed that up to 92% of the Khatlon Oblast population can access the 
nearest CRH in less than 60 minutes, while about 8% of the population is located in the areas requiring more 
than 1 hour for accessing the nearest CRH. Population access times per rayon are presented in the Table 6. 
The highest shares of population residing in the localities with longer the optimal access times to CRH are 
observed in Shuroabad, Khovaling, Temur Malik and Dangara rayons.  
 

Table 6:  Distribution of population across access time zones to nearest Central Rayon Hospital per 
rayon, Kathlon Oblast 2009 
Rayon 0-30 min 30-45 min 45-60 min 60 + min  

Khamadoni 35% 33% 22% 10% 100%

Shuroabad 41% 27% 16% 16% 100%

uminabad 61% 26% 8% 5% 100%

ulab rayon 65% 21% 13% 1% 100%

Kulab city 100%  

Khovaling 47% 19% 16% 18% 100%

Baldzhuvan 65% 26% 7% 2% 100%

Vose 48% 24% 21% 7% 100%

ur Malik 32% 32% 17% 19% 100%

Pyanz 83% 14% 2% 1% 100%

Farkhor 52% 23% 16% 9% 100%

Rumi. J. 66% 24% 9% 1% 100%

umsangir 59% 29% 5% 7% 100%

Vakhsh 67% 24% 4% 5% 100%

Dangara 46% 23% 13% 18% 100%

Nurek 77% 9% 7% 8% 100%

Yavan 52% 25% 18% 5% 100%

 Jomi 77% 16% 5% 2% 100%

Khurasan 32% 47% 13% 8% 100%

Dzilikul 73% 10% 10% 7% 100%

ubodiyon 61% 19% 10% 10% 100%

Shakritus 83% 15% 2% 14% 100%

Sarband 74% 16% 3% 7% 100%

Bokhtar 73% 19% 8% 0% 100%

Kurban Tuybe 100%  

                                                      
35 Source : Estimation based on Human Resources data available for the Khatlon  Oblast minus personnel employed at PHC and in SES 
system (sanitary Epidemiologic) 
36 Access times to existing rural and rayon numbered hospitals were not considered due to the limited scope of inpatient services 
predominantly provided in these facilities.  
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Khusrav 47% 26% 16% 11% 100%

Total 60% 21% 11% 8% 100%

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

 
Utilization 

The admission rate for general hospitals in Khatlon reported for 2009 is relatively low at 6,57 per 100 
population compared to the rate of 11.2 admissions per 100 population nationwide. As a result, the reported 
average occupancy rate for Khatlon Oblast hospitals is 41% for an ALOS of 9 days.  

The detailed bed capacity and utilization indicators for the general hospitals in the public domain of the 
Khatlon Oblast are presented in the Table 7.  
 

Table 7. Public general hospital network and current utilization rates for Khatlon Oblast, 2009 
Name of 
the rayon 

# of beds # of 
hospitalizations 

# of bed-days ALOS Occupancy Rate 
(%) 

A Jomi 311 7 134 45 658 6,4 40,22 

Baldzhuvan 175 1 688 16 931 10,03 26,51 

Bokthar 445 6 214 47 270 7,61 29,10 

Kurban 
Tuybe 1 150 17 906 162 815 9,10 38,82 

Vaskh 385 7 447 54 438 7,31 38,74 

Vose 346 7 204 71 103 9,87 56,3 

Dangara 445 5 085 40 782 8,02 25,11 

Yavan 666 17 160 145 860 8,5 60 

Rumi J 525 11 067 90 971 8,22 47,47 

Kubodiyon 290 10 025 72 280 7,21 68,29 

Kulyab 
rayon 253 4 927 45 720 9,28 49,51 

Kulyab city 1 003 13 181 196 020 15,10 58,06 

Kumsangir 480 8 967 65 907 7,35 37,62 

Muminabad 212 2 950 26 344 8,93 34,04 

Khusrav 155 828 8 504 10,27 15 

Nurek 221 3 494 27 393 7,84 33,96 

Pyandz 505 7 472 68 075 9,11 36,93 

Sarband 300 2 311 19 158 8,29 17,5 

Temurmalik 200 3 893 35 271 9,06 48,32 

Farkhor 561 7 958 80 694 10,14 39,41 

Khovaling 150 1 091 6 448 5,91 11,78 

Khurasan 300 6 201 56 739 9,15 51,82 

Khamadoni 625 6 779 81 755 12,06 35,84 

Dzilikul 450 6 132 71 867 11,72 43,75 

Shakritus 450 8 113 45 433 5,6 27,66 

Shuoabad 198 2 429 23 391 9,63 32,37 

TOTAL 10 801 177 455 1 606 827 9 41 

Source: Survey conducted within the framework of the health sector master plan - 2010 
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2.3. Proposed restructuring strategy 

The proposed restructuring strategy for Khatlon Oblast is based on the planning parameters presented in the 
Chapter 2 adjusted to the context of each of the rayons of the Oblast.  

2.3.1. Future primary care network 

Number of facilities 

According to the overall approach proposed for the restructuring strategy, the Khatlon Oblast should have at 
least one strengthened and integrated Urban, Rayon or Rural Health Centre �– i.e. a �“Comprehensive�” PHC 
Centre - per 20,000 of the Oblast residents. The actual number of such facilities was determined for each of 
the rayons of the Khatlon Oblast using this overall approach, however adjusted to the concrete specificities of 
the respective localities, including physical access time parameters. The remaining Rural Health Centres 
providing minimally acceptable range of PHC services will be retained in the system as �“Basic PHC Centres�”. 

Table 8  Number and type of existing and future PHC facilities per rayon, Khatlon Oblast 2009,  2020 

Name of the 
rayon 

Number of 
rayon 
health 

centre and 
urban 
health 
centre 

2009 

Number of 
rural health 

centres 

2009 

Number of 
specialized 
outpatient 

centres 

2009 

Health 
Houses 

2009 

Comprehen
sive Rayon 

Health 
centres and 

Urban 
health 

centres 

2020 

Comprehen
sive rural 

PHC 
centres 
(2020) 

Rural Basic 
PHC 

Centres 
(2020) 

 

Health 
houses 

2020 

A Jomi 2 5 2 47 1 8  19 

Baldzhuvan 1 10  15 1 1 9 6 

Bokthar 1 21  40 1 14 7 16 

Kurban Tuybe 2  8 0 4 0 0 0 

Vaskh 1 12 2 49 1 8 4 20 

Vose 1 33 2 22 1 10 23 9 

Dangara 1 19  33 1 7 12 13 

Yavan 1 21 3 49 1 10 11 20 

Rumi J 1 14 3 40 1 9 5 16 

Kubodiyon 1 14 2 41 1 8 6 16 

Kulyab rayon 1 9  34 1 5 1 14 

Kulyab city 1  2  6 0 0 0 

Kumsangir 1 8  37 1 6 2 15 

Muminabad 1 12  25 1 4 8 10 

Khusrav 1 4  13 1 1 3 6 

Nurek 1 2  14 1 2 0 6 

Pyandz 1 12 1 32 1 5 7 13 

Sarband 2 3  7 1 2 2 3 

Temurmalik 1 5  29 1 3 2 12 

Farkhor 3 19 2 26 1 8 13 10 

Khovaling 1 9  13 1 2 7 5 

Khurasan 1 11  23 1 5 6 9 

Khamadoni 1 17 2 28 1 7 10 11 

Dzilikul 2 14  30 1 7 8 12 
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Shakritus 1 10 1 32 1 6 4 13 

Shuroabad 1 9 1 19 1 4 5 8 

TOTAL 

32 293 31 698 

 

34 142 157 

 

282 

Source: For current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The Table 8 above presents the number of outpatient facilities existing currently and the number of 
comprehensive PHC centres needed in the year 2020 for each of the rayons of the Khatlon Oblast, taking into 
account the population growth projections presented in the previous section.   

All 32 Urban and Rayon Health Centres and 138 Rural Health Centres are proposed to be transformed into 
Comprehensive PHC Centres. The remaining 157 Rural Health Centres are proposed to be retained as Rural 
Basic PHC centres with minimal investments in infrastructure and human resources.  It also should be noted 
that existing 74 rural and rayon numbered hospitals essentially providing services that should be provided at 
PHC level, will either be merged with comprehensive PHC centres or abolished (with some exceptions in 
remote areas Cf. Table 12) 

The number of health houses retained as outreach PHC centres will be determined in every rayon based on 
population density and conditions of accessibility to the closest PHC Centre. As a general parameter, health 
houses should be maintained in the settlements with at least 300 inhabitants and located at more than 45 
minutes from a PHC centre. As a global estimation for Khatlon rayons, approximately 40% of the existing 
health houses should be retained as illustrated in the table above.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
PHC services are presented in the deliverable 2, rayon per rayon. 
Staff projections 

The targets to be reached in terms of PHC staff are recapitulated below:  

 

Target 2015 

 
1 Family Doctor per 2 000 pop 

1 nurse per 800 pop  

2,5 nurses per FD 

1 Family Doctor per 1 500 pop (low
bracket) 

1 nurse per 600 pop 

2,5 nurses per FD 

1 Family Doctor per 1 200 pop (high
bracket) 

1 nurse per 400 pop 

3 nurses/FD 

1 gyne-obs/5 000 women of reproductive age 

Target 2020 

1 peadiatrician/7 500 population under 14 years old 

 

The required numbers of these four categories of the medical personnel were calculated for each of the 
rayons of the Khatlon Oblast. The summary result is presented in Table 9. 

 

Table 9 Existing and future numbers of GPs and GP nurses, Specialist Paediatricians and Ob&gyns at 
PHC level, Khatlon Oblast 
Name of the 

rayon 
Current 

number of 
Family 

Doctors 

2009 

Future 
number of 

Family 
Doctors (Low 

Bracket) 

2020 

Future 
number of 

Family 
Doctors 

(High 
Bracket) 

2020 

Current 
number of 
GP nurses 

2009 

Future 
number of 

GPs Nurses 
(low bracket)

2020 

Future 
Number of 
GP Nurses 

(high 
bracket) 

2020 

Future 
number of 

paediatricians 
working at 
PHC Level 

2020 

Future 
number of 
Gyne-obs 
working at 
PHC Level 

2020 
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A Jomi 55 116 145 137 290 435 8 8 

Baldzhuvan 5 23 28 50 58 84 2 2 

Bokthar 67 202 247 147 530 804 13 14 

Kurban Tuybe 22 52 70 49 105 147 4 5 

Vaskh 37 127 158 194 318 474 9 10 

Vose 117 145 182 323 363 546 10 12 

Dangara 67 100 125 193 250 375 7 8 

Yavan 50 150 188 225 375 564 9 9 

Rumi J 60 136 171 115 340 513 11 10 

Kubodiyon 53 123 154 166 308 462 9 10 

Kulyab rayon 22 87 96 101 253 270 5 6 

Kulyab City 25 73 104 110 140 330 6 6 

Kumsangir 37 91 114 81 228 342 7 7 

Muminabad 29 65 82 204 163 246 4 5 

Khusrav 6 25 31 52 63 93 2 1 

Nurek 30 44 55 147 110 165 3 3 

Pyandz 39 86 107 115 215 321 6 6 

Sarband 25 36 45 99 90 135 3 3 

Temurmalik 17 50 63 69 125 189 3 4 

Farkhor 50 113 142 164 283 426 8 9 

Khovaling 22 39 49 74 98 147 1 1 

Khurasan 42 77 96 94 193 288 5 5 

Khamadoni 56 107 134 192 268 402 7 8 

Dzilikul 52 81 101 115 203 303 5 6 

Shakritus 36 91 114 120 228 342 9 7 

Shuroabad 40 47 58 139 118 174 3 4 

TOTAL 1 061 2 286 2 859 3 475 5 715 8 577 159 169 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The data presented shows the need for major increase in the number of family doctors or general practitioners 
(GPs). Over the next decade, the number of GPs should be increased more than twofold even if the lower 
bracket of targeted number of the GPs is considered and by more than 2.6 times if the higher bracket target 
has to be achieved by the year 2020. These targets are challenging to achieve even if all the specialists 
working at the PHC level currently will be retrained into GPs. The need for attracting significant number of 
GPs to the Kathlon Oblast is obvious.  

The outlook for GP nurses appears to be similar. 64,4% of more nurses are required to be trained/retrained to 
accomplish the target of 5,715 (low bracket). The current number of nurses should be increased by 2,46 times 
if the higher bracket target has to be achieved by the year 2020. 

159 paediatricians and 169 ob&gyns are also required to work at PHC level in order to provide the adequate 
support to family doctors in the of antenatal and postnatal care and diagnostics and treatment of childhood 
illnesses and gynaecologic diseases. 
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Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should 
be established for the next decade in order to match the real needs of the rayon. Recommendations for such 
plan will be provided through the on-going technical assistance on the development of the National Human 
Resources Strategy for Health Sector.  
Physical Access to PHC services after the restructuring process 

Physical access to the basic level of PHC services will remain the same as described above (up to 66% of the 
Kathlon Oblast population can access the nearest PHC centre37 in less than 15 minutes, the 91% can access 
in less than 30 minutes, 96% in less than 45 minutes). 
 
Furthermore, after the restructuring process, 56% of the Khatlon population will be able to reach a 
comprehensive PHC Centre (with full range of services and equipment) in less than 15 minutes and 87% in 
less than 30 minutes, as described in the table below. 
 

Table 10 : Distribution of population across access time zones to nearest comprehensive PHC centre 
per rayon, Khatlon Oblast 2009 

Share of population per zone 

Rayon 0-15 min 15-30 min 30-45 min 45-60 min 60 min+   

Khusrav 43% 22% 14% 12% 9% 100% 

Shakritus 58% 29% 8% 3% 4% 100% 

ubodiyon 61% 26% 5% 2% 6% 100% 

Dzilikul 67% 21% 7% 3% 2% 100% 

umsangir 63% 25% 5% 3% 4% 100% 

Rumi. J. 54% 41% 5%  100% 

Vakhsh 60% 33% 4% 2% 1% 100% 

Bokthar Rayon 71% 26% 3% 0% 0% 100% 

Kurban Tuybe 85% 15%   

Sarband 56% 32% 10% 1% 1% 100% 

Pyanz 67% 21% 7% 3% 2% 100% 

Farkhor 51% 36% 8% 2% 3% 100% 

Khurasan 52% 26% 13% 4% 5% 100% 

 Jomi 56% 39% 5% 0% 0% 100% 

Yavan 62% 31% 5% 1% 1% 100% 

Dangara 41% 37% 13% 4% 5% 100% 

ur Malik 41% 25% 19% 8% 7% 100% 

Vose 48% 42% 8% 2% 2% 100% 

Khamadoni 51% 27% 12% 5% 5% 100% 

ulab rayon 67% 21% 7% 3% 2% 100% 

Kulab city 87% 13%   

Nurek 50% 25% 10% 3% 6% 100% 

Baldzhuvan 48% 36% 10% 2% 4% 100% 

Khovaling 39% 40% 10% 2% 3% 100% 

Muminabad 39% 43% 9% 2% 7% 100% 

Shuroabad 37% 27% 14% 12% 10% 100% 

                                                      
37 Regardless to which rayon this PHC centre belongs. 
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Total 56% 31% 7% 2% 4% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

Assumptions concerning primary care utilization 

The table below (Table 11) presents the current PHC activity, as well as the anticipated workloads for 2015 
and 2020 based on the defined parameters described in the Chapter 2:  
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Table 11:  Current and projected number of visits to PHC facilities per rayon, Khatlon Oblast, 2009, 
2015, 2020 
Name of the rayon Current number of PHC visits 

2009 

Future number of PHC visits 
(2015) 

Future number of PHC visits 
(2020) 

A Jomi 389 195 592 842 853 678 
Baldzhuvan 37 273 116 305 167 472 
Bokthar 342 034 984 133 1 452 007 
Kurban Tuybe 145 800 302 360 414 584 
Vaskh 374 632 659 105 930 721 
Vose 485 363 763 921 1 068 210 
Dangara 689 253 518 541 735 818 
Yavan 421 983 767 078 1 104 573 
Rumi J 481 110 696 511 1 002 961 
Kubodiyon 495 105 632 436 906 255 

Kulyab rayon 133 372 389 782 566 248 

Kulyab city 145 272 424 701 611 560 

Kumsangir 184 067 465 211 669 894 
Muminabad 156 211 335 939 481 391 
Khusrav 33 517 128 309 183 858 
Nurek 111 941 222 900 321 563 
Pyandz 481 110 436 409 631 488 
Sarband 159 262 177 674 265 541 
Temurmalik 136 653 258 385 368 451 
Farkhor 489 534 590 759 834 210 
Khovaling 64 971 205 151 286 376 
Khurasan 163 135 393 774 567 028 
Khamadoni 227 336 553 310 785 161 
Dzilikul 37 273 411 018 594 752 
Shakritus 234 559 457 034 667 801 
Shuoabad 187 673 232 979 343 745 
TOTAL 6 807 634 11 716 567 16 815 346 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020 (as defined in the planning parameters) will 
mean that number primary care consultations are anticipated to increase by almost 2,47 times over the next 
ten years. 

2.3.2. Hospital sector reconfiguration 

Projected Inpatient Capacity and Utilization 

As noted above, Kathlon Oblast has presently general hospital capacity of 4 beds per 1000 population.  
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Taking into account the forecast population growth and the targets in terms of admission rate per population, 
average length of stay and occupancy rate, significant decrease in the number of general or acute care beds 
should be planned, as illustrated in the table 12. 

According to the targets defined, a maximum of 7,808 acute care beds are needed in the Oblast by the year 
2020, which implies up to 27,7% reduction of the existing capacity of general beds.  

Considering the current workloads and healthcare quality and safety standards, it is generally recommended 
to maintain only one hospital from 100 to 500 beds per rayon. However, in rayons with constrained access for 
the population (A. Jomi, Rumi J., Farkhor, Dzilikul, Shuroabad and Shakritus) six additional community level 
hospitals may also be considered with up to 50 beds. This implies reduction of number of general hospitals in 
the Kathlon oblast to 37 secondary care and Oblast reference hospitals. The central rayon hospitals should be 
strengthened and modernized  in order to become the secondary care hospital for the whole population of 
respective rayon with all the adequate services as described in the �“Proposed model of health care services 
by level of health facilities” (Chapter 2. Planning parameters section). 

Table 12:  Current and projected number of hospitals per rayon, Kathlon Oblast, 2009,  2020 
Name of the rayon Current 

number of 
hospitals 

2009 

Number of 
central rayon 
hospital and 

reference 
oblast 

hospitals 
(2020) 

Rural 
community 

level hospitals 
(2020) 

 Total Number 
of acute care 

hospital in 
2020 

LTC  TB 
Facilities 

(2020) 

A Jomi 5 1   1 1 

Baldzhuvan 3 1 1 2   

Bokthar 6 1   1   

Kurban Tuybe 10 3  3  

Vaskh 5 1   1   

Vose 6 1   1 1 

Dangara 5 1   1   

Yavan 5 1   1   

Rumi J 8 1 1 2 1 

Kubodiyon 4 1   1   

Kulyab rayon 2 1   1   

Kulyab city 11 4  4  

Kumsangir 7 1   1 1 

Muminabad 2 1   1   

Khusrav 2 1   1   

Nurek 1 1   1   

Pyandz 6 1   1 1 

Sarband 2 1   1   

Temurmalik 2 1   1   

Farkhor 9 1 1 2 2 

Khovaling 2 1   1   

Khurasan 6 1   1   

Khamadoni 7 1   1 1 
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Dzilikul 6 1 1 2   

Shakritus 6 1 1 2   

Shuroabad 7 1 1 2   
TOTAL 135 31 6 37 8 

As noted above the rural and rayon numbered hospitals should be transformed into comprehensive PHC 
facilities and/or abolished. Elimination of the beds in the rural hospitals will allow achieve about 70% of 
required reduction in beds across the Oblast.  

The Table 13 below presents the resulting numbers of acute care beds and utilization rates projections based 
on the targets defined in terms admission rates, average length of stay, desirable rates of ambulatory care 
(day hospital and ambulatory surgery), and expected occupancy rates �– taking into account the Oblast 
population growth forecasts.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
hospital sector are presented in the deliverable 2, rayon per rayon. 

Table 13:  Projected number of acute care (general) hospital beds, admissions and bed days per 
rayon, Khatlon Oblast, 2009, 2020 
Name of the rayon Projected # of 

beds by 2020 
Projected # of 

hospitalizations 
2020 (low 
bracket) 

Projected # of 
bed-days 2020 
(low bracket) 

Projected # of 
hospitalizations 

2020 (High 
bracket) 

Projected # of 
bed-days 2020 
(high bracket) 

Surgical 
Activity in CRH 

by 2020 
(yes/no) 

A Jomi 348 15 399 88 387 19 164 96 341 Y 

Baldzhuvan 70 2 417 14 379 3 418 19 140 N 

Bokhtar 250 10 300 72 100 11 860 83 020 Y 

Kurban Tuybe 1 100 48 716 283 416 55 235 303 867 Y 

Vaskh 380 17 120 98 267 20 894 116 998 Y 

Vose 430 19 842 113 894 23 980 134 288 Y 

Dangara 300 13 469 77 310 16 518 92 500 Y 

Yavan 450 21 917 126 219 24 797 138 863 Y 

Rumi J 410 18 091 103 843 22 515 126 084 Y 

Kubodiyon 350 16 427 94 290 20 345 113 932 Y 

Kulyab rayon 100 4 100 28 500 4 700 32 900 y 

Kulyab city 800 34 785 205 164 39 155 214 516 Y 

Kumsangir 290 12 083 69 359 16 406 83 258 y 

Muminabad 170 8 726 50 086 9 824 55 014 Y 

Khusrav 60 2 666 15 864 3 002 16 811 N 

Nurek 125 5 790 33 232 7 219 40 426 Y 

Pyandz 260 11 335 65 065 14 176 79 385 Y 

Sarband 110 4 615 26 490 5 961 33 381 Y 

Temurmalik 140 6 711 38 523 8 271 46 317 Y 

Farkhor 340 15 344 88 077 18 727 104 871 Y 

Khovaling 115 5 329 30 586 6 429 36 002 Y 

Khurasan 230 10 228 58 708 12 729 71 282 Y 

Khamadoni 320 14 372 82 494 17 626 98 705 Y 

Dzilikul 250 10 676 71 867 13 352 74 771 Y 
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Shakritus 270 11 871 68 140 14 991 83 950 Y 

Shuoabad 140 6 051 34 735 7 717 43 215 y 

TOTAL 7 808 348 380 2 038 995 419 011 2 339 837  

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

Up to 91,09 thousand deliveries per year can be expected by the year 2020. The mother and child network in 
the rayon should rely on the comprehensive PHC centres for normal deliveries with low risk, the central rayon 
hospital for the level 2 (managing low and moderate risk pregnancies and with level 2 neonatal beds), and the 
Oblast reference hospital for the level 3 (high obstetric risk with neonatal intensive care and resuscitation 
unit).  

If we consider that 60% of the total deliveries will be performed in the central rayon hospitals and 7% in the 
Oblast reference hospitals, the balance of 30,06 thousand deliveries will be carried out in the PHC centres 
(and at home under the supervision of the qualified medical personnel for a small part). In compliance with the 
agreed planning parameters, the minimum number of deliveries per ward should not be lower than 400 
deliveries/ per year, meaning that a maximum of 75 delivery wards (level 1) should be deployed in 176 
Comprehensive PHC Centres of the Oblast. 

According to the planning parameters defined and considering the specific population groups, the medium 
term care (or rehabilitative care) and long term care beds for Khatlon Oblast were estimated as follows:  

Table 14: Number of medium term care beds and LTC beds, 2015 and 2020 

Category Ratio Number of beds 

2015 

Number of beds 
2020 

Medium term 
care/rehabilitative care 

0,5 beds per 1000 population 
aged 15 years and more 

1 000 1 130 

Long term care 2 beds per 1000 population 
aged 50 years and more 

1 009 1 150 

 
Staff projections 

The projections for the medical and nursing staffing for hospital network is related to the bed capacity planned 
for the Khatlon Oblast. The proposed staff numbers have been calculated using the expected higher workload 
and occupancy rates as a result of the bed number optimization, which will require more intensive staff input 
and as a result higher than current total staff to bed ratio. A change in the current doctor to nurse ratio in 
general hospitals is also expected through addressing the current imbalance between the medical and nursing 
professions, so that human resources are less centered on physicians. The resulting ratios suggested in the 
planning parameters section (see Chapter 2), were applied to the Khatlon Oblast Hospitals. The staff per bed 
ratios and derived estimates per staff category are presented in the Table 15 

 Table 15:  Current and projected staff to bed ratios and staff numbers per category for Khatlon Oblast, 
2009, 2020 

Current 2009 Projected 2020

Ratios Numbers Ratios Numbers

Number of Beds 10 801 7 808

Doctors 0.10 1 174 0.30 2,342

Nurses 0.28 3 074 0.68 5,309

Administrative and other technical staff N/A 0.53 4,138

Total staff 1.5 11,789

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

Detailed inpatient staffing plans for each rayon should be elaborated  
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Physical Access to hospital services after the restructuring process 

Physical access to the CRH will remain the same; with more than 92% of the Oblast population gaining 
access to upgraded hospital services/emergency care within 60 minutes of access time by vehicle (see the 
table 6). 

2.3.3.  Hi-tech medical equipment proposed standards for Khatlon Oblast 

The chapter 2 (Planning Parameters) presents the standards for high-tech medical equipment to be reached 
in Tajikistan during the next decade taking into account the current levels of equipment, the available 
specialized staff and reasonable patterns that it will be possible to attain, the implications in terms of 
investment, operational and maintenance costs in the specific economic context of Tajikistan.  

The application of these standards in Khatlon Oblast results in the following numbers:  

Table 16: High tech equipment �– International Benchmarks �– Proposed standard for Tajikistan and 
Number of units proposed for Khatlon Oblast 

 
EQUIPMENT OECD BENCHMARK (2009 OR LATEST YEAR 

AVAILABLE) 
PROPOSED 

STANDARD FOR 
TAJIKISTAN 

NUMBER OF UNITS 
REQUIRED IN 2015 

IN KATHLON 
OBLAST 

NUMBER OF UNITS 
REQUIRED IN 2020 

IN KHATLON 
OBLAST 

MRI Between 5 and 10 units per million 
population 

0,7 to 1.2 unit per 
million population 

2 4 

CT Scans Between 10 and 19 units per million 
population 

1,10 to 1,8 units 
per million 
population 

3 5 

Mammograph units Around 20 units per million population 3.5 to 4.5 units per 
million population 

11 15 

Radiation therapy 
equipment 

Between 4 and 5 units per million 
population 

0,7 to 1,2 units per 
million population 

2 4 

Angiograhy Between 3 and 4 units per million 
population 

0,7 to 1 unit per 
million population 

2 3 

Lithotripsy Between 1 and 2 units per million 
population 

0,5 to 0,8 unit per 
million population 

2 3 

 

Haemodialysis 

Between 40 and 45 units per million 
population aged between 15 and 59 years 

 

Between 200 and 223 units per million 
population aged 60 years and over 

50 to 60 units per 
million population 

152 206 

Neonatology beds (level 
1) 

French Benchmark: 3/1000 births 2/1000 births 164 185 

Neonatology beds (level 2 
�– Intensive Care) 

French Benchmark 

1,45/1000 births 

1/1000 births 82 93 

Neonatology beds (level 3 
�– Resuscitation unit) 

French Benchmark 

0,65/1000 births 

0,5/1000 births 41 47 

ICU beds adults USA: 20 beds/100 000 population 

France: 9,3 beds/100 000 population 

UK: 3,5 beds/100 000 population 

Canada: 13,5 beds/100 000 population 

Belgium: 21,9 beds/100 000 population 

Germany: 24,6 beds/100 000 population 

Netherlands: 8,4 beds/ 

3,5 beds/1000 
population 

107 120 
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100 000 population 

Spain: 8,2 beds/100 000 population 

Angiography 
Opthalmology 

 0,75 unit/100 000 
population 

23 26 

Echograph general 
purpose 

 5,50 unit/100 000 
population 

167 189 

Echograph Opthalmology OECD benchmark: 0,72 0.5 unit/100 000 
population 

15 17 

Defibrillator  5 unit/100 000 
population 

152 172 

Gamma Camera  0,10 per 100 000 
population 

3 3 

Dental Unit  5 per 100 000 
population 

152 172 

X-ray unit  1 unit/100 000 
population 

30 34 

X-ray unit mobile  3 unit/100 000 
population 

91 103 

X-ray hemodynamic unit  0,20 unit/100 000 
population 

6 7 

Extra corporeal unit  0,10 unit/100 000 
population 

3 3 

Laparascopy unit  1,10 unit/100 000 
population 

33 38 

Endoscopy flexible  3,50 unit/100 000 
population 

107 120 

Endoscopic Unit  0,95 unit/100 000 
population 

29 33 

Endoscopy video system  0,50 unit/100 000 
population 

15 17 

 

 

2.3.4. Emergency network in Khatlon Oblast 

Four distinct levels of emergency services will be implemented in Khatlon Oblast :  

- Proximity emergency services in comprehensive PHC Centres and community hospitals (primary 
emergency care providing basic services). 

- Medium level emergency services in Central Rayon Hospitals, 

- High level emergency service in regional multiprofile hospitals and in Rayon Multiprofile hospitals with 
a catchment�’s population justifying such services, 

- A central communication centre to be located in Kurban Tuybe to coordinate the Emergency services 
of the region and a range of core specialties- Surgery, Medicine, Neonatology, Obstetrics and 
Gynecology, etc. 

The detailed maps per rayon depicting the existing and future health care network (PHC and hospital) are 
presented in the deliverable 2.  

A-3-3-90



 

91 

 

3. SOGD 

3.1. Basic Population and Demographics characteristics used for master planning  

Sogd Oblast encompasses the northern part of Tajikistan. The territory of the Oblast is 25.4 thousand aq.km 
or 17.7% of the country territory. The terrain is mostly mountainous. As of January 1, 2010 Population of the 
Sogd Oblast was 2,216.9 thousand, or 29.4% of the total population of Tajikistan. Out of this number, 29.4% 
were urban residents. The average population density across the Oblast was 87.3 residents per sq.km, which 
is higher than national average of 52.6 residents per sq. km, but lower than in Khatlon Oblast with 108.9 
residents per sq. km38. The population of the Sogd Oblast is concentrated in 10 cities, 20 towns and 94 
jamoats. The administrative centre is the city of Khodjand, with 158.2 thousand residents and located in 340 
kms from the capital of Dushanbe. The distribution of the Oblast population by the 1 January 2010 and 
population growth projections for the years 2015 and 2020 per rayon are presented in the Table 2. 

Table 9. Current population and population projections for Sogd Oblast 2010, 2015 and 2020 

City/Rayon Population 2009 Population 2015 Population 2020

Khudjand City            158,200           166,270            174,751  

Isfara City              42,000             45,919              50,203  

Isfara Rayon            189,000           209,696            232,659  

Kayrokkum              40,400             44,387              48,767  

Kanibadam city              47,900             50,593              53,438  

Kanibadam rayon            133,000           146,124            160,544  

Pendjinkent City              36,500             37,984              39,527  

Pendjinkent Rayon            203,600           227,003            253,097  

Istaravshan City              62,800             65,353              68,009  

Istaravshan Rayon            160,400           180,594            203,331  

Taboshar City              13,500             14,832              16,296  

Ayni              71,700             82,717              95,427  

Chkalovsk City              24,000             26,368              28,970  

Chkalovsk rayon                3,700               4,166                4,690  

Asht            133,000           149,745            168,598  

Ganchi            138,500           155,937            175,570  

Zafarabad              59,800             66,674              74,338  

Match            101,800           114,617            129,047  

Spitamen            116,800           130,864            146,622  

Dj. Rasulov            115,600           128,888            143,703  

B. Gafurov             307,600           348,021            393,754  

Shakhriston              34,500             39,416              45,032  

Kukhistoni-Mastchokh              21,100             23,182              25,470  

Total         2,215,400        2,459,350         2,731,842  

Source: Agency of Statistics of Tajikistan, 201039 

The projections for the total populations for the Oblasts and rayons are used as essential parameter for 
planning future utilization of health services and capacity of primary, secondary and tertiary health care 
facilities for the Oblast and rayons.  

Current demographic profile of the Oblast population is presented in the Table 3 

                                                      
38 Agency of Statistics of Tajikistan 2010.  
39 2010-2020 Population projection estimates are based on the last three year averages of year to year population 
changes per rayon �– reported by the Agency of Statistics. 
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Table 10. Current and future population demographic profile for the Sogd Oblast, 2009, 2015, 2020.  

 Categories 2009 2015 2020 

Number of children under 15 years of age 718.2 781.7 850.9 

Number of women of reproductive age 609.4 663.3 722.0 

Annual number of births 59.2 66.2 73.5 

Population over 15 years of age 1,498.2 1,630.8 1,775.0 

Population  over 50 years of age  281.9 306.8 334.0 

Source: Agency of Statistics of Tajikistan, 201040 

 

The specific population groups in the table above were defined for planning of specific types of resources and 
services. The resources and services planned using the demographic groups and specific groups used as 
planning parameters are presented below: 

- Obstetric: number of women of reproductive age (15 to 49 years) and annual number of 
deliveries/births, 

Neonatology beds: annual number of births,  

- Paediatricians at PHC level: Number of children under 15 years of age 

- Medium term care/rehabilitative care beds: Population 15 years of age41. 

- Long term care: Population over 50 years of age42. 

3.2. Current health care network, physical access to and utilization of health services  

Total of 676 outpatient health facilities and 113 hospitals were reported functioning throughout the Sogd 
Oblast. Total of 3,953 doctors and 8,273 nurses/feldshers/midwifes and 6,696 junior medical and technical 
personnel were employed in the health sector of the Sogd Oblast by January 1, 2010.  

3.2.1. Primary care 

Facilities 

According to the survey findings conducted under the current master planning exercise, 676 outpatient health 
facilities providing services at PHC level were functioning by January 1, 2010 in Sogd Oblast, compared to 
699 facilities functioning in 200543.  
These outpatient health facilities included: 

- 28 Urban and Rayon Health Centres and Family Medicine Centres, 

- 218 Rural Health Centres, 

- 17 TB centres for DOTS (outpatient) 

- 16 IMCI centres (outpatient) 

- 17 Healthy Lifestyle centres (outpatient) 

- 8 AIDS centre (outpatient) 

- 17 Immunization centres (outpatient) 

- 355 health houses 

The breakdown of the PHC health facilities per rayon is presented in the Table 

                                                      
40 2010-2020 Population demographic projection estimates are based on the last ten year averages of year to year population changes 
per oblast �– reported by the Agency of Statistics. The 2008-2009 live births rate at 26.9 per 1,000 population for the entire country is used 
for the years 2015 and 2020 projections 
41 The need for medium term rehabilitation beds for younger population is marginal 
42 Ibid 
43 Medstat. Data Presentation System, version 2. DPS2. Accessed in September 2010. 
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Table 11. Urban, Rayon and Rural Health Centres, Health Houses and specialized health centres per 
rayon, Sogd Oblast 2009 
City/Rayon Urban and

Rayon
Health
Centres and
Family
Medicine
Centres

Rural
Health
Centres

Health
Houses

Specialized Outpatient Centres

IMCI Healthy
Life Style

Reproductive
Health

TB
DOTS

HIV/AIDS

         

Khodjand City 7 - - 1 1 1 1 1 

Isfara City 1 - - 1 1 1 1 1 

Isfara Rayon - 17 23 - - - - - 

Kayrokkum 1 5 4 1 1 1 1 1 

Kanibodim city 2 - - 1 1 1 1 - 

Kanibodim rayon - 16 18 - - - - - 

Pendjinkent City 1 - - 1 1 1 1 1 

Pendjinkent Rayon - 40 63 - - - - - 

Istaravshan City 2 - - 1 1 1 1 1 

Istaravshan Rayon - 15 29 - - - - - 

Taboshar City 1 - - 1 1 1 1 - 

Ayni 1 19 27 1 1 1 1 - 

Chkalovsk City 1 - - 1 1 1 1 - 

Chkalovsk rayon - 1 - - - - - - 

Asht 1 16 37 1 1 1 1 - 

Ganchi 2 16 22 1 1 1 1 1 

Zafarabad 1 8 10 1 1 1 1 - 

Match 1 7 21 1 1 1 1 1 

Spitamen 2 9 8 - 1 1 1 - 

Dj. Rasulov 1 13 18 1 1 1 1 - 

B. Gafurov  1 30 52 1 1 1 1 1 

Shakhriston 1 2 11 1 1 1 1 - 

Kukhistoni-Mastchokh 1 4 12      

Total 28 218 355 16 17 17 17 8 
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Source: Survey conducted within the framework of the health sector master plan - 2010 

 

Staff 

According to the survey conducted for master planning exercise - the total of 874 General Practitioners/Family 
Doctors (GP), PHC Internists or Paediatricians and 3.328 nurses/feldshers/midwives were employed in PHC 
facilities of the Oblast in 2009.  

Physical Access 

Population access to the facilities was determined based on the travel times estimated based on the 
population density, distance, availability and conditions of roads and specificities of the terrain using the 
Geographical Information System (GIS) database developed for the master planning.  
 
Five intervals for population access times by vehicle to PHC facilities were delineated: (1) from 0 to 15 
minutes; (2) from 15 to 30 minutes, (3) from 30 to 45 minutes, (4) from 45 to 60 minutes, and (5) over 60 
minutes. From 30 to 45 minutes was considered an optimal time interval for accessing the PHC centres 
(urban, rayon and rural) by vehicle. 
 
The results of the GIS mapping revealed that up to 82% of the Sogd Oblast population can access the nearest 
PHC centre44 in less than 15 minutes, the 14% can access in less than 30 minutes, 2% in less than 45 
minutes, and only 2% in less of the population is located in the areas requiring more than 45 minutes for 
accessing the nearest PHC centre. Population access times per rayon are presented in the Table 4 
 

Table 12 Distribution of population across access time zones to nearest PHC centre per rayon, Sogd 
Oblast 2009 
  Share of Population Per Zone 

City/Rayon 0-15 min 15-30 min 30-45 min 45-60 min 60 min+ 

Kudzhand City 78% 11% 1% 0% 0% 

Chkalovsk 80% 18% 2% 0% 0% 

Pendjinkent 59% 28% 6% 3% 4% 

Ayni 34% 20% 10% 7% 30% 

Kukhistoni-Mastchokh 20% 15% 15% 14% 36% 

Shakhriston 55% 28% 7% 2% 8% 

Ganchi 69% 23% 4% 1% 3% 

Istaravshan 83% 14% 2% 0% 0% 

Zafarabad 65% 27% 6% 0% 3% 

Spitamen 83% 15% 1% 0% 1% 

J. Rasulov 84% 13% 0% 0% 3% 

B. Gafurov 87% 10% 1% 0% 2% 

Match 56% 27% 12% 2% 4% 

Asht 62% 26% 6% 3% 4% 

Kanibadam 89% 10% 1% 0% 0% 

Isfara 69% 20% 5% 1% 6% 

Total 82% 14% 2% 1% 1% 
Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

 

Utilization 

                                                      
44 Regardless to which rayon this PHC centre belongs. 
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According to the survey findings, the total of 8,381,382 patient visits was registered at PHC level in Sogd 
Oblast during the year 2009. This represents a PHC services utilization rate of 3.78 per capita, which is 
slightly lower than the national average rate of 4 per capita.  
 

3.2.2. Hospital network:  

Facilities 

According to the survey findings conducted under the current master planning exercise, 108 public hospitals 
and 5 private hospitals were providing inpatient services by January 1, 2009 compared to 143 inpatient 
facilities functioning in 200545. Reported bed capacity for general/acute care hospitals was 12,284, or 5.54 
general beds per 1000 population. 
 
Staff 

Up to 11,718 total staff was employed in the inpatient facilities of the Sogd Oblast in 2009. Out of this number 
2,854 were doctors (including 294 Surgeons, 450 Paediatricians and 430 Ob&gyns), up to 4,445 were nurses 
and midwifes and the remaining 4419 were administrative and other technical staff. This represents the ratios 
of 0.95 total staff; 0.23 doctors and 0.36 nurses per 1 general bed.  
 
Physical Access 

For inpatient facilities, access times to the nearest Central Rayon Hospital were estimated46. Four intervals for 
population access times by vehicle to inpatient facilities were delineated: (1) from 0 to 30 minutes; (2) from 30 
to 45 minutes, (3) from 45 to 60 minutes, and (5) over 60 minutes. 
 
From 45 to 60 minutes was considered as an optimal time interval for accessing the CRH by vehicle. 
The results of the GIS mapping revealed that up to 88% of the Sogd Oblast population can access the nearest 
CRH in less than 60 minutes, while about 12% of the population is located in the areas requiring more than 1 
hour for accessing the nearest CRH. Population access times per rayon are presented in the Table . The 
highest shares of population residing in the localities with longer the optimal access times to CRH are 
observed in Ayni, Kukhistoni-Mastchokh and Pendjinkent rayons.  
 

Table 13 Distribution of population across access time zones to nearest Central Rayon Hospital per 
rayon, Sogd Oblast 2009 
  Share of Population Per Zone 

City/Rayon 0-30 min 30-45 min 45-60 min 60 + min 

Kudzhand City 78% 11% 1% 0% 

Chkalovsk 80% 18% 2% 0% 
Pendjinkent 5% 20% 41% 34% 

Ayni 22% 25% 34% 19% 

Kukhistoni-Mastchokh 3% 2% 4% 92% 

Shakhriston 39% 18% 19% 24% 

Ganchi 64% 19% 7% 9% 

Istaravshan 73% 20% 5% 2% 

Zafarabad 54% 27% 14% 5% 

Spitamen 89% 8% 1% 3% 

J. Rasulov 84% 7% 7% 3% 

B. Gafurov 74% 12% 5% 9% 

                                                      
45 Medstat. Data Presentation System, version 2. DPS2. Accessed in September 2010. 
46 Access times to existing rural and rayon numbered hospitals were not considered due to the limited scope of inpatient services 
predominantly provided in these facilities.  
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Match 61% 19% 12% 8% 

Asht 37% 23% 11% 29% 

Kanibadam 84% 11% 3% 2% 

Isfara 34% 42% 7% 17% 

Total 60% 17% 11% 12% 
Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

Utilization 

The admission rate for general hospitals in Sogd reported for 2009 is considerably high at 16.5 per 100 
population compared to the rate of 11.2 admissions per 100 population nationwide and exceeds admission 
rates of every other region in Tajikistan including Dushanbe. Sogd is also distinguished by reported high 
admission rates to rural and rayon numbered hospitals. As a result, the reported average occupancy rate for 
Sogd Oblast hospitals is 80% for an ALOS of 9.8 days. Both of these utilization indicators appear to be highly 
satisfactory when compared to the national averages respectively 60% and 9.3 days. However, concerns 
remain regarding the insufficient justification and �“over-registration�” of hospitalizations, particularly in the rural 
and rayon numbered hospitals.   

The detailed bed capacity and utilization indicators for the general hospitals in the public domain of the Sogd 
Oblast are presented in the Table :  
 

Table 14. Public general hospital network and current utilization rates for Sogd Oblast, 2009 

City/Rayon # of beds
# of

hospitalizations
# of bed days ALOS

Occupancy Rate
(%)

Khudjand City 3,330 116,663 1,238,630 10.6 102% 

Isfara City 

Isfara Rayon 
1,005 32,970 326,482 9.9 89% 

Kayrokum 385 6,885 67,535 9.8 48% 

Konibodom city 

Konibodom rayon 
835 20,769 234,515 11.3 77% 

Pendjinkent City 

Pendjinkent Rayon 
985 29,288 273,095 9.3 76% 

Istaravshan City 

Istaravshan Rayon 
808 31,197 270,089 8.7 92% 

Taboshar City 120 1,966 17,340 8.8 40% 

Ayni 410 6,028 74,065 12.3 49% 

Chkalovsk City 

Chkalovsk rayon 
335 7,168 78,806 11.0 64% 

Asht 515 16,428 151,395 9.2 81% 

Ganchi 640 15,443 162,920 10.5 70% 

Zafarabad 350 7,241 74,600 10.3 58% 

Match 375 10,375 90,740 8.7 66% 

Spitamen 435 10,872 91,290 8.4 57% 

Dj. Rasulov 475 12,714 97,155 7.6 56% 

B. Gafurov  1,016 33,870 306,657 9.1 83% 

Shakhriston 165 4,722 39,105 8.3 65% 

Kukhistoni-Mastchokh 100 935 7,900 8.4 22% 

Total 12,284 365,534 3,594,419 9.8 80% 

Source: Survey conducted within the framework of the health sector master plan - 2010 

A-3-3-96



 

97 

 

3.3. Proposed restructuring strategy 

The proposed restructuring strategy for Sogd Oblast is based on the planning parameters presented in the 
Chapter 2 adjusted to the context of each of the rayons of the Oblast.  

3.3.1. Future primary care network 

Number of facilities 

According to the overall approach proposed for the restructuring strategy, the Sogd Oblast should have at 
least one strengthened and integrated Urban, Rayon or Rural Health Centre �– a �“Comprehensive�” PHC 
Centre per 20,000 of the Oblast residents. The actual number of such facilities was determined for each of the 
rayons of the Sogd Oblast using this overall approach, however adjusted to the concrete specificities of the 
respective localities, including physical access time parameters. The remaining Rural Health Centres 
providing minimally acceptable range of PHC services will be retained in the system as �“Basic PHC Centres�”. 

 

 

 

Table 15  Number and type of existing and future PHC facilities per rayon, Sogd Oblast 2009, 2015, 
2020 
City/Rayon UHC/RHC/FMC RHC HH Specialized Outpatient Centres Comprehensive 

PHC Centres -
2020 

Basic 
PHC 

Centres 
2020 

Specialized 
Outpatient 

Centres 
2020 

    IMCI HLS RH TB-
DOTS HIV/AIDS    

Khudjand City 7 - - 1 1 1 1 1 9 - - 

Isfara City 1 - - 1 1 1 1 1 2 - - 

Isfara Rayon - 17 23 - - - - - 12 5 - 

Kayrokum 1 5 4 1 1 1 1 1 2 4 - 

Konibodom city 2 - - 1 1 1 1 - 2 - - 

Konibodom rayon - 16 18 - - - - - 10 6 - 

Pendjinkent City 1 - - 1 1 1 1 1 2 - - 

Pendjinkent Rayon - 40 63 - - - - - 13 27 - 

Istaravshan City 2 - - 1 1 1 1 1 3 - - 

Istaravshan Rayon - 15 29 - - - - - 11 4 - 

Taboshar City 1 - - 1 1 1 1 - 1 - - 

Ayni 1 19 27 1 1 1 1 - 5 15 - 

Chkalovsk City 1 - - 1 1 1 1 - 1 - - 

Chkalovsk rayon - 1 - - - - - - - 1 - 

Asht 1 16 37 1 1 1 1 - 8 9 - 

Ganchi 2 16 22 1 1 1 1 1 9 9 - 

Zafarabad 1 8 10 1 1 1 1 - 4 5 - 

Match 1 7 21 1 1 1 1 1 6 2 - 

Spitamen 2 9 8 - 1 1 1 - 7 4 - 

Dj. Rasulov 1 13 18 1 1 1 1 - 7 7 - 

B. Gafurov 1 30 52 1 1 1 1 1 20 11 - 

Shakhriston 1 2 11 1 1 1 1 - 2 1 - 

Kukhistoni-Mastchokh 1 4 12      1 4 - 

Total 28 218 355 16 17 17 17 8 137 114 - 
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Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

The Table  above presents the number of outpatient facilities existing currently and the number of 
comprehensive PHC centres needed in the years 2015 and 2020 for each of the rayons of the Sogd Oblast, 
taking into account the population growth projections presented in the previous section.   

All 28 Urban and Rayon Health Centres and 109 Rural Health Centres are proposed to be transformed into 
Comprehensive PHC Centres. Out of this number, at least 5 Comprehensive PHC Centres in the rayons with 
physical access problems (Ayni, Kukhistoni-Mastchokh and Pendjinkent) should be equipped to provide 
�“extended�” services that include emergency and urgent care. The remaining 114 Rural Health Centres are 
proposed to be retained as Basic PHC centres with minimal investments in infrastructure and human 
resources.  It also should be noted that existing 65 rural and rayon numbered hospitals essentially providing 
services that should be provided at PHC level, will either be merged with comprehensive PHC centres or 
abolished. 

Staff projections 

The targets to be reached in terms of PHC staff are recapitulated below:  

 

 

 

 

 

Target 2015 

 
1 GP per 2 000 pop 1 nurse per 1 000 pop 

1 GP to 1 500 pop low bracket 1 nurse to 750 pop 

1 GP to 1 200 pop high bracket 1 nurse to 500 pop 

1 ob&gyn/5 000 women of reproductive age 
Target 2020 

1 paediatrician/7 500 population under 14 years old 

 

The required numbers of for each of these four categories of the medical personnel were calculated for each 
of the rayons of the Sogd Oblast. The summary result is presented in Table 9:  

 

Table 16 Existing and future numbers of GPs and GP nurses (high bracket), Specialist Paediatricians 
and Ob&gyns at PHC level, Sogd Oblast, 2009 

City/Rayon 
GPs/ general 

internists/ 
paediatricians 

Future 
Number of 
GPs (low 
bracket) 

Future 
Number of 

GPs 

(high 
bracket) 

Existing 
Number of 

Nurses/Midwiv
es 

Future Number of 
Nurses/ Midwives 

(low bracket) 

Future 
Number of 

Nurses/ 
Midwives (high 

Bracket) 

Future 
Number of 

Paediatricians 
at PHC level 

Future 
Number 

of 
Ob&gyn 
at PHC 

level 

Khodjand City 147 117 146 346 233 350 7 9 

Isfara City 32 33 42 72 67 100 2 3 

Isfara Rayon 0 155 194 223 310 465 8 9 

Kayrokkum 17 33 41 180 65 98 2 2 

Kanibodim city 30 36 45 76 71 107 2 3 

Kanibodim rayon 9 107 134 139 214 321 6 8 

Pendjinkent City 20 26 33 84 53 79 2 3 
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Pendjinkent Rayon 94 169 211 298 337 506 11 11 

Istaravshan City 35 45 57 70 91 136 4 5 

Istaravshan Rayon 40 136 169 137 271 407 9 9 

Taboshar City 2 11 14 38 22 33 1 1 

Ayni 27 64 83 72 124 191 4 5 

Chkalovsk City 20 19 24 65 39 58 2 2 

Chkalovsk rayon 2 3 4 6 6 9 0 0 

Asht 37 112 140 150 225 337 7 8 

Ganchi 53 117 146 125 234 351 8 8 

Zafarabad 36 50 62 118 99 149 3 2 

Match 25 86 108 114 172 258 6 6 

Spitamen 52 98 122 162 195 293 5 8 

J. Rasulov 55 96 120 193 192 287 6 8 

B. Gafurov  121 263 328 519 525 788 15 18 

Shakhriston 14 30 38 94 60 90 2 2 

Kukhistoni-Mastchokh 6 17 21 47 34 51 1 1 

Total 874 1823 2282 3328 3639 5464 113 131 

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The data presented shows the need for major increase in the number of family doctors or general practitioners 
(GPs) over the next decade, the number of GPs should be increased more than twofold even if the lower 
bracket of targeted number of the GPs is considered (from 873 to 1823) and by more than 2.6 times if the 
higher bracket target has to be achieved by the year 2020. These targets are challenging to achieve even if all 
the specialists working at the PHC level currently (657) will be retrained into GPs. The need for attracting 
significant number of GPs to the Sogd Oblast is obvious.  

The outlook for GP nurses appears to be better, as only respectively 9% or 40% of more nurses are required 
to be trained/retrained to accomplish the target of 3,639 (low bracket) or 5,464  (high bracket) GP nurses by 
the year 2020.  

113 paediatricians and 131 ob&gyns are also required to work at PHC level in order to provide the adequate 
support to family doctors in the of antenatal and postnatal care and diagnostics and treatment of childhood 
illnesses and gynaecologic diseases. 

Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should 
be established for the next decade in order to match the real needs of the rayon. Recommendations for such 
plan will be provided through the on-going technical assistance on the development of the National Human 
Resources Strategy for Health Sector.  

Physical Access  

Physical access to the basic level of PHC services provided in Basic PHC centres will remain the same, with 
more than XX% of the Oblast population gaining access to full range of comprehensive PHC services within 
45 minutes of access time by vehicle (see the table) 

Assumptions concerning primary care utilization 

The table below ( 

Table ) presents the current PHC activity, as well as the anticipated workloads for 2015 and 2020 based on 
the defined parameters described in the Chapter 1:  

Table 17  Current and projected number of visits to PHC facilities per rayon, Sogd Oblast, 2009, 2015, 
2020 

City/Rayon Current number of 
visits to PHC facilities 

Targeted number for 
visits to PHC facilities in 

2015 

Targeted number for 
visits to PHC facilities 

in 2015 
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Khodjand City 806,097 820,300 856,281 

Isfara City 

Isfara Rayon 
865,944 984,119 1,386,024 

Kayrokkum 104,371 170,889 238,957 

Kanibodim city 

Kanibodim rayon 
836,763 757,360 1,048,509 

Pendjinkent City 

Pendjinkent Rayon 
1,320,175 1,020,200 1,433,858 

Istaravshan City 

Istaravshan Rayon 
499,022 946,915 1,329,566 

Taboshar City 46,463 57103 79850 

Ayni 161,794 318,460 454,416 

Chkalovsk City 

Chkalovsk rayon 
243,779 117,556 161,749 

Asht 300,957 576,518 826,130 

Ganchi 450,373 600,358 860,291 

Zafarabad 191,689 256,694 364,256 

Match 348,583 439,123 626,181 

Spitamen 358,675 503,827 718,448 

J. Rasulov 367,876 500,850 710,719 

B. Gafurov 1,294,516 1,336,837 1,920,817 

Shakhriston 153,172 151,751 220,658 

Kukhistoni-Mastchokh 31,133 89,674 125,393 

Total 8,381,382 9,648,537 13,362,103 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020 (as defined in the planning parameters) will 
mean that number primary care consultations are anticipated to increase by almost 40% over the next ten 
years. 

3.3.2. Hospital sector reconfiguration 

Projected Inpatient Capacity and Utilization 

As noted above, Sogd Oblast has presently general hospital capacity of 5.54 beds per 1000 population. 
Taking into account the forecast population growth and the target of 2.2 beds per population in 2020, 
significant decrease in the number of general or acute care beds should be planned, as illustrated in the  

Table  

According to the targets defined, a maximum of 8,120 acute care beds are needed in the Oblast by the year 
2020, which implies up to 40% reduction of the existing capacity of general beds.  

Considering the current workloads and healthcare quality and safety standards, it is generally recommended 
to maintain only one hospital from 100 to 500 beds per rayon. However, in rayons with constrained access for 
the population (Ayni, Kukhistoni-Mastchokh and Pendjinkent) three additional community level hospitals may 
also be considered with up to 50 beds. This implies reduction of number of general hospitals in the Sogd 
oblast to 23 secondary care hospitals (18 Central Rayon Hospitals) and 7 tertiary care Oblast level hospitals. 
The central rayon hospitals should be strengthened and modernized  in order to become the secondary care 
hospital for the whole population of respective rayon with all the adequate services as described in the 
�“Proposed model of health care services by level of health facilities” (Chapter 2. Planning parameters section). 
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As noted above the rural and rayon numbered hospitals should be transformed into comprehensive PHC 
facilities and/or abolished. Elimination of the beds in the rural hospitals will allow achieve about 70% of 
required reduction in beds across the Oblast.  

The  

Table  below presents the resulting numbers of acute care beds and utilization rates projections based on the 
targets defined in terms admission rates, average length of stay, desirable rates of ambulatory care (day 
hospital and ambulatory surgery), and expected occupancy rates �– taking into account the Oblast population 
growth forecasts.  

Table 18 Projected number of acute care (general) hospital beds, admissions and bed days per rayon, 
Sogd Oblast, 2009, 2020 

City/Rayon Projected # of beds 
by 2020 

Projected # of 
hospitalizations 

2020 
Projected # of bed-

days 2020 

Surgical 
Activity in CRH 

by 2020 
(yes/no) 

Khodjand City 2,500 104,350 730,453 yes 

Isfara City 

Isfara Rayon 
620 22,912 160,383 yes 

Kayrokkum 110 3,950 27,651 yes 

Kanibadam city 

Kanibadam rayon 
470 17,332 121,327 yes 

Pendjinkent City 

Pendjinkent Rayon 
650 23,073 165,918 yes 

Istaravshan City 

Istaravshan Rayon 
600 21,979 153,850 yes 

Taboshar City 40 1,320 9,240 no 

Ayni 200 7,512 52,582 yes 

Chkalovsk City 

Chkalovsk rayon 
75 2,674 18,717 yes 

Asht 370 13,656 95,595 yes 

Ganchi 385 14,221 99,548 yes 

Zafarabad 165 6,021 42,150 yes 

Match 280 10,351 72,458 yes 

Spitamen 320 11,876 83,135 yes 

J. Rasulov 320 11,749 82,240 yes 

B. Gafurov 860 31,572 222,266 yes 

Shakhriston 100 3,648 25,533 yes 

Kukhistoni-Mastchokh 55 2,073 14,510 no 

Total 8,120 310,270 2,177,555  

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

Up to 73.5 thousand deliveries per year can be expected by the year 2020. The mother and child network in 
the rayon should rely on the comprehensive PHC centres for normal deliveries with low risk, the central rayon 
hospital for the level 2 (managing low and moderate risk pregnancies and with level 2 neonatal beds), and the 
Oblast reference hospital for the level 3 (high obstetric risk with neonatal intensive care and resuscitation 
unit).  

If we consider that 60% of the total deliveries will be performed in the central rayon hospital and 7% in the 
Oblast reference hospital, the balance of 24.3 thousand will be carried out in the PHC centres (and at home 
under the supervision of the qualified medical personnel for a small part). In compliance with the agreed 
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planning parameters, the minimum number of deliveries per ward should not be lower than 400 deliveries/ per 
year, meaning that a maximum of 60 delivery wards (level 1) should be deployed in 137 Comprehensive PHC 
Centres of the Oblast, or in average 1 delivery ward in every second Comprehensive PHC centre, depending 
on the specificity of each rayon. 

According to the planning parameters defined and considering the specific population groups, the medium 
term care (or rehabilitative care) and long term care beds for Sogd Oblasts was estimated as follows:  

Category Ratio Number of beds  

2015 

Number of beds 
2020 

Medium term 
care/rehabilitative care 

0,5 beds per 1000 population 
aged 15 years and more 

815 887 

Long term care 2 beds per 1000 population 
aged 50 years and more 

612 668 

 

Staff projections 

The projections for the medical and nursing staffing for hospital network is related to the bed capacity planned 
for the Sogd Oblast. The proposed staff numbers have been calculated using the expected higher workload 
and occupancy rates as a result of the bed number optimization, which will require more intensive staff input 
and as a result higher than current total staff to bed ratio. A change in the current doctor to nurse ratio in 
general hospitals is also expected through addressing the current imbalance between the medical and nursing 
professions, so that human resources are less centred on physicians. The resulting ratios suggested in the 
planning parameters section (see Chapter 1), were applied to the Sogd Oblast Hospitals. The staff per bed 
ratios and derived estimates per staff category are presented in the Table  

 

 

Table 19  Current and projected staff to bed ratios and staff numbers per category for Sogd Oblast, 
2009, 2020 

Current Projected

Ratios Numbers Ratios Numbers

Number of Beds 12,284 8,120

Doctors 0.23 2,854 0.30 2,436

Nurses 0.36 4,445 0.68 5,481

Administrative and other technical staff 0.36 4,419 0.53 4,263

Total staff 0.95 11,718 1.5 12,180

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

Detailed inpatient staffing plans for each rayon should be elaborated  

Physical Access  

Physical access to the CRH will remain the same; with more than XX% of the Oblast population gaining 
access to upgraded hospital services/emergency care within 60 minutes of access time by vehicle (see the 
table) 

3.3.3. Hi-tech medical equipment proposed standards for Sogd Oblast 

The chapter 2 (Planning Parameters) presents the standards for high-tech medical equipment to be reached 
in Tajikistan during the next decade taking into account the current levels of equipment, the available 
specialized staff and reasonable patterns that it will be possible to attain, the implications in terms of 
investment, operational and maintenance costs in the specific economic context of Tajikistan.  
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The application of these standards in Sogd Oblast results in the following numbers:  

Table 12: High tech equipment �– International Benchmarks �– Proposed standard for Tajikistan and 
Number of units proposed for Sogd Oblast 

EQUIPMENT OECD BENCHMARK (2009 OR 
LATEST YEAR AVAILABLE) 

PROPOSED STANDARD FOR 
TAJIKISTAN 

NUMBER OF UNITS 
REQUIRED IN 2015 
IN SOGD OBLAST 

NUMBER OF 
UNITS 

REQUIRED IN 
2020 IN SOGD 

OBLAST 
MRI Between 5 and 10 units per million 

population 
0,7 to 1.2 unit per million 

population 
2 3 

CT Scans Between 10 and 19 units per million 
population 

1,10 to 2.1,8 units per million 
population 

3 5 

Mammograph units Around 20 units per million population 3.5 to 4.5 units per million 
population 

10 12 

Radiation therapy 
equipment 

Between 4 and 5 units per million 
population 

0,7 to 1,2 units per million 
population 

2 3 

Angiograhy Between 3 and 4 units per million 
population 

0,7 to 1 unit per million 
population 

2 3 

Lithotripsy Between 1 and 2 units per million 
population 

0,5 to 0,8 unit per million 
population 

1 2 

  

Haemodialysis 

  

Between 40 and 45 units per million 
population aged between 15 and 59 
years 

  

Between 200 and 223 units per 
million population aged 60 years and 
over 

50 to 60 units per million 
population 

137 164 

Neonatology beds 
(level 1) 

French Benchmark: 3/1000 births 2/1000 births 132 147 

Neonatology beds 
(level 2 �– Intensive 
Care) 

French Benchmark 

1,45/1000 births 

1/1000 births 66 74 

Neonatology beds 
(level 3 �– 
Resuscitation unit) 

French Benchmark 

0,65/1000 births 

0,5/1000 births 33 37 
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ICU beds adults USA: 20 beds/100 000 population 

 

France: 9,3 beds/100 000 population

 

UK: 3,5 beds/100 000 population 

 

Canada: 13,5 beds/100 000 
population 

 

Belgium: 21,9 beds/100 000 
population 

 

Germany: 24,6 beds/100 000 
population 

 

Netherlands: 8,4 beds/ 

100 000 population 

 

Spain: 8,2 beds/100 000 population 

3,5 beds/1000 population 86 96 

Angiography 
Opthalmology 

  0,75 unit/100 000 population 18 20 

Echograph general 
purpose 

  5,50 unit/100 000 population 135 150 

Echograph 
Opthalmology 

OECD benchmark: 0,72 0,5 unit/100 000 population 12 14 

Defibrillator   5 unit/100 000 population 123 137 

Gamma Camera   0,10 per 100 000 population 2 3 

Dental Unit   5 per 100 000 population 123 137 

X-ray unit   1 unit/100 000 population 25 27 

X-ray unit mobile   3 unit/100 000 population 74 82 

X-ray hemodynamic 
unit 

  0,20 unit/100 000 population 5 5 

Extra corporeal unit   0,10 unit/100 000 population 2 3 

Laparascopy unit   1,10 unit/100 000 population 27 30 

Endoscopy flexible   3,50 unit/100 000 population 86 96 

Endoscopic Unit   0,95 unit/100 000 population 23 26 
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Endoscopy video 
system 

  0,50 unit/100 000 population 12 14 

 

3.3.4. Emergency network in Sogd Oblast 

Four distinct levels of emergency services will be implemented in Sogd Oblast :  

- Proximity emergency services in comprehensive PHC Centres and community hospitals (primary 
emergency care providing basic services). 

- Medium level emergency services in Central Rayon Hospitals, 

- High level emergency service in regional multiprofile hospitals and in Rayon Multiprofile hospitals with 
a catchment�’s population justifying such services, 

- A central communication centre to to coordinate the Emergency services of the region and a range of 
core specialties- Surgery, Medicine, Neonatology, Obstetrics and Gynecology, etc. 

The detailed maps per rayon depicting the existing and future health care network (PHC and hospital) are 
presented in the deliverable 2.  

4. RAYONS UNDER DIRECT REPUBLICAN JURISDICTION (RPP) 

4.1. Basic Population and Demographics characteristics used for master planning  

The 13 rayons under direct Republican Jurisdiction have a total territory of  28,02 thousand aq.km or 19,6% of 
the country territory. As of January 1, 2010 Population of the RPP was 1,591 thousand, or 21,1% of the total 
population of Tajikistan. Out of this number, 13,5% were urban residents. The average population density 
across the 13 rayons is 56,8 residents per sq.km, which is higher than national average of 52.6 residents per 
sq. km47. The distribution of the population by the 1 January 2010 and population growth projections for the 
years 2015 and 2020 per rayon are presented in the Table 2. 

 

 

 

 

 

Table 20. Current population and population projections for RPP 2010, 2015 and 2020 

 

Name of the rayon Total 
population 

2009 

Pop. 2015 Pop. 2020 

Vahdat 277 000 311 874 351 139 

Rasht 106 300 119 683 134 751 

Roghun 32 747 36 870 41 512 

Rudaki 305 000 343 399 386 633 

Tojikobod 37 869 42 637 48 005 

Turzunzoda 244 565 275 356 310 023 

Fayzobod 81 915 92 228 103 840 

Jirgital 38 951 43 855 49 376 

Sharinav 98 635 111 053 125 035 

                                                      
47 Agency of Statistics of Tajikistan 2010.  
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Varzob 66 829 75 243 84 716 

Nurobad 61 000 68 680 77 327 

Tavildara 16 537 18 619 20 963 

Hissar 224 400 252 652 284 461 

TOTAL 1 591 748 1 792 149 2 017 780 

Source: Agency of Statistics of Tajikistan, 201048 

 

The projections for the total populations for the rayons are used as essential parameter for planning future 
utilization of health services and capacity of primary, secondary and tertiary health care facilities. Current 
demographic profile of the rayons population is presented in the Table 3 

Table 21. Current and future population demographic profile for RPP, 2009, 2015, 2020. 
 Categories 2009 2015 2020 

Number of children under 15 years of age 439 335 494 647 556 923 

Number of women of reproductive age 362 458 408 091 459 470 

Annual number of births 43 613 49 100 55 287 

Population over 15 years of age 1 152 413 1 297 502 1 460 857 

Population  over 50 years of age  197 745 222 641 250 672 

Source: Agency of Statistics of Tajikistan, 201049 

The specific population groups in the table above were defined for planning of specific types of resources and 
services. The resources and services planned using the demographic groups are presented below: 

- Obstetric: number of women of reproductive age (15 to 49 years) and annual number of 
deliveries/births, 

Neonatology beds: annual number of births,  

- Paediatricians at PHC level: Number of children under 15 years of age 

- Medium term care/rehabilitative care beds: Population 15 years of age50. 

- Long term care: Population over 50 years of age51. 

4.2. Current health care network, physical access to and utilization of health services  

By January 1, 2010 total of 608 outpatient health facilities and 54 hospitals were reported functioning 
throughout RPP rayons. Total of 1 900 doctors, 4 504 nurses and feldshers, 362 midwives52 were employed 
in these facilities. 

4.2.1. Primary care 

Facilities 

According to the survey findings conducted under the current master planning exercise, 608 outpatient health 
facilities providing services at PHC level were functioning by January 1, 2010 in the RPP. These outpatient 
health facilities included: 

- 13 Urban and Rayon Health Centres, 

                                                      
48 2010-2020 Population projection estimates are based on the last three year averages of year to year population changes per rayon �– 
reported by the Agency of Statistics. 
49 2010-2020 Population demographic projection estimates are based on the last ten year averages of year to year population changes 
per oblast �– reported by the Agency of Statistics. The 2008-2009 live births rate at 26.9 per 1,000 population for the entire country is used 
for the years 2015 and 2020 projections 
50 The need for medium term rehabilitation beds for younger population is marginal 
51 Ibid 
52 Medstat, DPS2 database, Last Available (2006). 
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- 166 Rural Health Centres, 

- 429 health houses 

The breakdown of the PHC health facilities per rayon is presented in the Table 3. 

Table 22. Urban, Rayon and Rural Health Centres, Health Houses and specialized health centres per 
rayon,  RPP 2009 

Name of the rayon Number of rayon health centre 
and urban health centre 

2009 

Number of rural health 
centres  

2009 

Number of health houses 

2009 

Vahdat 1 28 75 
Rasht 1 18 40 
Roghun 1 3 11 
Rudaki 1 29 78 
Tojikobod 1 1 19 
Tursunzoda 1 25 49 
Fayzobod 1 8 27 
Jirgital 1 3 38 
Sharinav 1 2 6 
Tavildara 1 4 21 
Gissar 1 30 38 
Nurobad 1 8 20 
Varzob 1 9 22 
TOTAL 13 168 444 

Source: Survey conducted within the framework of the health sector master plan - 2010 

Staff 

According to the survey conducted for master planning exercise - the total of 570 General Practitioners/Family 
Doctors (GP), PHC Internists or Paediatricians and 1 896 nurses/feldshers/midwives were employed in PHC 
facilities of the Rayons in 2009, representing 1 Family Doctor/2 792 population and 1 family nuse/840 
population. 
Physical Access to Primary Health Care 

Population access to the facilities was determined based on the travel times estimated on the population 
density, distance, availability and conditions of roads and specificities of the terrain using the Geographical 
Information System (GIS) database developed for the master planning. Five intervals for population access 
times by vehicle to PHC facilities were delineated: (1) from 0 to 15 minutes; (2) from 15 to 30 minutes, (3) 
from 30 to 45 minutes, (4) from 45 to 60 minutes, and (5) over 60 minutes. From 30 to 45 minutes was 
considered an optimal time interval for accessing the PHC centres (urban, rayon and rural) by vehicle. 
 
The results of the GIS mapping revealed that up to 61% of the RPP population can access the nearest PHC 
centre53 in less than 15 minutes, the 80% can access in less than 30 minutes, 88% in less than 45 minutes, 
and 12% of the population is located in the areas requiring more than 45 minutes for accessing the nearest 
PHC centre. Population access times per rayon are presented in the Table 4 
 

Table 23 :Distribution of population across access time zones to nearest PHC centre per rayon, RPP 
2009 

Rayon 0-15 min 15-30 min 30-45 min 45-60 min 60 min+  

                                                      
53 Regardless to which rayon this PHC centre belongs. 
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Rudaki 91% 7% 1% 0% 1% 100% 

ursunzoda 88% 8% 2% 1% 1% 100% 

Hisor 88% 8% 2% 1% 0% 100% 

Varzob 61% 25% 7% 2% 5% 100% 

Vahdat 85% 10% 2% 1% 2% 100% 

Sharinav 45% 16% 4% 2% 33% 100% 

Fayzobod 50% 35% 7% 2% 5% 100% 

Roghun 13% 40% 22% 12% 13% 100% 

Nurobod 43% 27% 19% 7% 4% 100% 

Rasht 46% 28% 11% 5% 10% 100% 

Jirgatol 42% 19% 15% 13% 11% 100% 

vildara 19% 28% 13% 7% 33% 100% 

Tojikobod 36% 16% 11% 10% 27% 100% 

Total 61% 19% 8% 6% 6% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

 

Utilization 

According to the survey findings, the total of 5,589,738 patient visits was registered at PHC level in RPP 
rayons during the year 2009. This represents a PHC services utilization rate of 3,5 visits per capita, which is 
lower than the national average rate of 4 per capita.  

4.2.2. Hospital network:  

Facilities 

According to the survey findings conducted under the current master planning exercise, 54 public hospitals  
were providing inpatient services by January 1, 2009. Reported bed capacity for general/acute care hospitals 
was 4 730, or 2,97 general beds per 1000 population. The number of hospitals per rayon and category is  
presented in the table 5. 
 
 
 
 
 
 
 
 
 
Table 5: Number of hospitals per rayon and category (2009) 
 

Name of the 
rayon 

Total number of 
hospitals 

Central Rayon 
Hospital 

Current number of specialized hospitas Current number of Rural 
Hospitals 

Vahdat 

9 

1 2  

(1 surgery hospital + 1 TB) 6 
Rasht 6 1 0 5 
Roghun 1 1 0 0 
Rudaki 

6 

1 1  

(TB hospital) 4 
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Tojikobod 4 1 0 3 
Tursunzoda 

5 

1 3  

(1 TB, 1 surgery, 1 to be confirmed) 1 
Fayzobod 3 1 0 2 
Jirgital 

6 

1 2  

(1 mother and child + 1 TB hospital) 3 
Sharinav 6 1 1 (TB hospital) 4 
Tavildara 

3 

1 1  

(TB hospital) 1 
Gissar 1 1 0 0 
Nurobad 1 1 0  
Varzob 3 1 0 2 
TOTAL 54 13 10 31 

 

Staff 

Up to 1 328 doctors and 2 970 nurses/midwives/feldshers were employed in inpatient health care facilities in 
RPP54.   
Physical Access to hospital care 

For inpatient facilities, access times to the nearest Central Rayon Hospital were estimated55. Four intervals for 
population access times by vehicle to inpatient facilities were delineated: (1) from 0 to 30 minutes; (2) from 30 
to 45 minutes, (3) from 45 to 60 minutes, and (5) over 60 minutes. From 45 to 60 minutes was considered as 
an optimal time interval for accessing the CRH by vehicle. 
 
The results of the GIS mapping revealed that up to 93% of RPP population can access the nearest CRH in 
less than 60 minutes, while about 7% of the population is located in the areas requiring more than 1 hour for 
accessing the nearest CRH. Population access times per rayon are presented in the Table 6.  

 

 

 

 

Table 6:  Distribution of population across access time zones to nearest Central Rayon Hospital per 
rayon, RPP Rayons 2009 

Rayon 0-30 min 30-45 min 45-60 min 60 + min  

 30% 56% 12% 2% 100% 

o  64% 10% 23% 3% 100% 

 33% 23% 26% 18% 100% 

 32% 47% 13% 8% 100% 

 41% 34% 11% 14% 100% 

 72% 19% 4% 5% 100% 

 57% 19% 14% 10% 100% 

                                                      
54 Source : Estimation based on the survey conducted under the current master planning. 
55 Access times to existing rural and rayon numbered hospitals were not considered due to the limited scope of inpatient services 
predominantly provided in these facilities.  

A-3-3-109



 

110 

 

 36% 28% 14% 22% 100% 

 36% 37% 14% 13% 100% 

 44% 15% 27% 14% 100% 

 25% 25% 14% 38% 100% 

 31% 25% 24% 20% 100% 

 35% 27% 26% 12% 100% 

Total 46% 35% 12% 7% 100% 

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

Utilization 

The admission rate for general hospitals of RPP rayons reported for 2009 is relatively low at 5 per 100 
population compared to the rate of 11.2 admissions per 100 population nationwide. As a result, the reported 
average occupancy rate for RPP hospitals is 41,2% for an ALOS of 8,91 days. This situation is explained by 
the geographical proximity of Dushanbe and by the fact that part of the population is attended directly in the 
hospitals of the capital city. 

The detailed bed capacity and utilization indicators for the general hospitals in the public domain of the RPP 
rayons are presented in the Table 7.  

Table 7. Public general hospital network and current utilization rates for RPP, 2009 
Name of the rayon # of beds # of 

hospitalizations 
# of bed-days ALOS Occupancy Rate 

(%) 

Vahdat 1 757 18 631 165 798 8,9 42,97 
Rasht 296 2 813 34 869 12,4 32,27 
Roghun 175 2 065 10 236 4,94 16,03 
Rudaki 361 14 118 105 084 7,44 79,75 
Tojikobod 175 4 000 50 617 12,64 79 
Tursunzoda 770 15 464 165 223 10,68 58,79 
Fayzobod 200 6 914 50 495 7,30 69,17 
Jirgital 195 3 625 35 797 9,79 50,29 
Sharinav 226 4 267 22 395 5,25 27,15 
Tavildara 120 911 7 898 8,67 18,03 
Gissar 250 4 000 36 000 9,00 40,00 
Nurobad 100 1 500 13 500 9,00 37,00 
Varzob 105 1 500 13 500 9,00 35,00 
TOTAL 4 730 79 808 711 412 8,91 41,21 
Source: Survey conducted within the framework of the health sector master plan - 2010 

4.3. Proposed restructuring strategy 

The proposed restructuring strategy for RPP rayons is based on the planning parameters presented in the 
Chapter 2 adjusted to the context of each of the rayons. 

4.3.1. Future primary care network 

Number of facilities 

According to the overall approach proposed for the restructuring strategy, the RPP rayons should have at 
least one strengthened and integrated Urban, Rayon or Rural Health Centre �– i.e. a �“Comprehensive�” PHC 
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Centre - per 20,000 residents. The actual number of such facilities was determined for each of the rayons 
using this overall approach, however adjusted to the concrete specificities of the respective localities, 
including physical access time parameters. The remaining Rural Health Centres providing minimally 
acceptable range of PHC services will be retained in the system as �“Basic PHC Centres�”. 

Table 8  Number and type of existing and future PHC facilities per rayon, RPP 2009,  2020 

 

Name of 
the rayon 

Number of 
rayon health 
centre and 

urban health 
center 

2009 

Number of 
rural health 

centers 

2009 

Number of 
health houses

2009 

Comprehensive 
Rayon Health 

Centres  

(2020) 

Rural 

Comprehen
sive PHC 
Centres 

(2020) 

Rural Basic 
PHC centres 

(2020) 
Health 

Houses 2020

Vahdat 1 28 75 1 17 11 30 

Rasht 1 18 40 1 6 12 16 

Roghun 1 3 11 1 1 2 5 

Rudaki 1 29 78 1 18 11 31 

Tojikobod 1 1 19 1 2 2 8 

Tursunzoda 1 25 49 1 15 10 20 

Fayzobod 1 8 27 1 4 2 11 

Jirgital 1 3 38 1 2 1 15 

Sharinav 1 2 6 1 5 0 2 

Tavildara 1 4 21 1 2 2 8 

Gissar 1 30 38 1 13 17 15 

Nurobad 1 8 20 1 3 5 8 

Varzob 1 9 22 1 3 6 9 

TOTAL 13 168 444 13 91 81 178 

Source: For current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The Table 8 above presents the number of outpatient facilities existing currently and the number of 
comprehensive PHC centres needed in the year 2020 for each of the rayons, taking into account the 
population growth projections presented in the previous section.   

All 13 Rayon Health Centres and 91 Rural Health Centres are proposed to be transformed into 
Comprehensive PHC Centres. The remaining 79 Rural Health Centres are proposed to be retained as Basic 
PHC centres with minimal investments in infrastructure and human resources.  It also should be noted that 
existing 31 rural and rayon numbered hospitals essentially providing services that should be provided at PHC 
level, will either be merged with comprehensive PHC centres or abolished (with some exceptions in remote 
areas Cf. Table 12) 

 

The number of health houses retained as outreach PHC centres will be determined in every rayon based on 
population density and conditions of accessibility to the closest PHC Centre. As a general parameter, health 
houses should be maintained in the settlements with at least 300 inhabitants and located at more than 45 
minutes from a PHC centre. As a global estimation for RPP, approximately 40% of the existing health houses 
should be retained as illustrated in the table above.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
PHC services are presented in the deliverable 2, rayon per rayon. 
Staff projections 
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The targets to be reached in terms of PHC staff are recapitulated below:  

Target 2015 

 
1 Family Doctor per 2 000 pop 

1 nurse per 800 pop  

2,5 nurses per FD 

1 Family Doctor per 1 500 pop (low
bracket) 

1 nurse per 600 pop 

2,5 nurses per FD 

1 Family Doctor per 1 200 pop (high
bracket) 

1 nurse per 400 pop 

3 nurses/FD 

1 gyne-obs/5 000 women of reproductive age 

Target 2020 

1 peadiatrician/7 500 population under 14 years old 

 

The required numbers of these four categories of the medical personnel were calculated for each of the 
rayons. The summary result is presented in Table 9. 

Table 9 Existing and future numbers of GPs and GP nurses, Specialist Paediatricians and Ob&gyns at 
PHC level, RPP rayons, 2009 
Name of the 
rayon 

Current 
number of 

GPS 

2009 

Future 
number of 

family 
doctors (low 

bracket) 

2020 

Future 
number of 

family 
doctors 

(high 
bracket) 

2020 

Current 
number of 
GP nurses 

2009 

Future 
number of 

GPs Nurses 
(low 

bracket) 

2020 

Future 
number of 

GPs Nurses 
(high 

bracket) 

2020 

Future 
number of 

paediatricia
ns working 

at PHC 
Level 

2020 

Future 
number of 
Gyne-obs 
working at 
PHC Level 

2020 

Vahdat 94 234 293 340 468 878 16 18 

Rasht 19 90 112 87 180 337 7 7 

Roghun 11 28 35 34 55 104 2 2 

Rudaki 191 258 322 441 516 967 0 0 

Tojikobod 10 32 40 45 64 120 2 3 

Tursunzoda 38 207 258 197 413 775 14 16 

Fayzobod 16 69 87 133 138 260 5 5 

Jirgital 3 33 41 108 66 123 2 3 

Sharinav 6 83 104 51 167 313 6 7 

Tavildara 3 14 17 30 28 52 1 1 

Gissar 100 190 237 290 379 711 15 16 

Nurobad 40 52 64 70 103 193 2 4 

Varzob 40 56 71 70 113 212 2 5 

TOTAL 571 1 345 1 681 1 896 2 690 5 044 74 87 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The data presented shows the need for major increase in the number of family doctors or general practitioners 
(GPs). Over the next decade, the number of GPs should be increased more than 2,3 even if the lower bracket 
of targeted number of the GPs is considered and by more than 2,9 times if the higher bracket target has to be 
achieved by the year 2020. These targets are challenging to achieve even if all the specialists working at the 
PHC level currently will be retrained into GPs. The need for attracting significant number of GPs to the RPP 
rayaons.  
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The outlook for GP nurses appears to be similar. 41,9% of more nurses are required to be trained/retrained to 
accomplish the target of 2 690 (low bracket). The current number of nurses should be increased by 2,66 times 
if the higher bracket target has to be achieved by the year 2020. 

74 paediatricians and 87 ob&gyns are also required to work at PHC level in order to provide the adequate 
support to family doctors in the of antenatal and postnatal care and diagnostics and treatment of childhood 
illnesses and gynaecologic diseases. 

Depending on the age structure of the current workforce (and predictable retirements) a detailed plan should 
be established for the next decade in order to match the real needs of the rayon. Recommendations for such 
plan will be provided through the on-going technical assistance on the development of the National Human 
Resources Strategy for Health Sector.  
Physical Access to PHC services after the restructuring process 

Physical access to the basic level of PHC services will remain the same as described above (up to 80% of the 
RPP population can access the nearest PHC centre56 in less than 15 minutes, the 91% can access in less 
than 30 minutes, 94% in less than 45 minutes). 
 

Table 10 :Distribution of population across access time zones to nearest comprehensive PHC centre 
per rayon, RPP 2009 

Share of population per zone (to be completed) 

Rayon 0-15 min 15-30 min 30-45 min 45-60 min 60 min+   

     

     

     

     

     

     

     

     

     

     

Total     

Source: Survey conducted within the framework of the health sector master plan – 2010 and Population Landscan 2007 

Assumptions concerning primary care utilization 

The table below (Table 11) presents the current PHC activity, as well as the anticipated workloads for 2015 
and 2020 based on the defined parameters described in the Chapter 2:  

 

 

                                                      

56 Regardless to which rayon this PHC centre belongs. 
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Table 11:  Current and projected number of visits to PHC facilities per rayon, RPP, 2009, 2015, 2020 
Name of the rayon Current number of PHC 

visits 

2009 

Future number of PHC 
visits (2015) 

Future number of PHC 
visits (2020) 

Vahdat 862 045 1 351 885 1 720 581 
Rasht 334 572 518 791 660 280 
Roghun 31 964 159 821 203 409 
Rudaki 1 613 498 1 488 537 1 894 502 
Tojikobod 335 599 184 819 235 225 
Tursunzoda 651 606 1 193 589 1 519 113 
Fayzobod 111 114 399 784 508 816 
Jirgital 185 809 190 098 241 942 
Sharinav 210 984 481 385 612 672 
Tavildara 23 330 80 708 102 719 
Gissar 673 200 1 095 175 1 393 859 
Nurobad 183 000 297 709 378 902 
Varzob 373 017 326 157 415 108 
TOTAL 5 589 738 7 768 457 9 887 128 
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

The target of 3.85 PHC visits per capita in 2015 and 4.9 in 2020 (as defined in the planning parameters) will 
mean that number primary care consultations are anticipated to increase by almost 1,76 times over the next 
ten years. 

4.3.2. Hospital sector reconfiguration 

Projected Inpatient Capacity and Utilization 

As noted above, RPP rayons have presently general hospital capacity of 2,97 beds per 1000 population.  

Taking into account the forecast population growth and the targets in terms of admission rate per population, 
average length of stay and occupancy rate, significant decrease in the number of general or acute care beds 
should be planned, as illustrated in the table 12. 

The 13 Rayons under Direct Republican Jurisdiction are, for most of them, at a reasonable distance and 
access-time from Dushanbe. The hospitals of the capital city will continue to boast a high attractiveness on 
the population. In this context and in order to avoid an overcapacity in terms of facilities and number of beds,  
the admission rates per 100 population were revised for RPP rayons with the specific following targets:  

- Low bracket: 9 admissions per 100 population  
- High bracket: 10 admissions per 100 population. 

According to the targets defined, a maximum of 3,816 acute care beds are needed in RPP rayons by the year 
2020, which implies up to 19,2% reduction of the existing capacity of general beds.  

Considering the current workloads and healthcare quality and safety standards, it is generally recommended 
to maintain only one hospital from 100 to 500 beds per rayon. However, in rayons with constrained access for 
the population (Jirgital, Rasht and Tavildara) three additional community level hospitals may also be 
considered with up to 30/50 beds. This implies reduction of number of general hospitals in the RPP rayons to 
16 secondary care hospitals (+ 1 TB specialized hospital currently under rehabilitation including a decrease in 
the number of beds). The central rayon hospitals should be strengthened and modernized  in  TB order to 
become the secondary care hospital for the whole population of respective rayon with all the adequate 
services as described in the �“Proposed model of health care services by level of health facilities” (Chapter 2. 
Planning parameters section). 
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Table 12:  Current and projected number of hospitals per rayon, RPP, 2009,  2020 

 

Name of the 
rayon 

Current 
number of 
hospitals 

2009 

Number of 
central rayon 

hospitals 
(2020) 

Community 
level hospitals 

(2020) 

Specialized 
acute care 

hospital 

Total number 
of acute care 

hospital in 
2020 

LTC facilities 
(2020) 

Vahdat 9 1  1 2  

Rasht 6 1 1  1  

Roghun 1 1   1  

Rudaki 6 1   2 1 

Tojikobod 4 1   1  

Tursunzoda 5 1   1 1 

Fayzobod 3 1   1  

Jirgital 6 1 1  1  

Sharinav 6 1   1 1 

Tavildara 3 1 1  2  

Gissar 1 1   1  

Nurobad 1 1   1  

Varzob 3 1   1  

TOTAL 54 13 3 1 17 3 

 

As noted above most of the rural and rayon numbered hospitals should be transformed into comprehensive 
PHC facilities and/or abolished. Elimination of the beds in the rural hospitals will allow achieve about 70% of 
required reduction in beds across the 13 rayons.  

The Table 13 below presents the resulting numbers of acute care beds and utilization rates projections based 
on the targets defined in terms admission rates, average length of stay, desirable rates of ambulatory care 
(day hospital and ambulatory surgery), and expected occupancy rates �– taking into account the Oblast 
population growth forecasts.  

The detailed description as well as the maps illustrating the current situation and the proposed scenario for 
hospital sector are presented in the deliverable 2, rayon per rayon. 

Table 13:  Projected number of acute care (general) hospital beds, admissions and bed days per 
rayon, RPP  2009, 2020 
Name of the 
rayon 

Projected # of 
beds by 2020 

Projected # of 
hospitalizations 

2020 (low 
bracket) 

Projected # of 
bed-days 2020 
(low bracket) 

Projected # of 
hospitalizations 

2020 (High 
bracket) 

Projected # of 
bed-days 2020 
(high bracket) 

Surgical Activity 
in CRH by 2020 

(yes/no) 

Vahdat57 650 28 091 157 310 35 113 196 638 Y 

Vahdat 450      

                                                      
57 Not including TB specialized hospital 
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Rasht 270 10 780 60 368 13 475 75 463 Y 

Roghun 80 3 321 18 597 4 151 23 245 N 

Rudaki 387 20 604 117 185 23 198 119 083 Y 

Tojikobod 80 3 837 21 937 4 801 23 858 Y 

Tursunzoda 551 24 802 138 890 27 902 156 252 Y 

Fayzobod 180 8 301 47 451 10 384 51 608 Y 

Jirgital 90 3 947 22 563 4 938 24 540 Y 

Sharinav 230 9 995 57 137 12 504 62 142 Y 

Tavildara 50 1 677 9 391 2 100 11 760 N 

Gissar 512 22 757 127 439 25 601 143 368 Y 

Nurobad 116 6 186 34 642 6 959 38 973 Y 

Varzob 170 6 777 37 953 8 471 47 439 Y 

TOTAL 3 816 151 075 850 863 179 597 974 369  
Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

Up to 55.28 thousand deliveries per year can be expected by the year 2020. The mother and child network in 
the rayon should rely on the comprehensive PHC centres for normal deliveries with low risk, the central rayon 
hospital for the level 2 (managing low and moderate risk pregnancies and with level 2 neonatal beds), and the 
Oblast reference hospital for the level 3 (high obstetric risk with neonatal intensive care and resuscitation 
unit).  

If we consider that 60% of the total deliveries will be performed in the central rayon hospitals and 7% in the 
reference hospitals in Dushanbe, the balance of 18,24 thousand deliveries will be carried out in the PHC 
centres (and at home under the supervision of the qualified medical personnel for a small part). In compliance 
with the agreed planning parameters, the minimum number of deliveries per ward should not be lower than 
400 deliveries/ per year, meaning that a maximum of 45 delivery wards (level 1) should be deployed in 104 
Comprehensive PHC Centres of the RPP rayons. 

According to the planning parameters defined and considering the specific population groups, the medium 
term care (or rehabilitative care) and long term care beds for RPP Rayons were estimated as follows:  

Table 14: Number of medium term care beds and LTC beds, 2015 and 2020 

Category Ratio Number of beds 

2015 

Number of beds 
2020 

Medium term 
care/rehabilitative care 

0,5 beds per 1000 population 
aged 15 years and more 

650 730 

Long term care 2 beds per 1000 population 
aged 50 years and more 

445 500 

 
Staff projections 

The projections for the medical and nursing staffing for hospital network is related to the bed capacity planned 
for RPP Rayons. The proposed staff numbers have been calculated using the expected higher workload and 
occupancy rates as a result of the bed number optimization, which will require more intensive staff input and 
as a result higher than current total staff to bed ratio. A change in the current doctor to nurse ratio in general 
hospitals is also expected through addressing the current imbalance between the medical and nursing 
professions, so that human resources are less centred on physicians. The resulting ratios suggested in the 
planning parameters section (see Chapter 2), were applied to the RPP Hospitals. The staff per bed ratios and 
derived estimates per staff category are presented in the Table 15 
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Table 15:  Current and projected staff to bed ratios and staff numbers per category for RPP, 2009, 
2020 

Current Projected

Ratios Numbers Ratios Numbers

Number of Beds 4 730 3 816

Doctors 0.28 1 328 0.30 1,144

Nurses 0.63 2 970 0.68 2,595

Administrative and other technical staff 0.53 2,022

Total staff 1.5 5,761

Source: for current situation - survey conducted within the framework of the health sector master plan - 2010 

 

Detailed inpatient staffing plans for each rayon should be elaborated. 
Physical Access to hospital services after the restructuring process 

Physical access to the CRH will remain the same; with more than 93% of the RPP population gaining access 
to upgraded hospital services/emergency care within 60 minutes of access time by vehicle (see the table 6). 

4.3.3.  Hi-tech medical equipment proposed standards for RPP 

The chapter 2 (Planning Parameters) presents the standards for high-tech medical equipment to be reached 
in Tajikistan during the next decade taking into account the current levels of equipment, the available 
specialized staff and reasonable patterns that it will be possible to attain, the implications in terms of 
investment, operational and maintenance costs in the specific economic context of Tajikistan.  

Nevertheless taking into account the specificity of RPP rayons and their proximity with Dushanbe, these 
standards were revised and adjusted as described in the table below:  

Table 16: High tech equipment �– International Benchmarks �– Proposed standard for Tajikistan and 
Number of units proposed for RPP Rayons 

 
EQUIPMENT OECD BENCHMARK (2009 OR LATEST YEAR 

AVAILABLE) 
PROPOSED 

STANDARD FOR 
TAJIKISTAN 

NUMBER OF UNITS 
REQUIRED IN 2015 

IN RPP 

NUMBER OF UNITS 
REQUIRED IN 2020 

IN RPP 

MRI Between 5 and 10 units per million 
population 

0,7 to 1.2 unit per 
million population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0 

(Referral of 
patients to 
Dushanbe 
hospitals) 

CT Scans Between 10 and 19 units per million 
population 

1,10 to 1,8 units 
per million 
population 

2 4 

Mammograph units Around 20 units per million population 3.5 to 4.5 units per 
million population 

7 9 

Radiation therapy 
equipment 

Between 4 and 5 units per million 
population 

0,7 to 1,2 units per 
million population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

Angiograhy Between 3 and 4 units per million 0,7 to 1 unit per 0  0  
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population million population (Referral of 
patients to 
Dushanbe 
hospitals) 

(Referral of 
patients to 
Dushanbe 
hospitals) 

Lithotripsy Between 1 and 2 units per million 
population 

0,5 to 0,8 unit per 
million population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

 

Haemodialysis 

Between 40 and 45 units per million 
population aged between 15 and 59 years 

 

Between 200 and 223 units per million 
population aged 60 years and over 

50 to 60 units per 
million population 

89 121 

Neonatology beds (level 
1) 

French Benchmark: 3/1000 births 2/1000 births 98 110 

Neonatology beds (level 2 
�– Intensive Care) 

French Benchmark 

1,45/1000 births 

1/1000 births 49 55 

Neonatology beds (level 3 
�– Resuscitation unit) 

French Benchmark 

0,65/1000 births 

0,5/1000 births 0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

ICU beds adults USA: 20 beds/100 000 population 

France: 9,3 beds/100 000 population 

UK: 3,5 beds/100 000 population 

Canada: 13,5 beds/100 000 population 

Belgium: 21,9 beds/100 000 population 

Germany: 24,6 beds/100 000 population 

Netherlands: 8,4 beds/ 
100 000 population 

Spain: 8,2 beds/100 000 population 

3,5 beds/100 000 
population 

63 70 

Angiography 
Opthalmology 

 0,75 unit/100 000 
population 

13 15 

Echograph general 
purpose 

 5,50 unit/100 000 
population 

98 111 

Echograph Opthalmology OECD benchmark: 0,72 0.5 unit/100 000 
population 

9 10 

Defibrillator  5 unit/100 000 
population 

90 100 

Gamma Camera  0,10 per 100 000 
population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

Dental Unit  5 per 100 000 
population 

90 100 

X-ray unit  1 unit/100 000 
population 

18 20 

X-ray unit mobile  3 unit/100 000 
population 

54 60 
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X-ray hemodynamic unit  0,20 unit/100 000 
population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

Extra corporeal unit  0,10 unit/100 000 
population 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

0  

(Referral of 
patients to 
Dushanbe 
hospitals) 

Laparascopy unit  1,10 unit/100 000 
population 

20 22 

Endoscopy flexible  3,50 unit/100 000 
population 

63 70 

Endoscopic Unit  0,95 unit/100 000 
population 

17 19 

Endoscopy video system  0,50 unit/100 000 
population 

9 10 

 

The equipment list and quantities presented above should be distributed among the different rayons based on 
population criteria, future hospital capacity, anticipated volumes of activity, diagnostic related groups and 
case-mix index (for high tech equipment).  Furthermore, The equipment presented in the list above should be 
installed in the hospitals with a sufficient catchment�’s area to justify the incorporation of such technology and 
to ensure the sufficient workloads and economic return. The number of medical and clinical staff available for 
the appropriate functioning of these equipment must also constitute a main driver for the selection of these 
hospitals. 

4.3.4.  Emergency network in RPP 

Three distinct levels of emergency services will be implemented in RPP Rayons:  

- Proximity emergency services in comprehensive PHC Centres and community hospitals (primary 
emergency care providing basic services). 

- Medium level emergency services in Central Rayon Hospitals, 

- High level emergency service transferred to Dushanbe hospitals. 

The detailed maps per rayon depicting the existing and future health care network (PHC and hospital) are 
presented in the deliverable 2.  
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Program on Obesity Prevention and Promotion of Healthy Eating Habits in 

Tajikistan 2019-2024 

(English translated version is not official) 

Approved by . 

government decree 

Republic of Tajikistan 

of __________ 2019, No. _ 

1. GENERAL PROVISIONS

1. The Programme for the Prevention of Obesity and Promotion of Healthy Nutrition in

Tajikistan for 2019-2024 (hereinafter referred to as the Programme) is designed to improve 

the population's health through the promotion of healthy eating habits, obesity prevention 

and healthy lifestyles. 

2. The following basic concepts are used in the programme:

- Excess body weight - a condition that exceeds the norm of body fat by determining the

body mass index (kg/height in m2). Body mass index indicator from 25-30% is estimated as 

excess body weight; 

- healthy nutrition - interrelated processes of all foodstuffs taking into account the quantity,

quality and factor not worked out in the body, satisfying physiological needs of the body 

related to sex, age, labor and others; - insulin-resistant - is a violation of glucose use in bone 

muscles, fatty tissues and liver, in which pathophysiological changes are related to the nature 

of insulin exposure; - physiological norms of food and energy consumption - the number of 

scientifically substantiated food products, etc; 

- Foodstuffs - chemical substances contained in foodstuffs used by the body to build, repair

and modify organs and tissues, and to produce energy. Food products are divided into macro 

nutrients (proteins, fats, carbohydrates) and micronutrients, which include vitamins and 

minerals; 

- metabolic syndromes - the combined exacerbation of several diseases and unnatural

conditions of the human body, manifested in changes and pathology of metabolic, hormonal 

and clinical processes; - obesity - a disease that is evaluated by determining the body mass 

index. The indicator over 30 body mass index is recognized as obesity; 

- physical activity - a process aimed at the development of physical quality, ability of a

person taking into account the type of activity and socio-demographic character; 

Obesity and the components of its diseases since the end of the twentieth century and the 

beginning of the twenty-first century has been a thorny cross-cutting issue in most countries 
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of the world. The World Health Organization has declared obesity a global epidemic. 

 

4. Nutrition is a primary factor in ensuring human health. Food security and the provision of 

adequate nutrition are an important foundation of public health. The activities of cells and 

tissues in the human body, including health and longevity, human labour and the level of 

further development of society associated with this factor. 

 

5. Consumption of various food products, taking into account their quality and safety, is a 

basic condition for a healthy diet. Records on healthy eating for segments of the population 

of the Republic of Tajikistan, approved by Decree No. 247 of the Ministry of Health and Social 

Protection of 28 April 2014, will be presented. 

 

6. Modern science on nutrition has determined that nutritional disorders (especially gluttony) 

and low levels of physical activity are the main factors in the development of the world's most 

common non-communicable diseases, such as obesity, cardiovascular disease, type 2 

diabetes, certain cancers and others. 

 

7. Currently, obesity prevention is a priority issue in the health sector in most countries of the 

world and refers to diseases of medical and social importance. It is known that excess body 

weight and obesity contribute to the development of cardiovascular diseases, breast cancer, 

diabetes mellitus type 2 and reduce production, economic burden in the health sector and 

the family and weaken the economy as a whole. 

 

8. According to scientific and practical data, gluttony (consumption of foods with a high 

content of fat, confectionery products, sweet carbonated beverages, table salt, spices and 

minor consumption of dietary fiber, etc.) is the main cause of overweight and obesity. 

 

9. One of the main causes of overweight and obesity, along with gluttony, is sedentary. 

Increasing physical and sports activities among the population, especially children and youth, 

will protect not only from social but also from economic and political aggravations. In general, 

the more the population will be covered by physical activity and sports, the better their health 

condition will be and favourable conditions and opportunities will be created for the 

development of various sectors of the economy, security of the state and society. 

 

10. The metabolic syndrome plays a significant role in the development of obesity. At the 

present time, it is noteworthy that the metabolic syndrome plays a significant role in the 
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development of obesity 

 

11. Addressing the issues of prevention of overweight and obesity at the intersectoral level 

contributes to reducing the growth of non-communicable diseases (hypertension, coronary 

heart disease, type 2 diabetes mellitus, etc.) and improves the health, longevity, standard of 

living and quality of life. 

 

2. SITUATION ANALYSIS 

12. In recent years, Tajikistan has experienced an increase in non-communicable diseases, 

including obesity, which has a notable place in terms of mortality and disability. The study, 

prevention and treatment of obesity in the framework of the Strategy on Diet and Physical 

Activity in Tajikistan for 2015-2024, approved by Government Decision No. 808 of 31 

December 2014, have been identified as priority cross-cutting issues. 

 

13. The process of urbanization and globalization of the food industry and economic 

development in recent years has introduced significant changes in the diet of the population, 

which have contributed to a reduction in the consumption of dietary fiber and an increase in 

the consumption of fast-moving fatty foods, sweet carbonated beverages, regular sugar and 

salt, leading to the development of chronic non-communicable diseases. 

 

14. Statistics show that non-communicable diseases have tended to increase in the country's 

population in recent years. The early incidence of hypertension per 100,000 population was 

285.3 in 2007 and 586.1 in 2017. This figure for coronary heart disease in 2010 was 185.5 

and in 2016 it was 253.1, while diabetes mellitus in these years was 52.6 and 56.5 

respectively. This trend is also observed in cancer diseases. 

 

15. Data from the World Health Organization show that: 

- Over 1 billion 971 million people worldwide are overweight and 671 million are obese; 

- 2.8 million people die annually from obesity, in addition to 44% from diabetes mellitus, 23% 

from coronary heart disease, 7-21% from cancer, and 4-6% from steato-hepatitis associated 

with overweight and obesity; 

- of the total number of overweight and obese people listed above, 340 million (18% girls and 

19% boys) are children over the age of 5 years; 

- over the past 10 years, there has been an increasing trend of obesity in all countries, 

including Tajikistan. According to the World Health Organization, the Republic of Tajikistan 

ranks 128th on the world list of obesity proliferation. 
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16. The results of research work by the Ministry of Health and Social Protection show that 17 

per cent of the population is overweight and 11.3 per cent (10.3 per cent women and 12.5 

per cent men) are obese. According to World Health Organization research indicators, 13.6 

per cent of the country's population is overweight. 

 

17. The prevalence of obesity among children is a matter of concern. Overweight and obesity 

in children is known to lead to non-communicable diseases, including obesity in adulthood. 

Research by the Ministry of Health and Social Protection has shown that the prevalence of 

obesity among children aged 6-17 is 4.7 per cent. At the same time, according to a study 

conducted by the World Health Organization, the prevalence of obesity among children aged 

6-7 is 1.5 per cent. It was also found out that 43 per cent of children consume irrational food 

and 84 per cent are not covered by physical activity.  

 

18. A study of the actual diet of the population has determined that the consumption of animal 

fats (the main source of fatty acids), mono and dysaccharides (which are dangerous 

nutritional factors in the development of obesity) is above the norm. The study and analysis 

of scientific literature shows that obesity is the main criterion of metabolic syndrome and is 

considered as the basis for the development of hypertension, diabetes mellitus and others.  

 

19. The basis for the development and course of metabolic syndrome is insulin resistance, 

which is more based on various genetic abnormalities. The development of the metabolic 

syndrome depends on the presence of one or more individual genes of the international 

system (farther - HLA) of 50 species of the syndrome and 8 species of obesity unicogens 

associated with each other. 

 

20. The presence of the metabolic syndrome in obese children will further cause premature 

disability and contribute to adverse living conditions. 

 

21. The results of research work of the Ministry of Health and Social Protection of the 

Republic of Tajikistan on antigens of the international HLA system revealed the presence of 

HLA-B27 antigens in adults and HLA-B5 antigens in children, which indicates a propensity 

for obesity and diabetes. 

 

22. The role of the syndrome in the development of cardiovascular diseases is the most 

important fact of the presence and need to strengthen the study of metabolic syndrome. 
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Persons suffering from metabolism. 

 

23. The development of metabolic syndrome is associated with endogenous and exogenous 

environment, along with social and immunogenic factors, which play a separate role. 

Regardless of the scientific and practical studies available in the country, the question of 

studying the causes of overweight and obesity (metabolic syndrome, etc.) remains one of the 

thorny issues in the medical sphere. 

 

24. Increasing the level of physical activity and sport is the main means of health promotion, 

prevention and treatment of diseases, increasing work capacity and longevity. 

 

25. During physical activity, a large number of fat and carbohydrate acids are broken down, 

and vice versa, in case of immobility, fat and carbohydrate acids are converted into fats. 

 

26. In order to prevent and treat obesity, exercise and sporting activities not only improve the 

functioning of the central nervous system, but also have a positive effect on the metabolic 

process of food and energy. 

 

27. By reducing the amount of energy in a nutritious diet without prescribing an increase in 

physical and athletic exercise, it is extremely difficult to achieve the ultimate goal, that is, the 

prevention and treatment of obesity. Through physical and athletic activity 300 kilocalories 

are consumed daily for 4 months, which reduces the body weight to 4.5 kilograms. 

 

28. In order to keep body weight normal, it is necessary to organize physical activity 30-35% 

of the daily energy saving. This level of physical activity corresponds to doing not so hard 

work (walking, light activity, etc.). 

 

29. The risks of obesity include: 

 Overweight and obesity, contributing to the development of various diseases that 

shorten life; 

 susceptibility to cardiovascular diseases (hypertension, coronary heart disease), gout, 

type 2 diabetes mellitus, certain types of cancer (breast, gastrointestinal cancer, etc.); 

 the occurrence of gallstone disease and chronic pancreatitis. 

 30. The programme covers all segments of the population through the improvement of 

food and physical activity, prevention of overweight and obesity levels and contributes 

to the health of the population. 
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3. OBJECTIVES 

31. This Programme, as a means of supporting compliance, consistency and coordination, 

is an integral part of national socio-economic development policy. 

 

32. The objective of the Programme is to address, at the inter-institutional level, the problems 

associated with reducing body overweight and obesity in order to promote and maintain 

public health, reduce the risk of premature death and disability and improve the standard and 

quality of life of the population.  

 

33. The process of preventing overweight and obesity includes such activities: - limitation of 

animal fat consumption in the diet (meat and fatty meat products, milk and dairy products 

with high fat content, etc.); - low consumption of sugar (confectionery products, etc.); - 

limitation of table salt consumption;- low consumption of spices and food additives in 

preparation of food; - wide use of fresh fruits and vegetables, food prepared from cereals and 

legumes; - observance of a mode of consumption of food; - increase in a level of physical 

activity; - carrying out of research works on studying of the reasons (factors of a food, mobility, 

a heritage, a metabolism, etc.) of development of obesity for working out of scientifically 

proved actions of prevention of obesity and others.  

 

34. The objectives of the Programme consist of: - strengthening of the instructive and 

regulatory legal framework in the field of prevention of obesity and overweight; - 

strengthening of the scientific and experimental basis for studying the causes of obesity 

development in order to develop measures to eliminate them; - improving the quantity and 

quality of training in the direction of obesity prevention and increase the level of physical 

activity for a wide coverage of the population, especially primary, secondary and higher 

vocational education, general education and pre-school institutions; - creating a permanent 

basis for the prevention of obesity. To strengthen the issues of raising the level of knowledge 

of different layers of the population, workers in public spheres (medicine, education, industry, 

agriculture, transport, etc.) on prevention of overweight and obesity; - To conduct monitoring 

and evaluation of the Program in accordance with the current normative legal acts of the 

Republic; 

 

35. Development of measures to prevent overweight and obesity at the interdepartmental 

level to improve the health and longevity of the population, as well as taking timely measures 

to eliminate shortcomings that are important for the state medical, social and economic 

significance. 

A-4-6



4. PROGRAMME INDICATORS 

36. The main goal of the Programme is to reduce excess body weight to 20% (to 10% among 

children) and obesity to 30% (to 30% among children) among the population of the Republic. 

 

37. To use economically advantageous cooperation (cross-sectorial) to reduce excess body 

weight and obesity through consumption: 

- simple carbohydrates (no more than 10% of the energy consumed in the diet); 

- animal fats in the diet (no more than 50%); 

- table salt (not more than 6 g/day); 

- fruits and vegetables not less than 400 g/day. 

 

38. In physical terms: 

 a person shall devote at least 30 minutes/day to physical activity (performance of 

physical activity is equal to 30-35% of the daily savings of physical energy); 

 at least two hours per week in primary, secondary, higher professional educational and 

general educational institutions to increase the teaching hours for physical education, 

sports and mobile activities; 

 In general education institutions, assign a healthy lifestyle lesson with a healthy eating 

programme to the teachers of the biology subject, who are currently responsible for the 

subject of labour training. 

 

5. PROGRAMME GUIDELINES 

39. This Programme consists of the following basic principles: 

- Mutual cooperation of authorized state bodies with other ministries, departments and 

local executive bodies of state power to ensure the health, level and quality of life of the 

population; 

- protection and promotion of public health through measures to prevent overweight and 

obesity; 

- public access to means (physical activity and sports facilities, including walking and 

cycling paths, etc.) to reduce overweight and obesity; 

- the use and unity of innovative measures. 

 

6. TARGETED MEASURES 

40. The strengthening of the legal and regulatory framework is one of the Programme's 

targeted measures. At the interdepartmental level, normative legal acts and methodological 

instructions will be developed and approved to prevent overweight and obesity, organize 
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healthy eating habits and increase physical activity. 

 

41. In view of the fact that research work on the study of metabolism is being carried out at 

the national level.Taking into account the fact that research works on the study of metabolic 

syndrome, genetic propensity to obesity and others are almost non-existent in the country, 

projects of research works on the causes of obesity development will be developed and 

implemented in the sphere of science development. Special attention will be paid to involving 

international organizations in equipping laboratories with modern equipment. 

 

42. Due to the lack of teachers and teaching hours on the subject of physical education in 

general education, primary and secondary professional institutions, no special attention is 

paid to the allocation of teaching hours, training of physical education and sports teachers in 

these institutions. 

 

43. Improvement of the material and technical conditions of State institutions (especially in 

the case of technical support for the medical supervision of children, adolescents, university 

students, etc.). The authorized State bodies in the spheres of education, health care, physical 

education and sport create favorable conditions taking into account the real possibilities of 

the institutions related to the involvement of international organizations to provide the 

material and technical basis. 

 

44. The establishment of a permanent information system on obesity prevention and health 

improvement through the mass media, in cooperation with the relevant sectors, through 

obesity prevention programmes and the promotion of healthy diet, physical activity and sport 

among the population, is conducive to raising the level of physical activity. (prevention of 

obesity), increases the interest and commitment of the population to the health sector, 

promotes the universal dissemination of physical exercise and involves government 

organizations and society in these issues. 

 

45. One of the other activities of the Programme is to strengthen inter-institutional 

cooperation in the timely and effective implementation of measures to address existing 

issues related to overweight and obesity. In order to implement these measures and monitor 

the implementation of the Programme, by order of the Ministry of Health and Social Protection 

of the Republic of Tajikistan, an Inter-Ministerial Council consisting of highly qualified 

specialists from relevant ministries and agencies will be established (by agreement). The 

Inter-Ministerial Council's activities will be carried out based on the regulation approved by 
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the Ministry of Health and Social Protection of the Republic of Tajikistan. Representatives of 

international organizations can also be members of the Inter-Ministerial Council. 

 

46. Another measure is evaluation of the Program indicators. This measure will be 

implemented through the computer program after approval and state registration (information 

resources) by the National Patent Information Center of the Ministry of Economic 

Development and Trade of the Republic of Tajikistan. 

 

47. The authorized state bodies in the spheres of health care, physical education and sport, 

education and science, local executive bodies of state power, settlement and infantry self-

government bodies, as well as mass media define interdepartmental measures on health 

improvement (prevention of excessive body weight and obesity), improvement of the level 

and quality of physical education and sport among different layers of population (from the 

point of view of age, profession, etc.) explaining and implementing the social significance of 

this issue in the sphere of health care and education. 

 

7. COOPERATION WITH MINISTRIES AND DEPARTMENTS 

48. The Ministry of Public Health and Social Protection of the Republic of Tajikistan together 

with the Committee on Youth and Sports Affairs under the Government of the Republic of 

Tajikistan, Committee on Food Security under the Government of the Republic of Tajikistan, 

Agency for Standardization, Metrology, Certification and Trade Inspection under the 

Government of the Republic of Tajikistan, Committee on Television and Radio Broadcasting 

under the Government of the Republic of Tajikistan, Ministry of Education and Science of the 

Republic of Tajikistan, Ministry of Economic Development of the Republic of Tajikistan. 

 

8. INTERNATIONAL COOPERATION 

49. Taking into account the current situation of material, technical and financial support, the 

Ministry of Health and Social Protection of the Republic of Tajikistan (together with relevant 

government ministries and agencies) is implementing beneficial cooperation with 

international organizations in order to implement the Programme. 

 

9. PROGRAMME MONITORING AND EVALUATION 

50. Monitoring and evaluation of the Programme in accordance with the normative 

requirements of the Rules for monitoring and evaluation of implementation of strategic 

documents of the national level, sectoral and regional development programs in the Republic 

of Tajikistan, approved by the Government Decree of the Republic of Tajikistan of October 
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29, 2018, No. 615, will be implemented by the Interagency Council of the Programme. 

 

51. Monitoring and evaluation of the Programme is the responsibility of the Ministry of Health 

and Social Protection of the Republic of Tajikistan: 

- requires the necessary information from the relevant ministries and agencies in the process 

of implementation of the Programme activities; 

- discusses the results of monitoring and evaluation of the Programme at the meeting of the 

Inter-Ministerial Council and together with the relevant ministries and agencies considers 

ways of eliminating the existing issues. 

 

10. PROGRAMME FUNDING 

52. The programme for the prevention of obesity and the promotion of healthy eating habits 

in Tajikistan for 2019-2024 is being implemented within the framework of the State budget 

and the attraction of investment (grant) funds from domestic and foreign organizations and 

other sources not prohibited by law. 
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1. Introduction 

1. The Strategy for Sustainable Development of School Meals in the Republic of Tajikistan 

(hereinafter referred to as the Strategy) was developed by the Coordination Council on School Meals 

Programme in the Republic of Tajikistan.  

2. Development of School meals aimed at helping the most vulnerable segments of the population 

is the main activity of the UN WFP in the Republic of Tajikistan. At present, within the framework of its 

Country Programme 200813 for 2016-2020, the UN WFP provides food to more than 370,000 primary 

school students in 2,000 schools in 52 districts that are most vulnerable to food insecurity.  

3. The "Concept for School Meals Improvement in Educational Institutions of the Republic of 

Tajikistan" determines the main goals, directions, objectives and mechanisms for implementing the state 

policy of the Republic of Tajikistan in the field of school meals development. Its implementation became 

the basis for an overall assessment of the situation and development of further steps to provide students 

with healthy food, develop educational potential, ensure food security, improve the well-being of the 

population and ensure the country's socio-economic development. 

4. The Strategy for Sustainable Development of School Meals is developed on the basis of the 

Provisions of the Constitution of the Republic of Tajikistan, the Law of the Republic of Tajikistan “On 

state projections, concepts, strategies and programs of social and economic development of the Republic 

of Tajikistan”, in accordance with the goals and objectives of the School Meals Improvement Concept 

and on the basis of paragraph 10 of Decree of the Government of the Republic of Tajikistan No. 531 dated 

December 30, 2016 "On the results of socio-economic development of the Republic of Tajikistan in 2016 

and the tasks for 2017".  

5. The Strategy is based on a general analysis of the current situation in the field of school meals. 

It defines goals, objectives, main directions of the further development of school meals system, main 

stages of the implementation, planned results and indicators, as well as procedures for monitoring and 

evaluation of the achievement of expected results. 

6. The Strategy envisages a gradual expansion of school meals coverage, depending on economic 

opportunities, social and demographic development of the Republic of Tajikistan and individual regions. 

7. The Strategy is developed taking into account the possibility of providing free meals to children 

from economically disadvantaged families and partial co-financing of school meals for low-income 

families. 

8. The Strategy and the National School Meals Programme based on its provisions should 

eventually result to the formation of a modern school meals industry in the Republic of Tajikistan. 

9. The provisions of the Strategy will be taken into account in the development and 

implementation of the state programs in the field of education, social development, health, development 

of agro-industrial complex and improvement of the people’s well-being. 
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2. General Analysis of the Situation  

10. As of January 01, 2017, the population of the Republic of Tajikistan was estimated to be 8.74 

million people, 74% of which live in rural areas and 34% of the population are children under 14 years. 

Remarks: At the time of developing the Strategy, the data of the Statistical Agency under the 

President of the Republic of Tajikistan (http://www.stat.tj/) was used. 

 11. About a third of the able-bodied citizens work abroad, mainly in the Russian Federation. 

12. The Republic of Tajikistan imports more than a half of the required amount of foodstuffs, 

which makes the country’s population dependent on global price fluctuations.  

13. Food security level in the Republic of Tajikistan is gradually increasing in terms of physical 

and economic accessibility of food products. But this accessibility remains low due to the economic crisis 

and frequent natural disasters, which necessitates the development of food production and distribution 

systems.  

14. Improving the nutritional status of the population remains a burning issue. Chronic 

malnutrition still affects 26% of children under 5 years old, and acute malnutrition (hypotrophy) affects 

10% of children under 5. Many women and children also suffer from micronutrient deficiencies, which 

is reflected in high levels of anemia and iodine deficiency. The burden of undernutrition on Tajikistan is 

a critical economic cause, that require US$ 41 million annually due to the loss of performance efficiency 

and productivity. 

Remarks: The data is extracted from the National Development Strategy of the Republic of 

Tajikistan for the period until 2030. 

15. About 40% of school-aged children diseases occur due to malnutrition, resulting, in particular, 

from inefficient organization of school meals, inadequate dietary intake, lack of motivation to live a 

healthy lifestyle in families, failure to comply with hygiene standards. 

16. According to the Ministry of Health and Social Protection of Population of the Republic of 

Tajikistan, the most widespread diseases among school-aged children are alimentary-dependent diseases, 

including inflammatory diseases of the upper gastrointestinal tract, stomach and duodenum: chronic 

gastritis, chronic gastroduodenitis, gastroduodenal ulcer.  

17. As of the beginning of the 2016/2017 academic year, there are 3,874 general education 

institutions in Tajikistan, including 3,865 day schools and 9 evening schools. 1,837,762 children study in 

general education institutions. The public spending from the state budget on education in 2016 amounted 

to 5.4% of GDP or 18% of expenditure part of the state budget. As of the beginning of the 2016/2017 

academic year, the coverage of educational institutions for grades 1-11 is 94%, for general primary school 

(grades 1-4) - 100%.  Thus, the development of school meals in the Republic of Tajikistan will underpin 
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conditions for increase in coverage of general education institutions, improvement in schoolchildren 

performance, reduction of chronic diseases, as well as promotion of healthy lifestyle. 

18. The country has considerable resources and potential for the development of a diversified 

agricultural sector based on the production of grain, cotton, fruits, vegetables and livestock products. 

Agriculture provides 21% of GDP and 43% of employment.  

19. In order to minimize the production and market risks, farmers cultivate relatively small plots 

of land and grow a limited number of crops. A large part of the arable land is not used due to deterioration 

of the irrigation and drainage infrastructure, waterlogging and soil salinization. There is a lack of 

permanent pastures in the country, as well as lack of fodder production in the volumes required for the 

development of livestock breeding. 

20. In order to ensure the formation and sustainable development of school meals system, it is 

required to solve a set of problems related to the enhancement of production, transport and processing 

infrastructure, private sector, expansion of access to land resources, development of irrigation systems, 

electricity, heat and water supply systems. It is also necessary to improve the sphere of education, health 

and social protection, taking into account the significant differences in the development of certain regions 

of the Republic of Tajikistan, to expand parental involvement and ensure growth of the living standards 

of the population. 

21. The Government of Tajikistan takes all necessary measures for sustainable development of 

the education sector as a priority area of social policy. In light of this, with the view of the sector 

development 3.2 billion Somoni (in 2014 - 2.5 billion Somoni, in 2015 - 3 billion Somoni) was allocated 

in 2016.  

22. As part of the implementation of the Strategy for Improving the Welfare of Population of the 

Republic of Tajikistan for 2013 - 2015 the following measures have been implemented: public 

administration reform, private sector development and attraction of investment, successfully resolved the 

issues related to undernutrition, improving the food security situation and population’s diet, support to 

sustainable agriculture development.  

23. The National Development Strategy of the Republic of Tajikistan for the period until 2030 

(Resolution of the Government of Republic of Tajikistan dated 1 October 2016, ref. no.392) should 

provide further improvement of the efficient use of national resources, human development and 

strengthening the institutional development of the country. 

24. The medium-term Tajikistan's Mid-Term Development Programme for 2016 - 2020 provides 

envisages improving the welfare of the population through sustainable economic and social development, 

as well as achieving such strategic goals as ensuring energy independence, development of 

communication system, further promotion of food security. 

25. As a result of the undertaken measures, the following outcomes have been achieved: 

sustainable socio-economic development, growth in GDP, incomes of the population, reducing inflation 
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and poverty, population and life expectancy growth, reducing child mortality. New power plants and 

power transmission lines have been launched, road reconstruction, railway construction, modernization 

and construction of international and regional highways have been carried out, projects to provide the 

population with quality drinking water have been implemented.  

26. Large-scale financing of the key economic sectors of school meals is provided. During 2010-

2014 1.7 billion Somoni was allocated from the state budget for the development of the sector of 

agricultural-industrial complex, it is planned to allocate 1 billion Somoni for 2015-2017. 1 billion Somoni 

was allocated to provide the population of cities and districts of the Republic of Tajikistan with clean 

drinking water in 2010-2018. 

27. Thus far, the necessary preconditions for the successful resolving the issues of sustainable 

school meals development in the Republic of Tajikistan have been created. 

 

3. Goals and Objectives of the Strategy 

 

28. Implementation of the Strategy will be carried out in accordance with the goals, objectives and 

main directions of the development of the school meals system, as defined in the Concept of School Meals 

Improvement in general education institutions. 

29. The goal of the Strategy is to provide conditions for preservation and promotion of health and 

improvement of student learning outcomes through sustainable school meals development in the Republic 

of Tajikistan.  

30. In order to provide sustainable school meals development in the Republic of Tajikistan it is 

required to address the following tasks: 

o Improving the state policy and regulatory framework necessary to meet the challenges of 

sustainable school meals development in the Republic of Tajikistan; 

o Organizational support and coordination of the activities of public authorities, stakeholders 

and organizations; 

o Ensuring stable funding and planning; 

o Development and implementation of the state school meals development program; 

o Community involvement in the development of school meals and related economy sectors.  

31. The objectives of the Strategy are met through the development and implementation of short, 

medium- and long-term programs, pilot projects and other activities in various areas of implementation 

of the Strategy. 

 

4. Directions for the Strategy Implementation 

4.1. Improvement of State Policy and Regulatory Framework 
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32. The main directions of actions to improve the state policy and regulatory framework necessary 

to address the challenges of sustainable school meals development in the Republic of Tajikistan are: 

o Development and approval of the procedure for school meals financing, defining the categories of 

students eligible to receive school meal allowance, as well as free or partially subsidized school 

meals and the procedure for their provision; 

o Development and approval of the rules for procurement by general educational institutions of 

products and services for school meals, including the determination of procedures for procurement 

notices, terms for their implementation, circle of participants, registration and control procedures; 

o Development and approval of the regulations for granting subsidies for partial reimbursement of 

the costs of construction, reconstruction, modernization and establishment of new enterprises, 

production and logistics centers and social catering facilities, as well as compensation of logistics 

costs caused by the supplies of goods of local manufacturers; 

 

4.2. Organizational Support and Coordination 

33. The main directions of actions for improving organizational support and coordination of the 

activities of the state authorities, stakeholders and organizations to meet the challenges of sustainable 

school meals development in the Republic of Tajikistan are: 

o Strengthening the coordination of the activities of the state and local authorities in developing and 

implementing measures aimed at the implementation of this Strategy; 

o Coordination of the development and implementation of short-, medium- and long-term programs, 

pilot projects and other measures aimed at the implementation of this Strategy; 

o Preparation and submission of annual reports on the implementation of this Strategy and the results 

achieved to the Government of the Republic of Tajikistan. 

o Dissemination of the experience in solving problems related to the organization of school meals 

accumulated in the Republic of Tajikistan and foreign countries; 

o Formation of the system of training and retraining of professionals working in the field of school 

meals, conducting training workshops for government officials, local authorities, managers and 

employees of educational institutions, parents and other categories of persons, as well as 

preparation of information materials and trainers to conduct such workshops; 

 

4.3. Ensuring Stable Funding  

34. The main directions of actions for ensuring stable funding to meet the challenges of sustainable 

school meals development in the Republic of Tajikistan are: 

o Determination of the amount of funds allocated from the budget for the implementation of activities 

related to the school meals development, monitoring the effectiveness of their expenditure; 
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o Approval and annual indexation of the standards for financing school meals programs from the 

state budget; 

o Determination of the amount of subsidies allocated for partial or full compensation for the cost of 

school meals for the purpose of providing targeted support to children from low-income families 

in accordance with the categories of need; 

o Ensuring the consolidation of budgets of different levels, financial aid and funds from parents and 

other sources for co-financing school meals programs; 

o Establishing the procedure for attracting, accounting and using funds provided by parents of 

students or obtained from other sources of funding; 

o Development of a system of tax and other mechanisms to provide the school meals system with 

sustainable supplies of locally produced food products;  

o Establishing a unified system for the procurement of food products and services for school meals, 

including consolidation of the sources of products' supply and funds for their purchase; 

o Provision of medium and long-term planning of public procurement for school meals and the 

formation of a state order by types, volume of production and supply of agricultural products (food 

commodities) for school meals for a period of up to five years. 

 

4.4. Development and Implementation of the National School Meals Development 

Programme 

35. The main instrument of the Strategy implementation and the achievement of the goals set out 

in the School Meals Improvement Concept will be the development and implementation of the National 

Programme for Sustainable Development of School Meals in the Republic of Tajikistan. The Programme 

will be developed based on the analysis of the achieved outcomes, it will determine amounts of financing, 

territories and models of school meals, the list of targets and indicators, as well as the procedure for its 

monitoring and evaluation. 

36. The main directions of actions for ensuring effective development and implementation of the 

National Programme for Sustainable Development of School Mealsin the Republic of Tajikistan are: 

o Identifying and implementing the most promising school meals models for certain categories of 

schools, communities and regions, and taking measures for their dissemination; 

o Development of food rations based on the ongoing scientific studies in view of the need to meet the 

physiological needs of students for key nutrients and energy; 

o Development of menus necessary for the organization of school meals in accordance with the 

recommended key food ingredients and taking into account regional and age-specific characteristics 

of nutrition, as well as students' health status; 
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o Development of sanitary and epidemiological requirements for catering students of general 

education institutions, as well as recommendations for the creation of conditions to ensure the 

preservation and strengthening of students' health; 

o Development of measures aimed at developing the systems of production, processing, supply and 

sale of products for school meals; 

o Development of measures to support local producers of agricultural products used in school meals, 

including identification of types of such products and requirements for them; 

o Development and implementation of pilot projects, testing various models of production 

development and product processing at local level, compilation and dissemination of the most 

valuable experience. 

 

4.5. Parents and Public Participation 

37. The main directions of actions for increasing the involvement of parents and public in 

accomplishing the tasks of the school meals development are: 

o Conducting advocacy and awareness-raising activities, promoting principles of healthy eating, 

including through mass media. 

o Involvement of undergraduate and graduate students of agricultural sciences from higher education 

institutions into the work on local production development in order to assist in the arrangement of 

school gardens, conducting scientific researches, optimization of production and processing of 

agricultural products and implementation of research projects related to the development of 

agriculture; 

o Providing administrative staff, teachers and other employees of general education institutions with 

advanced knowledge of the negative impact of malnutrition on learning ability and profession 

mastery; 

o Introducing changes into the curricula in order to develop students' knowledge about the importance 

of adequate nutrition, ability to assess their own diet correctness, skills of cooking healthy food 

within the framework of courses for home crafts; skills of crop cultivation using local resources 

within the framework of labor education and biology lessons; 

o Participation of general education institutions in the activities related to the selection of school 

meals models and monitoring their quality; 

o Providing parents with information about the range of food for students, including names of dishes 

and volumes of portions in daily menus, as well as the information on replacement of dishes for 

children with food allergies and diabetes. 

o Conducting refresher trainings for junior-level medical personnel of educational institutions, 

including for the purpose of early detection of underweight children, conducting survey of living 

conditions of schoolchildren families; 
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o Ensuring participation of medical personnel in the work with parents (families), including the 

measures for dissemination of skills in the field of healthy eating and hygiene; 

o Ensuring dissemination of knowledge about the consequences of inadequate or poor nutrition, 

development of skills for organizing healthy diet, spreading the knowledge on possible ways to 

improve nutrition, including by changing the ration and enhancing access to the resources that 

enable food production. 

o Participation of parents, local executive bodies of public administration and other stakeholders in 

co-financing of school meals programs; 

o Carrying out public control over the implementation of school meals programs and food quality 

improvement. 

 

5. Monitoring and Evaluation of the Strategy Implementation 

38. Monitoring and evaluation of the Strategy implementation shall be carried using the following 

key targets and indicators: 

o Level of achievement of the established rational norms of food consumption for students of general 

education institutions, including on quality, caloric value, diversity, the number of proteins, fats, 

carbohydrates, vitamins, macro- and micronutrients consumed by students, taking into account 

school meals; 

o Level of coverage of general education institutions with school meals, conforming to the established 

requirements; 

o Number of students provided with school meals, conforming to the established requirements, 

including partially subsidized and free school meals; 

o Increase in food production for school meals system, including foods for special purposes (baby 

foods and therapeutic nourishment), semi-finished products, fortified foods; 

o Amount of the state and local procurement of food products and services for school meals, including 

from local producers; 

o Cost reduction in the production and processing of food products for school meals, as well as in 

catering students. 

39. When developing the programmes, pilot and other projects, as well as designing specific 

activities aimed at the implementation of the Strategy, additional targets and indicators can be adopted.  

40. Development of the methods for determination of the targets and indicators is carried out by 

the Ministry of Health and Social Protection of the Republic of Tajikistan in cooperation with other 

ministries and agencies. 
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44. In order to organize and monitor the implementation of the Strategy, the Ministry of Health 

and Social Protection of Population, in cooperation with the Ministry of Economic Development and 

Trade of the Republic of Tajikistan: 

o Develop a comprehensive system of targets and indicators, reflecting the state and dynamics of 

school meals development in the Republic of Tajikistan;  

o Organize monitoring of the Strategy implementation on the basis of performance evaluation of the 

activities provided for in the approved plans, and comprehensive assessment of the achievement of 

target values and indicators; 

o Establish the content, terms and procedure of the submission by executive authorities of the reports 

on the implementation of approved plans and achieving the intended targets and indicators, as well 

as other information needed for monitoring; 

o Based on the analysis of information obtained from monitoring, carry out a comprehensive 

assessment of the target achievement for the analyzed periods, develop proposals aimed at solving 

the tasks specified in the Strategy; 

o Carry out control over the food hygiene. 

42. The Ministry of Education and Science of the Republic of Tajikistan in cooperation with the 

Ministry of Health and Social Protection of the Republic of Tajikistan monitor compliance with the 

established standards, provide quality control of food products and services for school meals. 

43. The Agency on Standardization, Metrology, Certification and Trade Inspection under the 

Government of the Republic of Tajikistan carries out state supervision over the observance of technical 

regulations, standards, technical specifications in the field of nutrition, as well as metrological supervision 

and examination of food processing equipment. 

44. Local executive authorities of public administration, in accordance with the delegations given 

to them: 

o а) Organize the collection and compilation of data required for monitoring; 

o b) Submit to the Ministry of Health and Social Protection of the Republic of Tajikistan reports on 

the implementation of the approved plans and the achievement of the intended targets and 

indicators, as well as other information required for monitoring. 

 

6. Implementation Stages of the Strategy 

45. The objectives specified in the Strategy of Sustainable Development of School Meals in the 

Republic of Tajikistan for the period until 2027 shall be implemented in the following stages (enclosed): 

46. During the first stage (2017-2018), establishing basic conditions required for school meals 

development in the Republic of Tajikistan and solving the tasks specified in this Strategy will be 

performed, namely: 
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o Development of legal and regulatory framework for the organization of school meals; 

o Establishment of effective organizational and management infrastructure; 

o Development of pilot projects to implement school meals models, determination of the conditions 

and cost for their implementation; 

o Human resource development; 

o Development of monitoring system, methods for determining targets and indicators, conducting 

scientific researches. 

47. During the second stage (2019-2020) the following activities will be performed: 

o Implementation of school meals models within the developed pilot projects with specification of 

their cost; 

o Monitoring and analysis of the results achieved; 

o Selection of the most promising school meals models and related solutions.  

48. Following the results of the Second Stage implementation, the development of the National 

School Meals Programme for the Republic of Tajikistan shall be carried out based on the analysis of the 

achieved results and specifying amounts of financing, territories and models of school meals, the list of 

targets and indicators, as well as the procedure for collecting the information needed to identify them. 

49. During the third stage (2021-2026), the following activities will be performed: 

o Implementation of the activities of the National School Meals Programme in accordance with the 

approved work schedules; 

o Extension of the school meals system to all regions of the Republic of Tajikistan; 

o Gradual transition to independent implementation of the school meals programs funded by the state 

budget and other sources. 

 

7. Expected Outcomes of the Strategy Implementation 

53. School meals development in the Republic of Tajikistan will ensure: 

o Improvement of student nutrition and growth of living standards of families in Tajikistan, especially 

those with an inadequate income level; 

o Increase in attendance rates, teaching quality and student performance achievements; 

o Decline in morbidity among students, including from chronic diseases, improving public health in 

the Republic of Tajikistan, including through the formation of healthy food culture; 

o Establishment of a guaranteed sales market for agricultural products, including locally produced 

food products, increasing productivity and income levels in agriculture sector; 

o Technological modernization and restructuring of the industry, enhancement of the modern 

production and logistics infrastructure; 
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o Formation of stable, long-term economic relations between the producers of agricultural products 

and school meals organizations; 

o Accelerated development of the industries related to processing, transportation, storage and sale of 

food products; 

o Increase in levels of protection against internal and external threats to food security. 
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Attachment to the Resolution 

of the Government of Republic of Tajikistan 

29 September 2017, ref.no. 456 

Action Plan on Implementation of the Strategy for Sustainable Development of School Meals in the Republic of Tajikistan 

for the period until 2027 

No. Name of activity Responsible agency Terms of work 

performance  

Source of funding 

FIRST STAGE (2017 - 2018) 

Improvement of Regulatory Framework 

1. Development and approval of the 

Procedure for providing school meals in 

the Republic of Tajikistan 

The Ministry of Economic 

Development and Trade 

2017 Financial expenses are 

not required 

2. Development and approval of the 

procedure for funding for catering students 

of general education institutions   

Ministry of Finance 2018 Financial expenses are 

not required 

3. Development and approval of the rules for 

procurement of products and services for 

school meals by general education 

institutions  

Agency on Public 

Procurement of Goods, Works 

and Services under the 

Government of the Republic 

of Tajikistan. 

Ministry of Education and 

Science 

2018 Financial expenses are 

not required 
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4. Development and approval of food rations 

taking into account the need to meet the 

physiological needs of students for key 

nutrients and energy; 

Ministry of Health and Social 

Protection; 

2018 Financial expenses are 

not required 

5. Development and approval of sanitary-

epidemiological requirements for the 

organization of school meals 

Ministry of Health and Social 

Protection; 

2018 Financial expenses are 

not required 

6. Development and approval of unified 

quality standards and certification system 

for school meals products 

Ministry of Health and Social 

Protection; 

Agency on Standardization, 

Metrology, Certification and 

Trade Inspection under the 

Government of the Republic 

of Tajikistan  

 

2018 Financial expenses are 

not required 

7. Preparation of proposals on determining  

the categories of students who are eligible 

to receive school meal allowance, as well 

as free or partially subsidized school meals, 

and the procedure for their provision 

Ministry of Health and Social 

Protection 

Ministry of Education and 

Science 

Local executive authorities 

2018 Financial expenses are 

not required 
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Organizational Support and Coordination 

8. Establishment of an interdepartmental body 

for coordinating the implementation of the 

School Meals Development Strategy 

Ministry of Health and Social 

Protection 

2017 Financial expenses are 

not required 

9. Development and implementation of pilot 

projects in Khatlon, Roghun and Rasht 

districts: 

- Project on the re-equipment of kitchen 

units in educational institutions; 

- Project on the establishment of 

interschool bakeries in educational 

institutions; 

- Project on the establishment of school 

based canteens; 

- Project on the establishment of school 

gardens. 

Ministry of Health and Social 

Protection 

Ministry of Education and 

Science 

Local executive authorities 

2017-2018 Attracted 

extrabudgetary funds 

(UN WFP) 

10. Development and approval of students' 

food rations in accordance with the 

recommended assortment of basic food 

products and taking into account regional 

and age-specific characteristics of 

nutrition, as well as students' health status 

Ministry of Health and Social 

Protection; 

2017-2018 Financial expenses are 

not required 

11. Development and implementation of 

educational programs on the formation of a 

healthy food culture 

Ministry of Education and 

Science 

2017-2018 Attraction of funds of 

the development 

partners 
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12. Conducting training workshops on the 

organization of school meals for school 

meals professionals, preparation of 

information materials  

Ministry of Education and 

Science 

Ministry of Health and Social 

Protection 

2017-2018 Attracted 

extrabudgetary funds 

13. Development of proposals on the 

development of local production of raw 

materials and food products, supply and 

sale of products required for the sustainable 

development of school meals 
 

Ministry of  Agriculture 

Ministry of Industry and New 

Technologies 
 

2017-2018 Financial expenses are 

not required 

Ensuring Stable Funding and Planning 

14. Development of proposals on the 

procedure for planning and placement of 

consolidated state order for the purchase of 

food and services for school meals 

Ministry of Education and 

Science 

Agency on Public 

Procurement of Goods, Works 

and Services under the 

Government of the Republic 

of Tajikistan. 

 

2017-2018 Financial expenses are 

not required 

15. Development of proposals to support the 

producers of agricultural products used in 

school meals, including identification of 

types of the products and requirements for 

them. 

Ministry of Agriculture 2017-2018 Financial expenses are 

not required 

Involvement of Parents and Local Community 

16. Organization and conducting of advocacy 

and awareness-raising activities to promote 

principles of healthy eating, including 

Ministry of Health and Social 

Protection; 

Ministry of Education and 

2017-2018 Financial expenses are 

not required 
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through the media. Science 

Committee on Television and 

Radio Broadcasting under the 

Government of the Republic 

of Tajikistan 
 

Monitoring and Evaluation 

17. Development of a comprehensive system 

of targets and indicators for monitoring the 

development of school meals in the 

Republic of Tajikistan  

Ministry of Health and Social 

Protection 

Ministry of Education and 

Science 

2017-2018 Financial expenses are 

not required 

18. Development of instructions on the 

procedure, content and terms of the 

submission of  reports and other 

information required for monitoring school 

meals 

Ministry of Health and Social 

Protection; 

Ministry of Education and 

Science 

2017-2018 Financial expenses are 

not required 
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SECOND STAGE (2019 - 2020) 

19. Evaluation of the effectiveness of the pilot 

school meals projects' implementation in 

Khatlon region, Rogun city and Rasht 

district 

Ministry of Health and Social 

Protection 

2019 Attracted extra-

budgetary funds 

20. Implementation of school meals models 

within the developed pilot projects, 

specifying their cost. 

Ministry of Health and Social 

Protection; 

2019-2020 Attracted extra-

budgetary funds 

21. Evaluation of the costs of school meals in 

the Republic of Tajikistan 

The Ministry of Economic 

Development and Trade 

Ministry of Health and Social 

Protection 

2019 Attracted extra-

budgetary funds 

22. Development of proposals on the standards 

for financing school meals programs from 

the state budget and their annual indexation 

Ministry of Finance 

Ministry of Education and 

Science 

2019-2020 Financial expenses are 

not required 

23. Determination of the required volume of 

investments in the development of school 

meals infrastructure 

Ministry of Economic 

Development and Trade 

Ministry of Finance 

State Committee on 

Investments and State 

Property Management 

2019-2020 Attracted extra-

budgetary funds 
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24. Organization and conducting of the 

Strategy implementation monitoring  

Ministry of Health and Social 

Protection; 

Ministry of Education and 

Science 

2019-2020 Financial expenses are 

not required 

25. Development and submission for approval 

by the Government of the RT of the 

National Programme for Sustainable 

School meals  Development in the 

Republic of Tajikistan for 2021-2027 

Inter-ministerial Coordination 

Council on School meals 

Ministry of Health and Social 

Protection 

Ministry of Education and 

Science 

2020 Financial expenses are 

not required 
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Strategy for prevention and control of non-communicable 
diseases and injuries in the Republic of Tajikistan for the 

period of 2013-2023 
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1. Key Concepts  

The nearest (interim) results - products, services, and other developments (e.g., guidelines for 
the prevention, regulations, tax provisions) that are the direct outcome of the program or 
organization’s activity.  

Invested resources - financial and material resources, as well as the skills of staff and 
volunteers used in the specific program or process.  

Evidence-based medicine - a conscious and consistent application in clinical practice of 
interventions, which usefulness has been strongly proven. 

Healthy lifestyle - the way of life, aimed at disease prevention and health promotion.  

Infection - this is a biological phenomenon, the essence of which is the intrusion and 
multiplication of microorganisms in macro organism with subsequent development of their 
various forms of interaction from the agents’ carriage to manifested disease.  

Infectious diseases - a group of diseases caused by penetration into the body of pathogenic 
(disease-causing) microorganisms (bacteria, viruses, fungi, protozoa, etc.) characterized by 
presence of the incubation period, some reaction of the infected organism on  insertion and 
reproduction of an  gent and having a cycling disease course, the result of which is the 
formation of post-infection immunity.  

Clinical guidelines are the systematically developed regulations that help the practitioner and 
patient in making the right decisions concerning the patient's health, in particular clinical 
situations.  

The end results (outcomes) – a caused by the interference change in the current or future state 
of health or health-related behavior.  

Cross-sectoral (intersectoral) actions - joint efforts of the health sector and other sectors in 
order to achieve a common goal.  

Multifactor (adjective) - a term that is based on the concept that disease or other outcome may 
have more than one reason.  

Capacity building - the accumulation of knowledge and experience in planning, implementation 
and evaluation of interventions aimed at the prevention and control of NCDs in different 
settings.  

Nasvay - type of smokeless tobacco product, that is traditional namely for Central Asia.  

Non-communicable diseases (NCD) - chronic non-communicable diseases of non-infectious 
(viral, bacterial, fungal or parasitic) nature. As a rule, they can not be communicable, air-, 
water- or foodborne.  

Non-drug therapy - actions to change the patient's lifestyle (lifestyle interventions), which help 
to reduce the influence of disease risk factors on their further development.  
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Accidents - injuries due to domestic, traffic or industrial casualties.  

Life style – a combination/the aggregate of made by man decisions that affect their health. In 
addition, the way of life can characterize life in general, based on the interaction of living 
conditions in the broad sense and traits of individual behavior determined by socio-cultural 
factors and personal attributes.  

Public places - buildings, facilities, territories, natural objects or space of potential location of 
people who can communicate freely; they include places of work, leisure, recreation and 
sports, as well as health, educational and preschool institutions, enterprises of culture, catering, 
trade, transport and their surroundings.  

Public Health - it is a science, and specific activities to promote and improve public health, 
extend life through social mobilization and execution of the organizational activities at various 
levels, and provide health management as one of the major social systems, where medicine is 
one of the components along with economics, sociology, political science, industry and 
agriculture.  

Oncological diseases - chronic, long-term current illnesses with the emergence and abnormal 
growth of typical or atypical cells of a tissue or organ.  

Target-organs - those undergoing pathological changes, which are due to the influence of a 
factor (e.g., hypertension)  

Primary health care- its definition was given in the Declaration adopted at the WHO conference 
in 1978 in Alma-Ata: "PHC is an essential part of health care that is based on practical, 
scientifically sound and socially acceptable methods and technology that have become 
universally available both to individuals and families in the field, thanks to their full 
participation in the work at a cost justified for community and for the country at every stage of 
development, to ensure their self-determination and independence in these matters. It is an 
integral part of the national health system, the core of which it is, and at the same time serves 
as a major component of the overall social and economic development of society. It is the first 
step in the contact between individuals, family, community and national health authorities, 
making health care as close as possible to the place of residence and work and constituting the 
first element of continued health care process". 

Implementation plan - a list of activities to be organized in a certain way and implemented in 
accordance with the timetable for achieving the set goal. The plan specifies who does what and 
when, and may include data on the cost of each phase of work. Implementation also means 
transforming program objectives into real actions (e.g., through changing the policy, regulation 
and institution).  

Planning - the process of identifying needs, setting priorities, determining the causes of 
problems, assessing resources and constraints, and the allocation of resources to achieve goals.  

Accountability means that the decision-makers at all levels fulfill their responsibilities and are 
accountable for their actions.  
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Politics - a general guide to actions and decision-making, which facilitates the attainment of 
goals.  

Advocacy -the actions taken by health professionals and other opinion leaders in order to 
influence the decision-making process in the community and governments.  

Prevention – it covers approaches and interventions aimed at reducing the probability of 
occurrence of a disease or disorder of an individual, stopping or slowing the progression of the 
disease and reducing disability. Primary prevention reduces the chance of the disease or 
disorder occurrence while secondary prevention interrupts, prevents or minimizes the 
progression of the disease or disorder at an early stage and tertiary prevention inhibits 
progression of the disease that has already led to significant damage.  

Profile - a set of data, often presented graphically and representing the most significant 
features of a situation, for example, the frequency of occurrence of a distinctive trait in 
individuals and in groups.  

Leadership - a mechanism that directs the efforts of the collective or individual to perform 
common tasks. It encourages people to achieve this goal through an effect on their needs.  

Diabetes - an endocrine and metabolic disease, which due to a combination of genetic and 
environmental etiological factors develops absolute or relative insulin deficiency, leading to 
disruption of carbohydrate, fat, protein metabolism and profound disruption of intracellular 
metabolism.  

Cardiovascular diseases - diseases which are based on cardiac and vascular affection, which 
development reduces the quality of life of the patient, and can lead to death, including sudden 
death.  

Screening – a strategy for healthcare organization aimed at identifying the disease in clinically 
asymptomatic individuals in a population, the purpose of which is the early detection of 
diseases, thus allowing for early treatment, based on relief of the patient’s condition and 
reducing mortality.  

NCD prevention strategy - a document containing a general guiding line, guidelines or basic 
statements necessary for the preparation and implementation of NCD prevention.  

Risk factor – it is any human property or trait or any effect on them, increasing the risk of 
illness or injury.  

Network - number and the nature of social relationships and connections between individuals 
(and institutions), which can provide access to social support of health or mobilize such 
support.  

The evaluation system is a description of how the program should be evaluated.  

A coalition – establishing a temporary alliance of factions, parties, individuals and groups with a 
specific purpose (in the case of a program - for its support and joint development).  
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Community - a group characterized by common value systems and care for the development 
and well-being of their group or geographical area.  

Social marketing - this is a direction, using a tool to influence the people’s notion through 
technologies and approaches to improve the lives of individuals and society as a whole.  

Mass media - the means of conveying information (verbal, audio and visual) on a broadcast 
channel, covering a large (mass) audience and acting on a constant basis.  

The strategy is an action plan designed to achieve long-term goals and taking into account the 
available resources and the obstacles and opportunities for cooperation between the relevant 
stakeholders.  

Injuries - mechanical, chemical, radiation or thermal ones damaging living organism, leading to 
the loss or limitation of its functions  

Health promotion involves a combination of educational and environmental support activities 
promoting health and living conditions. Such actions can be taken by individuals, groups, 
communities, policy makers, employers, teachers and all those who are able to influence the 
tractors determining health. The aim of health promotion is to allow people to better control 
the determinants of their own health.  

Participants/actors and stakeholders - all those who have a common interest in implementing 
the project and can agree in principle to support it by providing for this, depending on their 
capacity, technical, material, financial and human resources.  

Epidemiological surveillance – it is gathering information and dynamic risk assessment, 
assessment of quality of life and morbidity in specific territory, providing a rational in carrying 
out the necessary preventive measures.  

 

2. Introduction  

The Ministry of Health of the Republic of Tajikistan having read the letter  from the European 
Regional Bureau of the World Health Organization (WHO EURO) supplemented with World 
Health Assembly Resolution (WHA64.11) and a list of information resources on the Program of 
Integrated Prevention of  Non-communicable diseases (NCDs) and injuries (CINDI/WHO 
program) , has drafted a strategy of prevention and control of non-communicable diseases and 
injuries in Tajikistan for the period of 2012-2023 years (hereinafter Strategy). The urgency of 
formulating this strategy, its effective implementation is an urgent task for developing 
countries, including Tajikistan, as in the long term it will allow to reduce the burden of non-
communicable diseases (NCDs) and injuries by curtailing mortality and disability caused by 
them, and making additional resources available for poverty reduction, and undoubtedly will 
really makes its contribution to improving the welfare of the people of Tajikistan.  
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3. The relevance of non-communicable diseases and injuries in the Republic of Tajikistan  

1. In Tajikistan, as in most countries of the world, priorities in health are prevention and 
organization of effective care to patients with cardiovascular and endocrine diseases, cancer 
and broncho-pulmonary diseases and injuries and poisoning, as the most essential causes of 
high disability and premature death in the modern urbanized population.  

2. The heaviest burden on the society from these diseases due to premature death, as well as a 
high level of temporary and permanent disability is increasing with its significant controversial 
impact on the quality of life. All this is creating new economic problems impeding measures to 
strengthen the well-being of the people, especially on the part of the fight against poverty, 
slowing the process of improving the welfare of the people.  

3. Despite the efforts of health care, the projected disease burden tends to be extremely 
alarming, and chronic non-communicable diseases remain a leading pathology. In the post-
Soviet countries rates of non-communicable disease morbidity and mortality are particularly 
high and increasing.  

4. One of integrative indicators measuring both physical and psychological state of the 
population is Human Development Index (HDI) published annually by the United Nations and 
its trends over time. Tajikistan in this ranking is slowly but surely moving forward, albeit behind 
a number of post-Soviet states (United Nations Development Program: Human Development 
Index 2011). Below is a list of countries at different levels of the index.  

Countries with very high Human Development Index (top five, out of a sample of 187 
countries)  

Rank Country HDI 

1 Norway 0.943 

2 Australia  0.929 

3 Netherlands  0.910 

4 U.S. 0,910 

5 New Zealand 0.908 

 

Countries with high Human Development Index (7 of 187)  

Rank Country HDI 

65 Belarus  0.756 

66 Russia  0.755 
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68 Kazakhstan  0.745 

76 Ukraine  0.729 

88 Iran  0.707 

 

Middle-Human Development Index  

Rank Country HDI 

101 China  0.687 

102 Turkmenistan  0.686 

115 Uzbekistan  0.641 

126 Kyrgyzstan 0.615 

127 Tajikistan  0.607 

 

Countries with low Human Development Index (5 out of 187 countries)  

Rank Country HDI 

143 Kenya  0.509 

145 Pakistan  0.504 

146 Bangladesh  0.500 

172 Afghanistan  0.398 

187 Congo, Dem. Resp.  0.286 

5. As can be seen from the list of the United Nations Development Program: Human 
Development Index-2011, out of 187 countries analyzed, Tajikistan takes the 127th place with 
index 0.607. Among CIS countries, it is the ultimate bottom position.  

Also an important indicator of the population’s health is: "Life expectancy at birth (years)". 
Below is the "List" according to the UN (2005-2011), composed of 194 countries reviewed. 
Tajikistan is on the list of 131st position, ahead of Kyrgyzstan, Turkmenistan and Afghanistan.  

Ranking Country Life expectancy at 
birth (years) 

Male Female 

1  Japan  82.6 78.0 86.1 
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2 Hong Kong  82.2 79.4 85.1 

3 Switzerland  82.1 80.0 84.2 

108 Georgia  71.0 67.1 74.8 

108 Iran    71.0 69.4 72.6 

112 Russia   70.3 65.5 75.3 

124 Ukraine  69.0 62.1 73.8 

125 Azerbaijan   67.5 63.8 71.2 

127 Uzbekistan  67.2 64.0 70.4 

128 Kazakhstan  67.0 61.6 72.4 

131 Tajikistan  66.7 64.1 69.4 

133 Kyrgyzstan   65.9 62.0 67.7 

145 Turkmenistan 63.2 59.0 67.5 

188 Afghanistan  43.8 43.9 43.8 

194 Swaziland   39.6 39.8 39.4 

 

6. Quality health indicators largely depend on the economic components of the country where 
the GDP per capita has a crucial role to play. Below is the (optional) list of countries, divided by 
income, which was published by the World Bank: World Development Indicators, 2011. Gross 
National Income per Capita 2010.  

Place Economy / income  

High level Country Income per capita  

(In U.S. dollars)) 

1 Monaco 183,150  

2 Liechtenstein 137,070  

4 Norway 84,290 

7 Switzerland  71,530 

17 USA 47,390 

Middle income  per capita 
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67 Russia  9,900 

78 Kazakhstan  7,590 

91 Belarus  5,950 

103 Iran   4,520  

107 China  4,270 

114 Turkmenistan 3,790 

149 Uzbekistan  1,280 

Low  income per capita  

167 Kyrgyzstan  840 

168 Tajikistan 800 

184 Zimbabwe  460 

189 Afghanistan  410 

198 Burundi  170 

 

7. As can be seen from the table, Tajikistan by its population income is one of the poorest 
countries in the region (CIS), but it’s population income is two-fold higher than in neighboring 
Afghanistan ($ 840 vs. $ 410), but by 12.4, 9.2 and 5.3 times lower than in the Russian 
Federation, Kazakhstan and neighboring China, respectively. Naturally, with such economic 
indicators it’s much more challenging for Tajikistan to carry out preventive measures. However, 
these preventive interventions are considered to be more crucial for the country as they allow 
reducing the burden of the most common and significant by their damage diseases and, 
ultimately, benefiting to the people and the whole country.  

8. Features of the demographic situation in the country are conditioned by global political, 
social and economic changes after the experienced civil war, deteriorated living conditions, 
accelerated transition to market relations, partial disturbance of sex and age structure of the 
population, weakened social protection of families with many children, alteration of the 
national structure of the population and a decrease in the share of its part, which focused on 
few children. Thus, as at January 01, 2011, the resident population of the country was 
7,616,764 people with 50.4% and 49.6% of male and female, proportionally. At the end of 2010, 
the share of the working population in the country was about 60%.  

9. According to the general census of the population of Tajikistan, implemented in 2010, the 
overall demographic situation is characterized by a high birth rate (29.3 per 1,000 population) 
and the relatively low death rate (4.2 per 1,000). In this case, there is still reported high child 
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(20.9 per 1,000 live births) and maternal mortality rates (45.0 per 100 thousand live births) 
against the background of the relatively low level of urbanization and large-scale external labor 
migration. In 2010, a natural population increase was 25.1 per 1,000 population that dropped 
by 28.3% compared to 1991 (32.2 per 1,000 population).  

10. As the current statistics show, the total mortality rate in Tajikistan over the past decade has 
remained relatively high. It is higher than the mortality in the developed countries of Europe 
and the world. However, it stays at a somewhat lower level than in the CIS as a whole. Thus, 
according to the latest global statistics published by UNDP in 2010, the standardized death rate 
from non-communicable diseases (NCDs) in Tajikistan is 884 per 100,000 population that is 
somewhat lower than that of Russia (904) or Kazakhstan (1145), and much lower than in 
neighboring Afghanistan (1309). However, the death rate is almost 2 times higher than in 
Western Europe and the United States (450), 1.4 times higher than in China (627) and 1.3 times 
higher than in Iran (687).  

11. Out of the total mortality in Tajikistan coronary heart disease is a leader, which, according 
to the UNDP -2010, made 194.4 per 100 thousand men aged 25-64 years. This figure is 2.8 
times higher than in the UK, 3.5 times higher than in Germany and 6.8 times higher than in 
France. However, it is 2 times lower than that for Russia (406.3), more than 1.5 times below 
that for Kazakhstan (305.5) and slightly lower than that of Tajikistan’s immediate neighbors in 
the CIS - Uzbekistan (203) and Kyrgyzstan (243.1).  

12. When considering the structure of the primary disease incidence in Tajikistan, the leading 
position is occupied by respiratory diseases (11399.6 per 100 thousand population), diseases of 
the digestive system (3419.2) and diseases of the circulatory system (1094.1). Endocrine 
diseases and cancer are respectively 1214.7 and 37.8 per 100 thousand population.  

13. Among the causes of death among the population cardiovascular diseases are in the first 
place with the indicator of 206.0 per 100 thousand people (2010), cancer is in second place 
(33.7) and respiratory diseases are in third place with index of 29.0. Injury and poisoning as the 
cause of death of the population was 20.0 per 100 thousand population.  

14. It is known that many of the indicators of health and quality of life depend on a number of 
objective and subjective factors, including those that are genetic, geographic, socio-political 
and economic ones, having an essential impact on health of the population. Tajikistan, prior to 
gaining independence, was a backward agrarian outskirts of the Soviet Union.  

15. After the collapse of the Soviet Union, Tajikistan was in a difficult economic situation 
relating to unexpected problems or concerns of energy, communication and information 
isolation. All this quite seriously affected the main health indicators of the people of Tajikistan. 
Economic situation was further aggravated during the Civil War. In the early postwar period, 
the Government of Tajikistan could not allocate enough resources to health.  

16. However, by 2012, compared with 2001, health expenditure rose from 0.9% to 2.0% of 
gross domestic product (GDP) and 2.2-fold increased in the last decade.  
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17. "Evidence based medicine" has been introduced  in the medical practice resulted in bringing 
the national guidelines for the diagnosis and treatment in compliance with international 
standards, improving the quality of the introduced in clinical practice of medical care guidelines 
in order to facilitate the work of practitioners. We clearly understand that the spiritual and 
physical health of the people is a national treasure, and the vital capacity, which conditions 
further progress of society on its path to economic, social and cultural development.  

18. The results of the latest research and their analysis found that cardiovascular diseases in all 
regions of Tajikistan in the common structure of morbidity and by their prevalence compared 
to other pathologies are a leader. At the same time, in the structure of total mortality in 
Tajikistan, cardiovascular diseases since 1986 keep being in the first place. This is due to the 
high prevalence of major risk factors for cardiovascular diseases.  

19. Implementation of the WHO program aims at reducing the burden of non-communicable 
diseases to society by addressing the major risk factors for NCDs progression. The SINDI’s main 
and ultimate purpose is to improve health by reducing the mortality and morbidity associated 
with the main, the most common and therefore the most important by there relevance NCD, 
through integrated, based on close co-operation of the prevention and health promotion 
program.  

20. The main immediate goal is the simultaneous reduction in the prevalence of common risk 
factors of major NCD, such as smoking, poor diet, excessive alcohol consumption, lack of 
physical activity and psychosocial stress. To achieve these targets, the CINDI participating 
countries worked out effective mechanisms of cooperation and gained some experience of 
integrated cross-sectoral prevention and control of NCDs.  

21. SINDI main policy objectives can be formulated as follows: to achieve an integrated 
approach, development of inter-sectoral collaboration, building bridges between science and 
practice and international cooperation. Through long-term cooperation between the 
participating in the program countries, which number now has increased to 24, a huge amount 
of knowledge and expertise to prevent non-communicable diseases has been accumulated 
through applying integrated approaches at the community level. This approach has been tested 
by time and gave very positive results. Thus, the most impressive results have been achieved in 
one of the provinces of Finland, where for 25 years it became possible to reduce mortality from 
coronary heart disease by 73%! Tajikistan can and should join this experience through effective 
cooperation in the prevention of NCDs. 

 

4. The Strategy’s goal and objectives  

22. The aim of this strategy is the development and implementation of effective actively 
interactional intersectoral  system aimed at enhancing the role of prevention and control of 
non-communicable diseases (NCDs) and injuries in the Republic of Tajikistan to address the 
political and social issues, given its importance in strengthening and maintaining the health of 
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the population, the potential labor force , promoting the fight against poverty, building the 
national economic potential and improving the quality of life for all.  

23. To do this, the available experience of NCD prevention and control in the RT is gathered, the 
provisions of the European NCD strategy, agreed by European countries - members of the WHO 
in 2006, are used taken into account the successful case studies in this field around the world. 
In the study "The global disease burden", initiated by the World Bank in 1992 and held in 
conjunction with the WHO, an attempt was made to quantify the burden of premature death 
and disability globally, using such indicators as disability adjusted life years, which is a 
composite measure of health-related problems, computed with the premature deaths and 
disability.  

24. The top five causes of the burden of disease since 1990 and projections up to 2020 are 
shown in Table 1. (WHO, 2006)  

Table 1. The leading five causes of high burden of disease (in % in 1990, with a forecast for 
2020) 

 % of the total burden  

1990 2020 

1. Coronary heart disease  9,9 10,2 

2. Cerebrovascular diseases 5,9 6,2 

3. Road traffic accidents  4,4 4,3 

4. Cancer of the trachea, bronchus and lung  2,9 4,5 

5. Congenital  abnormalities /anomalies  2,2 1,0 

 

25. Analysis of the situation in Tajikistan showed that cardiovascular diseases remain the main 
cause of death in the tajik population. In the structure of total mortality of population of 
Tajikistan since 1986 they have been taking the first place followed by tumors (the second 
major cause of death), broncho- pulmonary diseases  and violent deaths from injury and 
poisoning (the third and fourth places, respectively). Endocrine diseases are also in the top five 
leading causes of death among the population of Tajikistan (see Table 2).  

Table 2. Number of deaths from non-communicable diseases in the Republic of Tajikistan, 
2008-2010 

Causes of death  2008 2009 2010 

Diabetes, endemic  goiter  769 907 1064 
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Diseases of the circulatory system  15645 15347 15750 

Tumors  2343 2509 2518 

Broncho-pulmonary diseases  2556 2157 2319 

Injuries, poisoning and wounds 1488 1490 1623 

 

24. Studying the dynamics of the number of deaths per 1,000 urban and rural populations in 
2000-2010 showed that the urban population is more susceptible to death from these diseases 
and conditions than in rural areas (see Table 3).  

Table 3 Dynamics of the number of deaths per 1000 population 

 Persons Per 1,000 population 

 Total  

population 

Urban 

population 

Rural  

population  

Total  

populati
on 

Urban 

populati
on 

Rural  

populatio
n  

2000 29387 9320 20067 4,7 5,7 4,4 

2005 31520 9697 21823 4,6 5,4 4,3 

2006 31990 9203 22787 4,6 5,0 4,4 

2007 33686 9488 24198 4,7 5,1 4,6 

2008 31996 9492 22504 4,4 4,9 4,2 

2009 32322 9171 23151 4,3 4,7 4,2 

2010 33327 9920 23407 4,4 5,0 4,2 

М 32032,6±1399,9 9470,1±270,2 22562,4±1326,8 4,5±0,16 5,1±0,33 4,3±0,14 

Δ,% 4,4 2,9 5,9 3,9 6,5 3,5 

 

25. Cardiovascular disease is also the major cause of disability in the population. Thus, in 2010, 
the number of patients who, because of cardiovascular disease was first recognized as disabled 
exceeded 1,928 people and was by 6.2% higher than that of such cases registered in 2008. The 
second major cause of disability in Tajikistan are endocrine diseases, due to which increase  in 
people for the first time recognized disabled  outpaces all other causes of disability of the 
population of Tajikistan, showing growth over the past three years at 55.7% (see Table 4) 
followed by tumor  and broncho-pulmonary diseases (the third and fourth positions).  

A-6-13



Table 4 Number of persons newly registered disabled 

 2008 2009 2010 

Total # 12,322 12,805 12,899 

Endocrine diseases and diabetes  564 615 878 

Diseases of the circulatory system 1815 1769 1928 

Tumors 558 371 562 

Broncho-pulmonary diseases  324 382 320 

 

26. Based on the above and to achieve the ultimate set out goal the main project objectives 
were formulated.  

5. The Strategy’s  main objectives  

This strategy is aimed at achieving the following objectives:  

− Increase the priority of NCD prevention and control in the National action program to 
improve the public health;  

− Strengthen inter-agency cooperation on health promotion and disease prevention;  

− Make proposals for the establishment of an effective infrastructure for the NCDs 
prevention;  

− Offer ways to increase the resources devoted to the NCDs prevention and control in 
strictly controlled target use and transparency to achieve intermediate (annual) and 
final outcomes for the whole society; 

− Develop proffers for integration of the proposed strategy with the NCD existing and 
newly elaborated and launched national programs.  

6. AREAS OF INTERVENTION 

27. In line with the implementation of the tasks the following applicable laws, regulations of the 
Government and National Programs will be primarily used (through the active integration):  

- The Law of the Republic of Tajikistan "On public health protection ";  

- The Law of the Republic of Tajikistan "On compulsory treatment of alcohol and drug abuse";  

- The Law of the Republic of Tajikistan "On Psychiatric Care";  

- The Law of the Republic of Tajikistan "On radiation safety";  
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- The Law of the Republic of Tajikistan "On the medical and social protection of people with 
diabetes" (Decree of the Government of the Republic of Tajikistan № 647 dated from 
08.05.2009)  

- National program for prevention, diagnosis and treatment of diabetes in RT for 2012-2017-
(Resolution of the Government of RT, № 130 as of 04.03.2012);  

- The Law "On the restriction of the use of tobacco products" (Enactment of Government of 
Tajikistan as at December 29, 2010, № 649);  

- The Law of the Republic of Tajikistan "On iodized salt";  

- National Strategy on Public Health of the Republic of Tajikistan for the period of 2010-2020, 
approved by the Decree of Government of the Republic of Tajikistan on August 2, 2010, № 368;  

- Strategic Plan for the restructuring of medical institutions of the Republic of Tajikistan for the 
period of 2011-2012, approved by Decision of the Government of Tajikistan on March 30, 2010;  

- Reproductive Health Strategic Plan of the Republic of Tajikistan until 2014, endorsed by 
Enactment of Government of the Republic Tajikistan on August 31, 2004, № 348;  

- National Action Plan for Maternal Health Protection in the Republic of Tajikistan for the period 
up to 2014, approved by Decision of Government of Tajikistan on August 1, 2008, № 370;  

- National Strategy for Child and Adolescent Health f in the Republic of Tajikistan for the period 
of 2015, approved by Decision of Government of the Republic of Tajikistan on August 1, 2008, 
№ 370;  

- National program of diagnosis, treatment and prevention of coronary heart disease in 
Tajikistan for the period of 2007 - 2015 years. (Resolution of Government of Tajikistan № 334 as 
of 30 June 2007).  

- National program for prevention, diagnosis and treatment of cancer in the Republic of 
Tajikistan for 2010-2015 (adopted by Decree of the Government of the Republic of Tajikistan № 
587 dated from 31.10.2009).  

- National program for prevention of occupational diseases in the Republic of Tajikistan for the 
period 2010-2015, which is approved by the Government of Tajikistan on March 30, 2010, № 
165;  

- National program: "Prevention, diagnosis and treatment of injuries and their consequences in 
Tajikistan for 2010-2015"  

- National Program for prevention, diagnosis and treatment of patients with congenital and 
rheumatic heart disease in the Republic of Tajikistan for 2011-2015 (enacted by Governmental 
Resolution № 154 as of 01.04.2011)  
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- National program for prevention, diagnosis and treatment of gastrointestinal diseases in the 
Republic of Tajikistan for the period of 2012-2016, adopted and approved by Resolution of 
Government of the Republic of Tajikistan on December 30, 2011, № 639;  

- National program for prevention, diagnosis and treatment of diabetes in the Republic of 
Tajikistan for 2012 - 2017, approved by Governmental Enactment of the Republic of Tajikistan 
on April 1, 2012, № 130;  

- National program to prevent drug abuse and improving drug treatment in the Republic of 
Tajikistan for 2013 – 2017, adopted and approved by Decision of the Government of Tajikistan 
dated from April 30, 2012, № 183.  

28. Organized by the Association of Cardiologists of Tajikistan screening epidemiological studies 
among adults carried out in Tajikistan under the CINDI/WHO program in 2005 and subsequent 
years, have given an opportunity to clarify the prevalence in the Tajik population of individual 
risk factors for coronary heart disease, which takes away the greatest number of lives in our 
population.  

29. As part of these studies have found a high prevalence of tobacco use, including the use of 
smokeless tobacco-nasvai by adult men (in some regions it reached to 71, 95 ± 1, 56%). 
Following the carried out preventive interventions in implementation of the main provisions of 
the "National Program for diagnosis, treatment and prevention of coronary heart disease in 
Tajikistan for the period of 2007 - 2015 years" in 5 years, these figures fell to levels  of 57,5 ± 
2,14, that is 1,3 times.  

30. Also the studies revealed high prevalence of hypertension in men (21.2 +0.4%) and women 
(24.8 ± 0.6%). In the general population hypertension was found in more than 22% of the adult 
population.  

31. Prevalence rates of such risk factors as overweight (16%), obesity (3.5%) and excessive total 
cholesterol (about 15%) turned out to be lower in the adult population.  

32. Given the identified problems in the health status of the Tajik population, the acute 
problem of cardiovascular diseases and significant prevalence of risk factors, in 2007 the 
country adopted a "National program of diagnosis, treatment and prevention of coronary heart 
disease in Tajikistan for the period of 2007 - 2015". Since 2007 implementation of the main 
objectives of this program has allowed not only to attracting investment in the national cardiac 
care service, but also to large-scope modernization of a cardiology service of Tajikistan. Thus, 
the budget of cardiology and cardiac surgery services, thanks to the government expenditure 
and other types of investments for the past 10 years has increased from 642,368 TJS in 2000 to 
4, 439,704 TJS in 2010 or by 12.8 times. Given the investment in health made by international 
organizations, the budget of cardiology and cardiac surgery service increased in the same 
period by another 14,245,888 TJS, and total investment in the last decade  rose by over 100 
times! This has indeed reduced the growth rate of cardiovascular morbidity and mortality,  
introduced new technologies of diagnosis (coronary angiography, radionuclide scintigraphy of 
the heart and other organs, MRI, etc.) and treatment (use of stem cell implantation into the 
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damaged myocardium, coronary artery bypass surgery without stopping heart, stenting of 
coronary and other arteries).  

33. Allocation of extra funding resulted in more efficiently addressing the health care-related 
challenges. So, the cardiovascular disease mortality rate decreased from 215.2 in 2005 to 206.0 
in 2010, i.e. by 4.5%, with simultaneous reducing the growth rate of morbidity in acute forms of 
coronary heart disease (unstable angina, acute coronary syndrome, myocardial infarction):   in 
the period of 2007-2010, the coronary heart disease incidence rate per 100 thousand 
population fell from 452.5 to 422.8 (or by 6.6%).  

34. Given the persistence of problems of congenital heart defects and not sagging tension 
associated with rheumatic diseases  Tajikistan adopted the "National Program for prevention, 
diagnosis and treatment of patients with congenital and rheumatic heart disease in the 
Republic of Tajikistan for 2011-2015" (01.04.2011, № 154), which implementation is currently 
underway.  

35. Taking into account the high prevalence of smoking in Tajikistan, the "Law on the restriction 
of use of tobacco products" (Resolution of Government of the Republic of Tajikistan as of 
December 29, 2010, № 649) was enacted that is already yielding positive results. Also, in order 
to prevent physical inactivity (sedentary lifestyle), as one of the risk factors for coronary heart 
disease,  and health promotion Government of Tajikistan passed Presidential Decree  on April 
26, 2006 (№ 1740) "On the National Racing Day", annually publicly held in May 20 on the 
initiative of the Government and the personal involvement of the President of RT. In this 
framework, massive sports, promoting healthy society, has acquired special status in Tajikistan. 
In this regard, additional hours devoted to physical education and sport were incorporated in 
school syllabus and university curriculum. We believe that the personal example of heads of the 
State, government officials, and respected parliamentarians is an additional and effective 
incentive for improving the health of each population.  

36. This endeavor is also promoted by organized and effectively operating under the Ministry of 
Health of the Republic of Tajikistan  

1. National Healthy Lifestyle Centre, established in 1999 (17.09.1999, № 355/2) with its 
regional, city and district health promotion centers created in 2000.  

2. National Nutrition Centre, established in 2001, which regulates and develops the 
scientific basis of national nutrition and food quality control.  

37. We also attach great importance to metabolic diseases and endocrine diseases, which are 
also quite common and make its quite big adverse contribution to population disability and 
mortality patterns. These major diseases in Tajikistan include diabetes mellitus (DM) and iodine 
deficiency disorders (IDD).  

38. Tajikistan has a commitment in terms of diabetes care.  
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39. Currently, implementation of the "Program to combat diabetes in Tajikistan for 2012 - 2017 
years” and the Law "On health and social protection of patients with diabetes mellitus 
"(Government Resolution № 647 as of 08.05.2009) is underway.  

40. These normative documents underpin the importance of a national system for diabetes 
drug supply and provision of social protection for citizens, patients with diabetes, the issues of 
early diagnosis of diabetes, prevention of serious complications of diabetes, training of staff 
and creation of the state register of patients with diabetes.  

41. In this regard, study of the heritage of unsurpassed genius of world level, the great son of 
the Tajik people, Abu Ali Ibn Sina, better known in the scientific world as the great Avicenna 
(980-1037 years.) is also regarded crucial. He was the first medical scientist, who predicted the 
most important elements of diabetes of type II-and, in fact, developed the doctrine of pre-
diabetes and metabolic syndrome, its diagnosis and the basic principles of its treatment. Herbal 
medicine for diabetes, according to Avicenna, has not lost its importance to the present. The 
rich heritage of Avicenna nowadays is widely studied in the "International Institute for the 
study of heritage of Ibn Sina (Avicenna)" in Dushanbe.  

42. Patients with diabetes are provided with insulin and anti-diabetic drugs due to 
humanitarian assistance and support of the Government of Tajikistan. Annually the country is 
delivered with around 20-38 thousand bottles of insulin (annual requirement 36-38 thousand 
bottles) worth 5.7 million U.S. dollars. According to the program, all endocrine centers have 
established the "School for diabetes", which for a five-year period of operation trained about 
10,000 patients.  

43. In Tajikistan there is a healthy lifestyle center, created in 2000. This center does coordinate 
all health-related public education campaigns conducted by regional cardiac, pulmonological 
oncology, endocrinology and other centers on their own, and in cooperation with the National 
Healthy Lifestyle Center on a permanent basis. It provides educational seminars for doctors and 
the public on the prevention of risk factors for most problematic diseases such as hypertension, 
coronary heart disease, diabetes and cancer in various media. Since 2006 Tajikistan regularly 
holds the "World Day against diabetes" with the support of government agencies, 
pharmaceutical companies, international organizations and NGOs.  

44. Another major problem in health care in Tajikistan is malignant neoplasms. It is known that 
every year all over the world more than 9 million cancer cases are registered and 5 million 
people die from cancer. In developed countries it is the second leading cause of death. 
Epidemiological studies in recent years show similar trends and in developing countries. The 
main factors contributing to such spread of cancer are an increasing proportion of the older age 
groups in all populations, increased incidence of some cancers, particularly lung cancer from 
smoking tobacco.  

45. According to the WHO, it is likely that in the next 25 years there will be 300 million new 
cancer cases and 200 million deaths from cancer, and nearly 2/3 of them will be in developing 
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countries. Therefore, the problems of cancer are on the list of priority health problems of our 
country.  

46. In Tajikistan, as in all developing countries, cancer tends to increase. According to the 
National Center for Health Statistics and Information, about 3,000 new cases are annually 
registered in the country and in 2010 the incidence rate of this group of diseases reached 37.8 
per 100 thousand population. Naturally, they are a serious problem, both for the state and for 
society as a whole.  

47. In the period of 2005-2010, the primary incidence rate in Tajikistan rose from 28.7 to 37.8 
per 100 thousand population with the reported higher incidence rate in women compared to 
men (43.1 vs. 34.6 per 100 thousand population in 2010). In the last decade, malignant breast 
cancer and cervical cancer occupy the first place in the structure of the malignant tumor 
incidence of female population. Each year over 300 new cases of breast cancer and 250 cases of 
cervical cancer are reported.  

48. Of particular concern today is rejuvenation of the contingent that gets sick and negative 
trend of increasing rare and more aggressive forms of cancer. Newly diagnosed cancer patients 
make up the vast majority of people in rural areas (65.4%).  

49. As part of the "National Program on the diagnosis and treatment of cancer in the Republic 
of Tajikistan for 2010 - 2015 years” (adopted on October 31, 2009, № 587), the structure of 
cancer services has undergone fundamental changes aimed at organizing and modernization of 
regional cancer centers. Thus, in the two major cities in Khatlon, Kulyab and Kurgan-Tube, well-
equipped regional cancer centers have been commissioned with mammography equipment 
first installed for detection and early diagnosis of breast cancer in Kulob Cancer Center. Training 
of personnel and equipment for these centers have enabled these institutions to improve 
access and quality of provision of specialized cancer care to the people of the region  

50. The level and quality of provision of specialist-cancer care is directly related to material 
investments, the state of the material - technical base of institutions and training. Over the past 
10 years, the state budget allocations were thirty-fold increased for development of cancer 
services in the country. Thus, the funds received by the Cancer Research Center totaled 62,700 
TJS in 2000 vs. 2,196,978 TJS in 2010.  

51. In the period of 2005-2010, the installed equipment for external beam radiation therapy 
(TERAGAM production of Czech Republic), the planning system and simulator for radiation 
treatment (manufactured in the USA), beam equipment for intracavitary radiotherapy (braheo-
therapeutic device made in Germany) enabled receiving proper radical radiotherapy in the 
country without having to travel abroad.  

52. Another major problem in Tajikistan is respiratory diseases. By primary incidence rates, they 
take the first place. Over the last 10 years, registration of respiratory diseases in primary uptake 
has almost two-fold increased (from 5,200 to 11,672 per 100,000 population).  
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53. Analysis of the primary incidence rates of respiratory diseases for the period of 2000-2010, 
shows its doubled growth from 5262.0 to 11399.6 per 100 thousand population.  

54. Comparative analysis of the number of reported cases of asthma has indicated its steady 
increase: from 138 and 140 cases in men and women in 2000 to 3,375 and 3,391 cases in men 
and women in 2009, respectively. There is no statistically significant difference by gender 
observed. The same trends are reported for bronchiectasis and chronic obstructive pulmonary 
disease.  

55. In terms of chronic bronchitis incidence rates, they also tend to increase by registered 
cases. In addition, the gender differentiation is noted: in men this diagnosis was detected 
significantly more often than in women (17 488 male cases against 16,106 female cases in 
2009). At the same time it should be noted that the mortality rate of this group of diseases has 
two-fold declined from 58.2 (2000) to 29.0 (2010).  

56. Hospital mortality rates from respiratory diseases in recent years seem to be relatively 
stable in numbers with no significant variability both by year and region and range from 0.1 to 
0.3 per 100 patients of relevant age.  

57. In Tajikistan, the injury has traditionally been one of the major causes in the structure of 
overall morbidity, mortality and disability, and, until recently, tended to a steady progression 
due to socio-economic changes, relatively weak material and technical conditions of trauma 
care service, increased risk of injuries in employment of the general population  in the works 
with the primary use of manual labor in the countryside with a high degree of risk, the leading 
role of vehicles in movement  of people in mountainous terrain and transportation of national 
economic goods, along with  climatic and geographical characteristics of Tajikistan, and the 
relatively poor road infrastructure, worsening living conditions and other factors. In Tajikistan 
up to 138,200 different kinds of injuries are annually registered nationwide. In the total 
incidence structure injuries are in fourth place, they go the fourth in the causes of death, the 
second in temporary disability and the third in primary disability. Growth and qualitative 
change of the injury is currently of particular concern. Today, in Tajikistan is marked the 
increase in the proportion of multiple and associated injuries, open fractures and complications 
of injuries, as well as the increased proportion of household (from 18.4 to 31.8%), street (from 
17.1 to 29.6%), road transport (from 19.6 to 22.9%) and fire (from 0.1 to 2.6%) injuries. 
Meanwhile there is a decrease in job-related (occupational) accidents from 35.0 to 4.6% but 
increased traumatism of children. Injury analysis showed that in its structure males prevail 
(70.2%), especially of working age. In general, in recent years, the share of injuries in the 
morbidity pattern was 5.6%. Of the above number of injured people, 65.0% and 12.3-43.8% of 
cases constitute temporary and persistent disability, respectively. 

58. The steady progression of the traumatism rate, the lack of clear mechanisms for inter-
sectoral collaboration on this issue, the exceptional complexity of the rehabilitation of the 
victims with a relatively weak material and technical support, as well as adoption of the 
"Concept of Healthcare Reform  of the Republic of Tajikistan" directed on ensuring equal access 
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to health services that meet the needs and requirements of the poor by strengthening primary 
health care necessitated  taking urgent national scale actions.  

59. Given the above, in 2010 the Government of RT enacted National program "Injury 
prevention, diagnosis and treatment of injuries and their consequences in the Republic of 
Tajikistan for 2010 - 2015". The main objectives of this program are to prevent and reduce the 
proportion of deaths and disability from injuries by reducing or minimizing the impact of risk 
factors for injuries, educate doctors – traumatologists with modern technologies and principles 
of treatment of injuries and provide trauma and orthopedic departments with modern 
equipment for treatment of the musculoskeletal system injuries, promoting medical knowledge 
on injury prevention and public awareness on first aid in case of injuries and integrating the 
program into the NCDs prevention and control strategy. 

 

7. Prospective actions of relevant ministries and agencies 

60. In order to achieve the objectives of this Strategy, the ministries and departments take the 
following appropriate steps. 

61. Ministry of Agriculture: provision of eco-friendly meat and dairy products, grain legumes, 
vegetables and fruits produced domestically. 

62. Research Nutrition Institute of the Ministry of Energy and Industry of the Republic of 
Tajikistan and the Ministry of Health: develop and provide informational materials on the diet 
of children and adults in the Republic of Tajikistan. 

63. The Ministry of Internal Affairs: monitoring the implementation of the law on restricted use 
of tobacco and tobacco products, ensuring traffic safety and control the degree of meeting by 
vehicles  the environment-friendly requirements or standards. 

64. The Ministry of Health within the state budget allocations shall ensure earmarked funding 
for prevention programs for the control of NCDs and injuries. 

65. The Ministry of Trade and Economic Development: providing network expansion and 
increase the availability of dietary nutrition; planning elaboration of investment projects aimed 
at the NCDs prevention. 

66. Ministry of Education: adaptation and implementation of educational programs on healthy 
lifestyles and combat NCD risk factors in educational and training programs of preschool 
institutions, schools, universities and technical colleges. 

67. Ministry of Labor and Social Security jointly with the Tajik Institute of disability expertise 
and medical rehabilitation of the Ministry of Labor and Social Security: develop and provide 
measures for sustainable reduction of NCDs-resulted disability and effective rehabilitation of 
handicapped. 
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68. The Ministry of Transport and Communications: reduce road traffic injuries by improving 
road safety and transport communications (timely road maintenance and repair, their lighting, 
allocation of sectors for bicyclist trafficking (tracks), etc.), provide appropriate assistance to the 
infrastructure of emergency medical care in case of accidents, ensuring the comfort and safety 
of movement of disabled people. 

69. Statistics agency under the Office of the President of the Republic of Tajikistan and the 
National Center for Health Statistics: ensuring availability of reliable statistical information on 
the dynamics of morbidity, mortality and disability in the population of cities and regions of 
Tajikistan, integration in statistical reporting the most significant factors of NCDs; opening sites 
for the dissemination of basic statistical information except for the legally established 
restrictions; 

70. Todzhikstandart Agency jointly with the State epidemiological surveillance service and 
customs authorities of the Government of the Republic of Tajikistan: ensuring quality control of 
the domestic market and import of food products for carcinogenicity, non-market of genetically 
modified and counterfeit, substandard products. 

71. State Financial Control and Anti-corruption Agency: exercising control of targeted funding 
allocated for prevention of NCDs and injuries. 

72. The Committee for Environment Protection under the Government of the Republic of 
Tajikistan: ensure environmental security and control of technical facilities and vehicles, 
industrial, agricultural enterprises and private businesses/entrepreneurs. 

73. Youth and Sports Committee together with the Committee on Women's Affairs: inculcating 
the public, especially the young, healthy living habits, arrangements of permanent recreational 
sports activities. 

74. Committee for Television and Radio Broadcasting, in conjunction with other media 
(newspapers, magazines, Internet): coverage and promotion of healthy lifestyles to combat risk 
factors for non-communicable diseases, through the creation of programs and public service 
announcements. 

75. Committee for Religious Affairs of the Government of the Republic of Tajikistan: increased 
participation of religious organizations in promoting the implementation of healthy lifestyles, 
and disseminate public hygiene practices necessary for NCD and injury prevention (cessation of 
smoking, alcoholism, physical inactivity, obesity and unhealthy food, exclusion of violence 
against women and children). 

76. Communications Agency under the Government of Tajikistan: ensure continuous and 
quality communication over the Internet reaching population with current and accessible 
information on healthy lifestyles, NCDs and reducing injuries. 

77. Tadzhikpotrebsoyuz together with the local authorities of cities and districts: organizing 
network of invalid food or clinical nutrition services. 
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8. Indicators - the Strategy’s final goal  

Table 5 

№ Control indicator  Year of 
achievement  

1. Reduction in the prevalence of individual risk factors for 
coronary heart disease (CHD) 
 Reduce smoking and use of tobacco products 
(nasvay)   
by 5% 
by 10% 
by 20% 
 Inactivity factor by 15% 
 Factor of overweight and obesity by 10% 

2013 

2017 

2023 

2017 

2023 

2. Reducing the prevalence rate of hypertension in Tajikistan 
by 3-5%  

2017-2023 
continuously 

3. 2% reduction of hospital mortality from acute myocardial 
infarction 

2015-2023 

4. Reduced the rate of disability in CHD by 5-7% 2020 
continuously 

5. The decline in mortality rate from broncho-pulmonary 
diseases by 0,5-1% 

2017 
continuously 

6. Improving the detection of COPD by 4-5%  2020 
continuously 

7. Improving primary detection of the initial stages (I-II 
degrees) of cancer by 8%. 

2015-2023 

continuously 

8. Improvement of coefficients of one- and five -year survival 
of patients with malignant tumors. 

2023 
continuously 

9. Reducing economic costs of treating patients in the early 
stages of the disease  

2020 
continuously 

10. Decline in temporary and permanent disability of persons 
injured by 5%  

 2020 
continuously 

11. Reduce temporary and permanent disability of persons 
injured by 7% 

2020 
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continuously 

12. Reduced mortality in traumatic injuries by 0,5-1,0%   2020 
continuously 

 

9. Plan of development and implementation of the Program on integrated prevention of non-
communicable diseases and injuries in the regions of the Republic of Tajikistan 

78. The Program for Integrated Prevention of Non-communicable Diseases and Injuries in the 
RT (province, city and district) (hereinafter the Program) will be developed and approved by 
local authority with appointed responsible persons for the program implementation plan along 
with nominated regional leaders and program audits. 

79. The aim of the project with the defined proposed outcomes for the improvement of specific 
health indicators, leading to disability and mortality in the working age. For example: reducing 
the number of amputations of the lower limbs in result of occlusive disease, or a decrease in 
the number of diabetes complications (leg amputation, blindness, nephropathy), or reduction 
in mortality from myocardial infarction in the working-age population, reducing the frequency 
and severity of myocardial infarction and stroke in working age, or the decreased in incidence 
of cancer of the mouth, respiratory tract, lungs, or curtailed household consumer and transport 
accidents, etc. 

80. Brief characteristic of health indicators in urban and rural areas that are expected to get 
improved through implementation of preventive interventions. 

81. The territory and the populations covered by the integrated preventive interventions. 
Should specify a city, urban / rural health center, doctor’s sites, factory (ginnery, chemical 
plant, Talco\ smelting plant, etc.), university, school, etc., along with the population profile, 
reached  by  the carried out preventive measures (number, age, gender, occupational status, 
etc.). 

82. Risk factors for non-communicable diseases, which incidence rates are expected to have an 
integrated impact. The WHO recommends all or some of the following risk factors: 

• Arterial hypertension; 

• Smoking tobacco; 

• Overweight; 

• Diabetes or pre-diabetes; 

• Lack of physical activity; 

• Mental stress; 

• Use of alcohol and drugs. 
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83. Based on the specific conditions of the region, where the integrated prevention program is 
implemented, it may include occupational factors, environmental factors, national and regional 
food habits, family history, etc. 

84. It should be sought to completely eliminate correctable factors, as they are less time-
consuming to measure in the prophylactic examinations, clinical examinations. 

85. Methods of prevention interventions should be given special attention, as the CINDY 
program basically is a program of preventive effect on the population rather than  the study of 
incidence, what, unfortunately, most of the programs are completed. Preventive activities 
relate to both health measures, such as in the medical examination and preventive 
examinations of the population and measures of sanitary nature; educational measures – 
educating the covered by the project population on healthy lifestyle. The protocol reflects the 
activities directed at reducing both those risk factors, which are determined by the project 
objectives and which are supposed to evaluate the process of preventive interventions and the 
workplace rehabilitation measures, streamlining nutrition/food diet and interventions to 
mitigate the risk factors through health institutions that  require changes in technology of  
medical examination of the population. In particular, people, who have risk factors or disease, 
the occurrence of which is associated with these risk factors should be sure to get the 
necessary preventive advice through group preventive exposure, individual recommendations 
made orally or in writing (memo, lifestyle recipe, etc.) through a variety of plays/games, rides, 
fairs, flyers, newspapers and etc. 

86. Numerous methodological literature in available on methods of carrying out prevention 
interventions. Secondary prevention, aimed at reducing the risk of complications, sustainable 
health defects and disabilities, is implemented through individual patient rehabilitation 
program controlled during clinical examination. 

87. Human resources or staff that support up examinations (routine inspections) and realize 
preventive interventions. Specific experts must be identified and they should be trained on the 
protocol and its implementation. Each full-time and part-time senior specialist health 
authorities must find the resources and cooperate with the local authorities in organizing a 
screening of the population on risk factors for the most common and problematic diseases. 

88. The number of persons and timeframe of a survey to establish the basic characteristics of 
health indicators related to the purpose of preventive interventions. Control examinations and 
tests are carried out in samples of the population covered by the project (at least 200 people in 
the 10-year age group, separately for men and women). If covered, for example, population 
aged 20-70, size of samples have to be at least 1,000 men and 1,000 women. 

89. Control of preventive interventions process. It is done by controlling the level of specific 
measurable risk factors in individual samples of the population covered by the demonstration 
project every 1.5-2 years. It is advisable to combine this work with the routine baseline medical 
examination of the population, reached by the project. 
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90. Control of preventive interventions effect. It’s indicated in which years and how the quality 
of the attained goal will be assessed, that is, percentage of decreased disability and mortality in 
the working age population from stroke, heart attack, lung cancer, and other localizations that 
are associated with selected risk factors. Effect control or monitoring is carried out by the so-
called endpoints, rather than volume of the work done. 

91. Integrating medical labor force that is not traditionally engaged in preventive care in order 
to reduce non-communicable diseases (health (medical, sanitary) service, drug treatment 
services, nursing clinics, health centers, etc.). The protocol defines the specific tasks of the 
Services. 

92. Integrating non-health sectors, that is, raising the issue of lifestyle modification in reducing 
risk factors for non-communicable diseases and involving labor force and professionals working 
in organizations of other ministries, departments and public organizations. 

93. It is well known that health services are able to affect only 10% of the capacity of the 
healthy population, and 90% of your health is determined by lifestyle, working conditions, 
environment, diet, hereditary factors. Similarly, as clean air and clean water, the quality and 
variety of food are essential for human health. The health is influenced not only by the health 
sector but also agriculture, trade, food and meat and dairy industry and other sectors related to 
food availability. Providing access to a variety of healthy and safe food is one of the best ways 
to improve health. Accordingly, WHO Europe developed proposals for health professionals that 
contain the famous "Twelve steps/stages of healthy eating", again having a recommendation 
nature  in view of the fact that every nationality, ethnic group, every region has its own, specific 
traditions and food culture. 

94. The Program for prevention of NCDs and injuries suggests that the protocol will identify the 
tasks followed by implemented preventive measures, based on the immediate needs of each 
Service. For example, the executive committee of the Council, on whose territory the project is 
realized, through making its decision shall recruit subordinate services: health, education, 
media, sports, trade and public catering, social welfare, culture, job safety and environment 
protection, police and traffic police. Managers of enterprises and institutions should be tasked 
with labor protection, for the development of technologies of minimal hazardous for health, 
sanitation of workers, creating a healthy psychological climate in the team, the introduction of 
incentives for those who stay healthy, with no sick leave, etc. Education authorities must, for 
example, through the school curriculum, work with parents, students and their families to 
provide education of children for a healthy lifestyle (no smoking, raise their cultural level, take 
exercise, eat right, etc.). Institutions of agriculture, trade and public catering/food service 
should take steps to grow, deliver to the trading network, advertising of food capable of 
maintaining the health of the population, based on the population’s real and especially low-
income, as these groups of people are the most numerous and give a major negative morbidity, 
disability and mortality in the working age population. 

95. Each service has, as part of its functions, assignments that directly or indirectly affect 
human health. The program requires availability at each service of its plans to achieve the goal. 
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The result of integration of efforts of non-medical sectors is estimated through the random 
surveys carried out by health care institutions. 

96. Preventive effects on the population should not be intrusive and excessive or very 
expensive if the effect is dubious. It’s also necessary to eliminate the appearance of 
"kompaneyshina/companionable spirit" and "populism" that is very typical for us. One should 
choose measures based on specific conditions, traditions and habits of the population, its 
educational and cultural level, etc. Religious denominations can make important contribution 
on these questions of formation of moral health. 

97. Experience in the United States, Britain, Canada, France and Finland shows that the 
cheapest and most effective way is the active involvement of the media, where medical 
practice and science basically play a methodological role. 

98. This project provides for the active involvement of civil society organizations, especially 
those working with the broad masses of the population and being publicly respected, for 
example, professional associations and movements, and national healing. Today through 
traditional healers the population is quickly heard both rational recreation ideas, and many 
unproven approaches, where success is questionable. It is advisable to establish cooperation 
with healers and help in testing rational approaches through demonstration projects, which are 
now beyond the capacity of social organizations and managed only by public health agencies. 
Such an approach would give way to rational concepts and articulate informed opinion about 
questionable or ineffective methods, in which the public is almost impossible to sort out. 
"Commercialization" of traditional medicine and healing should be excluded. 

99. As part of the Research Institute of Preventive Medicine of the Ministry of Health it is 
planning to set up a separate coordination structure. 

100. Funding for projects. It is assumed that funding will be allocated by local governments, 
which carry out the project(s). However, the successful experience of some countries shows the 
need to involve and extra budgetary sources. In Canada, for example, for 5 years of the 
program more than 350 projects were deployed. In this case, one dollar is invested by 
Government and 10 dollars are drawn from various other funds, companies, public 
organizations, private donations, funds of enterprises, etc. Specific target financial support for 
the projects undertaken by Ministry of Health should be both from the national/republican and 
local budgets. 

101. Project implementation units/bodies. The project Coordination Council is assigned, 
involving representatives of different services, and headed by the project manager. It is 
advisable, where possible, a specialist in the field of prevention of NCDs will be the head of the 
project or in addition to the project main manager (director), and the project supervisor will be 
appointed, which is very important in the early project stages. 

Since the project requires the implementation of a significant amount of non-standard work, 
financial incentives are needed to professionals involved in the organization of the project, the 
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development of documents, control surveys, group forms of preventive actions, preparing 
memos, information for professionals and the public. 

Projects at the level of cities, districts, regions should be led by one of the Vice Chairman of the 
Council/Board. 

 

10. Conclusion 

102. In Tajikistan, as in any developing country, there is a problem of non-communicable 
diseases, the severity of which naturally increases. In this case, the economic and human losses 
remain high and tend to grow with the population’s urbanization and aging along with current 
negative environmental impacts. The economic and financial crisis in modern society has 
exacerbated the situation. 

103. Meanwhile, the progress of modern medicine, effective health care reform is not possible 
without adequate funding. All this provides the enduring need to mobilize additional resources 
and ensure their more effective utilization in line with the highest priorities with parallel 
development of multiple-prevention interventions, differentially aimed at every individual and 
the collective, as well as to the entire population as a whole, taking into account the socio-
cultural, ethnic and climatic and geographical features of living with limited resources. In tajik 
society, more broad and effective involvement of public health is needed as public health is the 
science and art of disease preventing, prolonging active longevity and ensuring health through 
the organized efforts of all the structures and all the members of society. 

104. In accordance with these provisions, the Republic of Tajikistan, as a full member of the 
community of nations, as a representative of the ancient culture of mankind, responsibly 
recognizing the challenges of urbanization and environmental disasters, recognizing all the 
growing of life and humanity losses from NCDs and injuries, adheres to the WHO 
recommendations in terms of development and implementation of the Strategy for NCDs and 
injuries prevention and control  in the Republic of Tajikistan for the period of 2013-2023 years.  
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Multisectoral Plan of Action for Nutrition 

Republic of Tajikistan for 2021-2025 

1. Introduction

Overview 

1. This Multisectoral Nutrition Plan for the Republic of Tajikistan (RT),

henceforth referred to as ‘the Plan’, provides a summary of interventions

proposed to improve maternal and child nutrition status in Tajikistan from

2021 to 2025. The plan describes how actors across the different sectors can

invest in and contribute to the achievement of national development goals in

Tajikistan through a combination of high-impact nutrition actions and

interventions which address underlying causes, targeting those most at risk of

malnutrition.

2. The Plan is intended to facilitate the multisectoral coordination of national

and subnational actors implementing interventions to improve nutrition. It is

integral to the national policy of socioeconomic development and fulfils the

third strategic development objective of the National Development Strategy

of the Republic of Tajikistan for the Period up to 2030: ‘ensuring food security

and people’s access to good-quality nutrition’.

3. The Plan is aligned with international best practice and guidance and with the

World Health Assembly Global Nutrition Targets 2025 and Sustainable

Development Goals (SDGs) 2 targets, which have been adopted by the RT.

This Plan builds upon other plans, strategic documents and programmes

relating to health and nutrition in Tajikistan, including strategies for the

Health Sector, Food Security, Social Protection, School Feeding, the newly

adopted Law on Food Fortification and the upcoming the National 1000

Golden Days Communication Programme, as well as a number of donor-

supported programmes which include nutrition-related goals and activities.

4. Following the Scaling Up Nutrition (SUN) Movement Principles of a

multisectoral approach to nutrition and in recognition of the need for a

collective and coordinated national response to the nutrition challenges facing

the country, Tajikistan’s SUN Secretariat and SUN partners, has developed

this national Plan. Using the Common Results Framework developed in 2017

as a starting point, the Plan has been developed through extensive engagement

with government stakeholders, development partners, United Nations

agencies, international and national nongovernmental organisations, civil
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society and academia, as well as through analyses of secondary data, including 

recent national surveys and ongoing programmes. 

 

Background to the Scaling Up Nutrition Movement 

5. The importance of good nutrition for human development is demonstrated by 

its centrality to the achievement of the SDGs: at least 12 of these goals contain 

indicators highly relevant to nutrition. The consequences of undernutrition 

can be irreversible, particularly after the first 1,000 days (from conception to 

24 months of age), and include poor cognition and educational performance, 

low adult productivity and increased risk of noncommunicable disease in 

adult life. Undernutrition is intergenerational in nature; undernourished 

mothers are more likely to have undernourished babies of low birth weight, 

who in turn have an increased risk of morbidity and mortality, being stunted 

and becoming an undernourished parent with stunted children themselves. 

Overnutrition, characterised by overweight and obesity, is also a major 

determinant of noncommunicable diseases, such as heart disease, stroke and 

type 2 diabetes. 

6. The SUN Movement was initiated by the United Nations secretary-general in 

2010, following the publication of the landmark Lancet nutrition series in 

2008,i which identified undernutrition as a major global public health crisis 

and associated factor in over 3.5 million maternal and child deaths. The SUN 

Movement calls national governments to action in addressing malnutrition 

through scaling up high-impact nutrition interventions, in addition to those 

which address the multiple underlying pathways to malnutrition, and 60 

countries have now signed up to the Movement. 

7. Undernutrition in Tajikistan accounts for approximately 13 percent of 

disability-adjusted life years in children under 5 years of age and costs the 

country US$41 million annually through lost productivity due to increased 

mortality and reduced cognitive and physical development. Two-thirds of 

these losses are attributed to stunting, iodine deficiency and maternal and 

child anaemia, which represent the greatest burden of undernutrition in 

Tajikistan.  

8. These losses could be prevented by introduction and nationwide 

implementation of cost-effective and evidence-based interventions, such as 

promotion of optimal child feeding practices: early initiation of breastfeeding, 

exclusive breastfeeding until 6 months of age and timely and appropriate 

complementary feeding, together with continued breastfeeding to 24 months 
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of age, universal salt iodisation, micronutrient supplementation and 

management of severe and acute malnutrition. 

2. Nutrition Situational Analysis 

9. Although stunting rates in Tajikistan are improving, they are still the highest 

in the Central Asia region, and rates of micronutrient deficiency, including 

anaemia, vitamin A, folate and iodine deficiency, remain very high and 

represent severe public health problems. Overweight and obesity amongst 

women are on the rise in Tajikistan. 

10. Climate change, seasonal fluctuations in agricultural production and incomes, 

dependence on imported foods and price fluxes are all factors in Tajikistan 

which affect the availability, accessibility and affordability of adequately 

diverse diets, especially for growing children and pregnant and lactating 

women. 

11. Lack of knowledge and awareness about age-appropriate, adequate, diverse 

and nutritious diets result in poor infant and young child feeding practices, 

including inadequate complementary feeding of children 6 to 23 months of 

age (only 9 percent of children 6 to 23 months of age have a minimal 

acceptable dietii and low exclusive breastfeeding rate (36 percent). Suboptimal 

management of childhood illnesses, inadequate access to safe and clean water 

and poor hygiene and sanitation practices further impede improvements to 

nutritional outcomes for women and children. 

12. Multiple assessments, reports, and expert consultations on addressing 

malnutrition in a sustainable manner in Tajikistan have produced similar 

recommendations, including the following: creation of a supportive 

governance environment to enable coordinated and coherent multisectoral 

nutrition actions; defining of common goals for nutrition and multisectoral 

interventions to achieve these; improvements to the targeting of nutrition 

actions; and a focus on women and their empowerment. Interventions which 

promote a life cycle approach to improving nutrition—with a special focus on 

children under 2 years of age, adolescent girls and pregnant and lactating 

women—are also recommended. 
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3. Goals, Targets and Strategic Objectives of the Plan for the Republic 

of Tajikistan 

13. The Government of Tajikistan has demonstrated a clear commitment to 

tackling nutrition challenges. Tajikistan joined the SUN Movement in 2013, 

and nutrition became a priority in its own right, firmly rooted in the national 

development agenda; and both the World Health Assembly Global Nutrition 

Targets1 for 2025 and the SDG 22 have been formally adopted. The First 

Deputy Minister of Health was nominated as SUN Focal Point, and a SUN 

Secretariat was established, based within the Ministry of Health and Social 

Protection of the Population (MOHSPP), and supported by other government 

ministries and nongovernment partners, including United Nations Children’s 

Fund, GIZ (Gesellschaft für Internationale Zusammenarbeit), US Agency for 

International Development and the World Bank. This has facilitated the 

definition of shared goals and multisectoral actions to address the multiple 

and complex pathways to malnutrition, which are core principles of the SUN 

Movement, through the development of a Common Results Framework in 

2017. 

14. The overall goal of the Plan is to improve maternal and child nutrition status 

in Tajikistan by 2025. 

15. Nutrition targets associated with the achievement of this goal are: 

• 40 percent reduction in stunted children under 5 years of age between 2020 and 

2025. 

• 50 percent reduction in anaemia in women of reproductive age between 2020 and 

2025. 

• 30 percent reduction in low birthweight between 2020 and 2025. 

• No increase in childhood overweight between 2020 and 2025. 

• Reduction in and maintenance of childhood wasting to less than 5 percent by 

2025. 

• Reduction in adult overweight by 20 percent and adult obesity by 30 percent by 

2025. 

16. Four key strategic objectives have been identified through which the goal and 

target may be achieved: 

• Strategic Objective 1: Create an enabling political environment for improving 

nutrition in Tajikistan. 
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• Strategic Objective 2: Improve the quality and coverage of nutrition-specific 

interventions. 

• Strategic Objective 3: Improve the quality and coverage of nutrition-sensitive 

interventions. 

• Strategic Objective 4: Establish a mechanism for the ongoing collection, analysis 

and comparison of nutrition information from multiple sectors. 

• Each strategic direction is described below (Strategic Objective 3 has been 

divided into four subobjectives), together with their expected results.  

17. Detailed lists of actions by which the results will be achieved, responsible 

agencies and sources of funding can be found in the table following this 

section. 

§ Strategic Objective 1 

Create an enabling political environment for improving nutrition in the RT 

Result 1.1: A detailed multisectoral nutrition plan with financial and monitoring and 

evaluation (M&E) frameworks is in place by 2021.  

Result 1.2: Sectoral policies and plans are reviewed/updated to incorporate a core 

set of relevant nutrition actions and indicators at national and subnational levels 

(oblast, rayon, jamoat). 

Result 1.3: Government is dedicating resources to nutrition, and systems are in place 

to track nutrition finance by end 2021.  

Result 1.4: Multisectoral nutrition coordination mechanisms are functional at 

national and subnational levels (oblast, rayon, jamoat) by end 2022.  

§ Strategic Objective 2 

Improve the quality and coverage of nutrition-specific interventions 

Result 2.1: Capacity at national and subnational levels to provide appropriate 

support to improve maternal and child nutrition is enhanced.  

Result 2.2: A full package of nutrition-specific interventions is consistently 

integrated into basic health services at national and subnational levels (oblast, rayon 

and jamoat). 
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Result 2.3: Infant and young child feeding practices are improved. 

Result 2.4: Micronutrient status of children 6 to 59 months of age is improved. 

Result 2.5: Micronutrient status of women of reproductive age is improved. 

Result 2.6: Severely acutely malnourished children are treated with the appropriate 

treatment within Tajikistan inpatient and outpatient health facilities. 

Result 2.7: Rates of low birth weight are reduced and maintained. 

Result 2.8: Rates of overweight in children 6 to 59 months of age are maintained 

below 5.9 percent, rates of overweight in adults are reduced by 20 percent, and rates 

of obesity in adults are reduced by 30 percent. 

§ Strategic Objective 3 

20. Improve the quality and coverage of nutrition-sensitive interventions. This 

strategic objective has subobjectives that are outlined for the various sectors. 

21. Subobjective 3.1: Improve the quality and diversity of household diets in 

Tajikistan 

Result 3.1.1: Tajikistan agriculture policy facilitates nutrition-sensitive 

programming. 

Result 3.1.2: Knowledge of nutrition-sensitive agriculture is improved. 

Result 3.1.3: Food products available on the market and in retail outlets meet 

national quality standards. 

22. Subobjective 3.2: Reduce the incidence of infectious diseases amongst children 

0 to 59 months and women 15 to 49 years of age 

Result 3.2.1: Access to quality primary health care (family planning, antenatal care, 

postnatal care, integrated management of childhood illnesses) is increased for 

children 0 to 59 months and women 15 to 49 years of age. 

Result 3.2.2: Availability of and access to quality drinking water is improved for 

children 6 to 59 months and women 15 to 49 years of age. 

Result 3.2.3: Sanitation environment is improved. 
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Result 3.2.4: WASH-related policies facilitate nutrition-sensitive programming. 

Result 3.2.5: Knowledge on nutrition-sensitive WASH is improved. 

Result 3.2.6: Individual hygiene practices are improved. 

23. Subobjective 3.3: Prioritise vulnerable households with pregnant and lactating 

women and children 0 to 59 months of age in social protection programmes 

Result 3.3.1: Nutrition-sensitive components are included in the Tajikistan Social 

Protection Policy. 

Result 3.3.2: Knowledge of social protection workers on nutrition is increased. 

Result 3.3.3: Linkages to nutrition-specific and nutrition-sensitive services are 

established for vulnerable groups under social protection. 

24. Subobjective 3.4: Enhance the nutritional status of school-age children 

through improved nutrition education 

Result 3.4.1: Nutrition-sensitive components are included in Tajikistan Education 

Policy. 

Result 3.4.2: Education sector staff’s knowledge of nutrition of is increased. 

Result 3.4.3: The number of girls continuing education after receiving compulsory 

education is increased. 

Result 3.4.4: Nutrition status of school-age children is enhanced by improved 

knowledge through nutrition education in kindergarten, primary and secondary 

schools. 

Result 3.4.5: Health and nutritional status of school-age children is 

enhanced/protected by the provision of basic WASH services in kindergartens, 

primary schools and secondary schools. 

§ Strategic Objective 4 

25. Establish a mechanism for the ongoing collection, analysis and comparison of 

nutrition information from multiple sectors. 
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Result 4.1: All sectors collect, analyse and report on the relevant nutrition-related 

indicators required to report on the progress of Strategic Objectives 2 and 3. 

Result 4.2: A multisectoral nutrition information platform/system is established or 

integrated into the existing system for the collection, analysis, comparison, 

compilation and reporting of nutrition-specific and nutrition-sensitive indicators 

from the different sectors. 

Result 4.3: Regular progress reports (annual, midterm and final) are produced, 

which outline progress on nutrition indicators made across and within sectors. 

Result 4.4: Capacity-development needs in monitoring, evaluation and reporting are 

defined. 

4.  Actions Required for the Realisation of the Plan 

26. The strategy will be realised in line with the targets, actions and basic strategic 

axes of other ministerial strategies, including agriculture, education, health and 

social protection. 

27. To achieve the goal and objectives of this Plan, the following actions are 

required:  

- Validation by the Government of Tajikistan of this strategic document.  

- Determination of governance arrangements for the implementation of the Plan 

(see annex).  

- Organisational and coordination aspects of interested parties (including the 

issuing of an order for the contribution of the relevant ministries and departments 

in the development of the multisectoral plan).  

- Development of a detailed action plan by which the results listed above will be 

achieved (by oblast and district).  

- Full costing of the action plan.  

- Stable financing and planning. 
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5. Monitoring and Evaluation of the Progress and Realisation of the Plan 

28. In order to effectively monitor and evaluate the realisation of the strategy, it will 

be necessary to identify a central mechanism for data collection and analysis from 

the different sectors implicated, relating to progress of the various strategic axes of 

the Plan. 

29. A detailed M&E framework will be developed to track the progress and assess 

realisation of the Plan. Some indicators have already been outlined in the Common 

Results Framework and in an outline of an M&E framework in the annex of this 

document, and now there is a need for the establishment of baselines and end-line 

targets for each of the relevant ministries/departments.   

30. The M&E of strategy will be the responsibility of the SUN multi-stakeholder 

platform, led by the MOHSPP, together with the Ministry of Economy Development 

and Trade and other participating ministries. 

31. The MOHSPP is in charge of following normative regulations in ensuring quality 

of products and services for nutrition-specific interventions. 

32. The Ministry of Education and Science, together with the MOHSPP, is in charge 

of following normative regulations in ensuring quality of products and services 

for organisation of school feeding. 

33 . The TajikStandard Agency is responsible for technical regulation and other 

technical norms of the food / food production sector. 

34. Local government bodies, in line with the authority given, are responsible for 

providing necessary data for monitoring and for reporting on progress of plans, 

as well as providing other information for monitoring purposes. 

6.  Steps in Implementation of the Plan 

35. Actions to achieve the Plan by 2025 in the RT fall under the following stages: 

36. First stage (2020–2021): Consolidate/describe governance, accountability, 

management and coordination mechanisms for the Plan: 

o Integrate relevant nutrition targets into ministries’ respective plans and 

policies.  
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o Conduct an analysis of capacity-building needs (at all levels) to build capacity 

in nutrition across ministries and departments (an initial capacity assessment 

was conducted by MQSUN+ and is included as an annex to this document). 

o Based on the detailed implementation plan given in the annex for each 

strategic objective and result, develop a subnational implementation plan 

which includes management, coordination, financing and M&E 

arrangements. 

o Conduct a full costing of the implementation plan. 

o Define a financial framework and potential funding mechanisms for nutrition, 

as well as mechanisms to track both on-budget and off-budget spending on 

nutrition. 

37. Second stage (2020–2025): Execute the Plan through the funding (by both 

government and partners) and rollout of defined activities to improve nutritional 

status across Tajikistan according to the implementation plan agreed by sector 

and by region. 

7. Expected Results from Implementation of the Plan 

38. A multisectoral nutrition plan for the RT which addresses all the nutritional 

issues identified in section 2 through both nutrition-specific and nutrition-

sensitive interventions.  

39. Improved maternal and child nutrition status in the RT (as assessed through a 

Micronutrient Survey, Demographic Health Survey, Multiple Indicator Survey, 

etc.): 

- Stunting in children 0 to 59 months of age in the RT is reduced by 30 percent 

by end of 2025. 

- Wasting in children 6 to 59 months of age in the RT is consistently maintained 

at below 5 percent. 

- Micronutrient deficiencies (including vitamin A, iodine, iron-deficiency 

anaemia) in children 6 to 59 months and women 15 to 49 years of age are 

reduced. 
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- There is no increase in childhood overweight in the RT from 5.9 percent; 

overweight in adults is reduced by 20 percent; and obesity in adults is reduced 

by 30 percent. 
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Annex 1 

Approved by the Order of 

the Government of the Republic of Tajikistan 

as of 25th of February 2021, No.25 

 

Multisectoral Plan of Action for Nutrition Republic of Tajikistan 2021- 2025 

No. Activity Responsible Agency Time Frame Financial 

Source 

Strategic Objective 1: Create an enabling political environment for improving nutrition in Tajikistan  

1. Integrate relevant actions from the Plan into oblast and 

rayon policy and planning via sectors at subnational 

levels (oblast, rayon, jamoat). 

Ministry of Health and Social 

Protection of the Population; 

Ministry of Education and Science;  

Ministry of Agriculture;  

Ministry of Energy and Water 

Resources;  

Ministry of Economic Development 

and Trade;  

Ministry of Industry and New 

Technologies;  

Agency for Social Protection;  

TojikStandard Agency, Communal 

State Services  

2021  No financing 

required 

2. Conduct a full costing of the Plan. Ministry of Health and Social 

Protection of the Population; 

Ministry of Economic Development 

and Trade  

 

By end 2021 Support by 

funds from 

development 

partners 
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3. Engage donors to complement government spending 

according to the priorities identified in the nutrition 

plan.  

Ministry of Health and Social 

Protection of the Population;   

Ministry of Economic Development 

and Trade  

 

By end 2021 No financing 

required 

4. Create a financial reporting system which documents all 

resources committed/spent on nutrition-specific and 

nutrition-sensitive interventions (both government and 

donor funds). 

Ministry of Health and Social 

Protection of the Population;   

Ministry of Economic Development 

and Trade  

 

2021 No financing 

required 

5. Ensure nutrition coordination mechanisms at national 

and subnational levels (oblast, rayon, jamoat) which 

include designated representatives (Nutrition Focal 

Points) from agencies and ministries 

 

Ministry of Health and Social 

Protection of the Population   

2021 No financing 

required 

6 Conduct coordination meetings on /bimonthly basis (all 

levels). 

Ministry of Health and Social 

Protection of the Population   

2021-2025 No financing 

required 

7 Create linkages / communication channels between 

convenors and sectoral counterparts at national and 

oblast levels. 

Ministry of Health and Social 

Protection of the Population 

2021 No financing 

required 

8 Ensure consistent guidance and information sharing 

between the multi-stakeholder platform and 

subnational-level coordination mechanisms, including 

awareness-raising messaging, behaviour change 

communication materials, specific guidelines and 

collection of data for reporting on indicators.        

Ministry of Health and Social 

Protection of the Population 

2021-2025  No financing 

required 

Strategic Objective 2: Improve the quality and coverage of nutrition-specific interventions  

9. Conduct an assessment of the nutrition workforce and 

capacity of the health sector at all levels:  

- Policy and management.  

Ministry of Health and Social 

Protection of the Population 

2021 Support by 

funds from 

development 

partners 
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- Staff at inpatient and outpatient health care 

facilities;  

- Community-based health workers and volunteers 

(to supervise / carry out nutrition-specific 

interventions at the national and subnational levels). 

10 Identify the competencies required to provide the 

appropriate support to improve maternal and child 

nutrition:  

- Technical, management.  

- Leadership.  

- Coordination.  

- Implementation.  

- Logistics. 

 

 

Ministry of Health and Social 

Protection of the Population 

2021 Support by 

funds from 

development 

partners 

11.  Elaborate on training needs and develop a full training 

plan and a competency framework for nutrition. 

Ministry of Health and Social 

Protection of the Population 

2021 Support by 

funds from 

development 

partners 

12 Develop a universal nutrition training package for 

primary health care workers, including Training of 

Trainers and a full set of modules: 

• Introduction to nutrition-specific actions. 

• Maternal diet during pregnancy and lactation. 

• Micronutrient deficiencies. 

• Zinc and oral rehydration salts. 

• Infant and young child feeding (IYCF). 

• Integrated Management of Acute Malnutrition 

(IMAM). 

Ministry of Health and Social 

Protection of the Population 

2021 Support by 

funds from 

development 

partners 
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13. Conduct two 7-day Training of Trainers  Ministry of Health and Social 

Protection of the Population 

2021 - 2023 Support by 

funds from 

development 

partners 

14. Rollout of training modules to provide in-service 

training for all cadres of health care professionals at all 

levels. 

Ministry of Health and Social 

Protection of the Population 

2021  Support by 

funds from 

development 

partners 

15. Ensure training to new cadres of workers, including 

periodic refresher trainings for existing staff. 

Ministry of Health and Social 

Protection of the Population 

 Support by 

funds from 

development 

partners 

16. Determine any additional nutrition-related positions 

required or adjustments to existing post-holder job 

descriptions, as well as the scope of work at the 

different levels (national, oblast, rayon and jamoat). 

Ministry of Health and Social 

Protection of the Population 

By end 2021 Within the 

budget of 

MoHSPP  

17 Establish a unit under the Republican Centre of 

Nutrition of Ministry of Health and Social Protection of 

the Population dedicated to the oversight of nutrition-

specific activities. 

Ministry of Health and Social 

Protection of the Population  

 

2021 Within the 

budget of 

MoHSPP 

18. Develop curricula for post-secondary nutrition training 

(e.g. Diploma in Public Health Nutrition). 

 

 

Ministries of Health and Social 

Protection of the Population, 

education and sciences, industry and 

new technology  

2021- 2025 Support by 

funds from 

development 

partners 

19. Train three Masters of Nutrition students per year on 

regional/international courses. 

Ministries of Health and Social 

Protection of the Population, 

education and sciences, industry and 

new technology 

2021-2025 Support by 

funds from 

development 

partners 
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20 Produce a detailed outline of the minimum expected 

package of nutrition-specific interventions to be 

implemented throughout health facilities. This should 

cover: 

• Counselling on maternal diet during pregnancy and 

lactation 

• Promotion of dietary diversity 

• Prevention and treatment of micronutrient 

deficiencies 

• Deworming 

• Zinc and oral rehydration salts for the treatment of 

diarrhoea 

• IYCF 

• IMAM 

• Growth monitoring 

• Prevention and management of overweight and 

obesity 

Ministry of Health and Social 

Protection of the Population  

2021-2025 No financing 

required 

21. Conduct a full review and, where necessary, 

develop/update existing guidelines on each nutrition-

specific topic to be in line with most recent World 

Health Organization (WHO) guidelines and National 

Health Strategy 2030. 

Ministry of Health and Social 

Protection of the Population  

2021-2025 Support by 

funds from 

development 

partners 

22. Monitor the dissemination and integration of a package 

of nutrition-specific interventions for all oblast, rayon 

and jamoat levels. 

Ministry of Health and Social 

Protection of the Population  

2021 Support by 

funds from 

development 

partners 

23. Produce/adapt and disseminate clear guidance, tools 

and materials for promotion of optimal IYCF practices. 

This should include: 

Ministry of Health and Social 

Protection of the Population  

2021-2025  Support by 

funds from 

development 

partners 
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• Dissemination and implementation of the 

government of Tajikistan’s First 1,000 Golden Days 

communication programme. 

• Enforcement of the International Code of Marketing 

of Breast-milk Substitutes; improvement of 

maternity protection in the workplace; scaling up of 

the Baby-Friendly Hospital Initiative and 

familiarity of  hospitals and other health facilities 

with, and their application of, the 10 Steps to 

Successful Breastfeeding.iii  

• Early initiation of breastfeeding within 60 minutes 

of birth and the use of colostrum. 

• Exclusive breastfeeding to 6 months of age. 

• Guidance on feeding pre-term / low birthweight 

infants. 

• Continued breastfeeding up to 24 months of age. 

• Maternal nutrition and health during lactation. 

• Updated WHO guidance on infant feeding in the 

context of HIV. 

• Guidance on feeding with breastmilk substitutes. 

• Optimal complementary feeding for children 6 to 23 

months of age with continued breastfeeding to 2 

years of age and beyond, including reference to: 

o Guiding principles for the complementary 

feeding of the breastfed child (World Health 

Assembly / United Nations Children’s Fund 

Executive Board 2002). 

A-7-17



o Guiding principles of the complementary 

feeding of non-breastfed children 6 to 23 

months of age (WHO 2005).  

o First foods. 

o Guidance on frequency, adequacy, diversity, 

safety and consistency of feeds, responsive 

feeding and snacks for different age groups 6 to 

8 months, 9 to 11 months, 12 to 23 months of 

age. 

• Optimal care of sick children. 

• Improvement in health worker knowledge on key 

practices to support IYCF. 

• Improvement in health worker skills in counselling 

mothers and caregivers to support optimal 

breastfeeding and complementary feeding. 

• Monitoring and tracking of progress. 

• Essential hygiene actions, including use of sanitary 

latrines, safe disposal of child faeces, handwashing 

with soap at critical moments and safe disposal of 

child’s faeces, safety of food storage and food 

preparation, environmental hygiene. 

• Information on food safety, including use of 

existing Tajik materials, ‘The Five Keys of Food 

Safety’.  

24. Increase quality and coverage of existing micronutrient 

supplementation interventions (vitamin A, 

micronutrient powder) through provision of training of 

health workers on vitamin A and micronutrient powder 

supplementation. Update and disseminate guidance on 

Ministries of Health and Social 

Protection of the Population, 

education and science, industry and 

new technology, Agency of Social 

2020 -2021 Support by 

funds from 

development 

partners 
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vitamin A and micronutrient powder supplementation 

to all health facilities. 

Protection, Food security committee, 

communal service 

25. Increase quality and coverage of existing micronutrient 

supplementation interventions (vitamin A, 

micronutrient powder) through provision of training of 

health workers on vitamin A and micronutrient powder 

supplementation 

Ministry of Health and Social 

Protection of the Population 

2020 -2021 Support by 

funds from 

development 

partners 

26. Increase coverage of deworming interventions as 

appropriate. 

  

Review and revise national deworming guidance. 

 

Produce and disseminate promotional materials. 

Ministry of Health and Social 

Protection of the Population 

2021-2025 Support by 

funds from 

development 

partners 

27 Promote production and consumption of locally 

available micronutrient rich foods (vitamin A and iron). 

Ministries of Health and Social 

Protection of the Population, 

education and science, industry and 

new technology, agriculture; 

TOJIKSTANDARD, Food Security 

committee, civil society and private 

sector 

2020 onwards Support by 

funds from 

development 

partners  

28 Promote and increase consumption of locally available 

vitamin A–rich foods, such as yellow and orange 

fleshed fruits (e.g. apricots, persimmons), vegetables 

(carrots, pumpkins, red and yellow peppers, green leafy 

vegetables) and liver.   

This includes production of promotional leaflets, TV 

and radio broadcasts, training of health workers. 

Ministries of Health and Social 

Protection of the Population, 

education and science, industry and 

new technology, agriculture; 

TOJIKSTANDARD, Food Security 

committee, civil society and private 

sector 

2020 onwards Support by 

funds from 

development 

partners 

29 Develop national standards and guidelines for 

supplementation of iron and folic acid and their 

implementation at primary health care institutions. 

Ministry of Health and Social 

Protection of the Population 

2021 Support by 

funds from 

development 

partners 
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30 Promote folic acid through the Civil Registration 

Offices / jamoats to the married-to-be couples.  

Ministry of Health and Social 

Protection of the Population 

2021-2025  Funding within 

the budget 

from MoHSPP 

31 Provide intermittent iron / folic acid supplementation of 

women of reproductive age through primary health care 

facilities.  

 

Promote intermittent iron and folic acid 

supplementation, recommended for menstruating 

women living in settings where prevalence of anaemia 

is 20% or higher, as is the case in Tajikistan. Before 

commencing supplementation, accurate measurement 

of maternal blood haemoglobin (Hb) concentration is 

needed to confirm absence of anaemia. 

Ministry of Health and Social 

Protection of the Population 

2021-2025 Support by 

funds from 

development 

partners 

32 Ensure daily supplementation of pregnant women as 

early as possible in, and for the duration of, pregnancy 

with 30-60 mg and 0.4mg folic acid (combined with 

iron). If anaemia in pregnant women is at least 40%, a 

daily dose of 60 mg of 

elemental iron is preferred over a lower dose. If a 

woman is diagnosed with anaemia during pregnancy, 

her daily elemental iron should be increased to 120 mg 

until her Hb concentration rises to normal (Hb 110 g/L 

or higher) (34, 51). Thereafter, WHO standard should 

be followed 

the standard daily antenatal iron dose to prevent 

recurrence of anaemia.  

Ministry of Health and Social 

Protection of the Population 

2020 onwards Support by 

funds from 

development 

partners 

33 Provide treatment of anaemia (Hb <110g/L) in pregnant 

women with 120 mg elemental iron and 0.4 mg of folic 

acid until concentration rises to normal. 

Ministry of Health and Social 

Protection of the Population 

2021-2025 Support by 

funds from 

development 

partners 
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34 Promote consumption of locally available folate-rich 

foods: dark leafy green vegetables, pulses, nuts and 

seeds, citrus fruits. 

Ministry of Health and Social 

Protection of the Population; 

Ministry of Agriculture; 

Ministry of Economic Development 

and Trade  

2021-2025 Support by 

funds from 

development 

partners  

35 Ensure availability of and promote use of adequately 

iodised salt (>15 parts per million [ppm]) and raise 

awareness of consumer rights. This includes: 

• Strengthening of salt iodisation within national 

action plan on food fortification. 

• National coverage assessment. 

• Production of promotional materials and TV/radio 

promotion. 

• Decree on exemptions of taxes / import duties for 

potassium iodate. 

Ministries of Health and Social 

Protection of the Population; Industry 

and New Technologies; Internal 

Affairs, Education and Science; 

Anticorruption Agency; Committees 

of TV and radio, food security, mass 

media   

2020 onwards Support by 

funds from 

development 

partners 

36.  Improving of legislation of the Republic of Tajikistan 

on food safety  

Ministries of Health and Social 

Protection of the Population 

2021-2025 No financing 

required 

37. Create a revolving fund for the centralised supply of 

potassium iodate for operating salt producers. This 

includes: 

• Approval of the creation of a revolving fund. 

• Establishment of a financial plan/mechanism for the 

revolving fund. 

Ministries of Health and Social 

Protection of the Population; Industry 

and New Technologies;  

State Unitary Enterprise Khurokvori 

2021-2025  Financing 

within the 

sectoral budget  

38.  Regulation of production, distribution and monitoring 

of fortified food 

Ministries of Health and Social 

Protection of the Population; Industry 

and New Technologies 

2021-2025 Financing 

within the 

sectoral budget 

39. Strengthen the capacity of regulatory agencies  Ministry of Health and Social 

Protection of the Population  

TOJIKSTANDARD Agency 

2021  Support by 

funds from 

development 

partners 
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40 Enact the national law on the fortification of food 

products. This includes: 

• Approval of technical specifications for all food 

vehicles and micronutrient premixes. 

• Approval of National Food Fortification 

Programme. 

• Reduction of taxes and duties for premix and 

fortification equipment. 

• Inclusion of essential minerals and vitamins into the 

list of essential drugs. 

• Ensuring fortification equipment is available at all 

private-sector companies which should be 

fortifying their products. 

• Building capacity of private-sector companies in 

fortification. 

• Creating a label for fortified food. 

• Producing Food Fortification Manuals for private-

sector companies. 

Ministry of Health and Social 

Protection of the Population; 

Ministry of Industry and New 

Technologies; 

TOJIKSTANDARD Agency 

2020 onwards Funding from 

private sector 

41. Establish an M&E system for measuring the 

effectiveness of the food fortification programme and 

ensuring compliance. 

 

Ensure at least one fortification laboratory is available 

at the national level for inspection of fortified food. 

Ministry of Health and Social 

Protection of the Population; 

TOJIKSTANDARD Agency   

2020 onwards Funding from 

private sector 

42. Scale up the Integrate Management of Acute 

Malnutrition (IMAM) Programme in high-burden 

districts to achieve 100% coverage by end 2025. This 

includes:  

• Capacity-building of outpatient facility-based staff 

in outpatient treatment of severe acute malnutrition 

Ministries of Health and Social 

Protection of the Population, 

agriculture, Food Security 

Committee, microfinance banks, 

2021-2025 Support by 

funds from 

development 

partners 
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and capacity building of facility-based staff in 

inpatient management of complicated severe acute 

malnutrition. 

• Development and dissemination of IMAM training 

modules and guidelines. 

• Regular review of Tajikistan IMAM protocol. 

civil society, mass media, mobile 

companies 

43 Provide community screening, selection and referral for 

cases of severe acute malnutrition. 

 

Train Health Workers at the facility and community 

levels on identification, screening and referral of cases 

of acute malnutrition. 

Ministry of Health and Social 

Protection of the Population  

2021- 2025 No financing 

required 

44. Implement growth monitoring as per WHO Growth 

Standard. 

 

Train health workers (preservice and in-service) on 

growth monitoring. 

Ministry of Health and Social 

Protection of the Population  

2021- 2025 Support by 

funds from 

development 

partners 

45. Ensure anthropometric equipment at health facilities are 

in working condition and that staff are trained and 

aware of accuracy checks. 

 

Ensure, at a minimum, all health centres, provincial, 

district and city hospitals have two height/length 

measuring boards, two digital weighing scales, one to 

two boxes of mid-upper arm circumference (MUAC) 

tapes. 

Ministry of Health and Social 

Protection of the Population  

2021 -2025 Support by 

funds from 

development 

partners 

46 Link families with an acutely malnourished member to 

Social Protection services. 

 

Help health centres develop/improve links with social 

services and, where appropriate, refer families with an 

Ministry of Health and Social 

Protection of the Population  

2021-2025  Financing 

within the 

sectoral budget 
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acutely malnourished child for social protection 

support. 

47. Include adequate nutritional support to children with 

acute malnutrition targeted through social protection 

programmes. 

Ministry of Health and Social 

Protection of the Population  

2021-2025  Support by 

funds from 

development 

partners 

48. Educate adolescent girls about the importance of a 

balanced diet and increased nutritional requirements of 

pregnancy. 

 

Train Ministry of Education staff and primary and 

secondary school teachers to educate adolescent girls on 

importance of diet during pregnancy. 

 

Develop educational materials for schools. 

Ministry of Health and Social 

Protection of the Population; 

Ministry of Science and Education, 

Committees of women affairs, TV 

and radio, other mass media 

2021 -2025 Support by 

funds from 

development 

partners 

49. Provide counselling for pregnant women on increased 

nutritional requirements of pregnancy and on 

breastfeeding. This includes: 

• Reviewing and updating national protocol. 

• Training of health workers. 

• Producing promotional materials and TV/radio 

campaigns. 

Ministry of Health and Social 

Protection of the Population  

2021-2025  No financing 

required 

50. Include messages in Healthy Lifestyles campaign on 

increased nutrition requirements in pregnancy. 

Ministry of Health and Social 

Protection of the Population  

2021 -

2025onwards 

Support by 

funds from 

development 

partners 

51. Implement the Obesity Prevention and Healthy Eating 

Programme for the Republic of Tajikistan (RT), 2019–

2024:  

- Develop and disseminate national guidelines.  

Ministries of Health and Social 

Protection of the Population, 

education and science, industry and 

new technology 

2021-2025 Support by 

funds from 

development 

partners 
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- Produce advocacy and communication materials.  

- Train health workers. 

- Produce and disseminate promotional 

materials/campaigns.  

Strategic Objective 3: Improve the quality and coverage of nutrition-sensitive interventions 

 

52. Include nutrition-sensitive targets and activities in the 

RT Food Security Programme. This includes: 

• Goals relating to the improvement of nutritional 

status and dietary diversity. 

• Targets and indicators on consumption and dietary 

diversity. 

• Interventions to improve nutritional status of 

children under 5 years of age and pregnant and 

lactating women. 

Ministry of Health and Social 

Protection of the Population, Food 

Security Committee 

2021-2025  Support by 

funds from 

development 

partners 

53. Include nutrition-sensitive goals, indicators and 

activities in updated RT agriculture programmes and 

policies (Horticulture and Viticulture, Seed Breeding 

Programme, Livestock Rearing Programme, Pasture 

Development Programme). 

Ministry of Health and Social 

Protection of the Population; Ministry 

of Agriculture 

2021-2025  No financing 

required 

54. Systematically integrate nutrition objectives and 

indicators into Food Security interventions. This 

includes: 

• Dietary diversity scores. 

• Reduction of overweight and obesity. 

• Stunting reduction targets. 

• Wasting reduction. 

• Reduction of micronutrient deficiencies. 

Ministry of Health and Social 

Protection of the Population; Ministry 

of Agriculture 

2021-2025  No financing 

required 
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55. Monitor access to and consumption of safe, affordable, 

diverse and nutritious foods. 

 

The Food Security Programme M&E system includes 

indicators and collects data on dietary diversity, food 

consumption, food safety and food prices. 

Ministry of Agriculture; Food 

Security Committee, 

TOJIKSTANDARD Agency, civil 

society and consultants 

2021-2025  No financing 

required 

56. Commit to human resource capacity development in 

nutrition-sensitive agriculture. This includes: 

• Development of training resources. 

• Workshops and training programmes. 

Ministry of Health and Social 

Protection of Population, Food 

Security Committee 

2021 Support by 

funds from 

development 

partners 

57 Develop and disseminate nutrition-sensitive training 

resource and information materials. This should 

include:  

• Definition of malnutrition, plus causes and 

consequences of malnutrition. 

• Tajikistan’s nutrition goals. 

• 1,000 days window of opportunity.  

• Pathways to improved nutrition. 

• Nutrition promotion and education. 

• Targeting of nutritionally vulnerable groups. 

• Food diversification. 

• Food safety. 

• Post-harvest food storage and handling. 

• Food processing and preservation. 

• Maintenance/improvement of the natural resource 

base. 

• Women in agriculture (empowerment, workload, 

income-generation opportunities, credit). 

• Delivery of nutrition messages through agriculture 

extension. 

Ministries of Agriculture, health and 

social protection of population, 

Committee of TB and radio, civil 

society, mobile companies 

2021 Support by 

funds from 

development 

partners 
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58. Ensure workshops/training on nutrition-sensitive 

agricultural programming for the Ministry of 

Agriculture staff are conducted at national, province 

and district levels, including training of ‘master 

trainers’ and training of agriculture-sector staff. 

Ministry of Agriculture 2022–2025 Support by 

funds from 

development 

partners 

59 Ensure agriculture extension workers are trained and 

have resources (including information, education and 

communication [IEC] materials) to conduct trainings 

and demonstrations to promote diversified homestead 

gardening, small livestock production and nutrition 

topics. 

Ministry of Agriculture 2021–2025 Support by 

funds from 

development 

partners 

60 Scale up implementation of existing (Food Security 

Programme) homestead gardening and small-scale 

livestock, fisheries and poultry rearing, at the household 

level or collectively at the village level, to increase the 

availability of diverse, safe and nutritious food, 

including micronutrient-rich crops and animal-source 

proteins. 

Ministry of Agriculture 2022–2025 Support by 

funds from 

development 

partners 

61. Through the implementation of the sectoral programme, 

enforce the necessary conditions and measures to 

ensure the safety of food, from production and import 

to consumption, for:  

• Meat and meat products.  

• Cereals, roots and tubers. 

• Dairy and dairy products.  

• Fruit and fruit products and Vegetables and 

vegetable products. 

 

 

Ministries of Industry and New 

Technologies, economic 

development and trade, Food 

Security Committee, 

TOJIKISTANDARD Agency 

2021-2025  Financing not 

required 

62. Increase coverage of government- and development 

partner–supported programmes on access to safe 

State communal Service, Ministry of 

Health and Social Protection of the 

2021 2025 Support by 

funds from 
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drinking water (e.g. WHO Water Safety Plan, Oxfam, 

Aga Khan, US Agency for International Development, 

etc.) water, sanitation and hygiene (WASH) 

programmes. Targets include the following: 

- 100% of the population has access to safe drinking 

water by 2030 (government goals on safe water 

provision). 

- Distance to collect water is <1km. 

- 100% of the population has access to safe storage 

facilities and equipment by 2025. 

- Habit of drinking water from unprotected sources is 

eliminated by 2025. 

- There is reduction of diarrhoeal disease amongst 

children 6 to 59 months of age. 

Population, Anti-corruption 

committee 

 

development 

partners 

63. Improve access to sanitation facilities for all 

(environmental hygiene, toilets and safe disposal of 

child faeces). 

Ministry of Health and Social 

Protection of the Population;  

Ministry of Energy and Water 

Resources;  

Committee on Television and Radio  

2021 -2025 Support by 

funds from 

development 

partners 

64. Improve access by all to handwashing facilities. Ministry of Health and Social 

Protection of the Population;  

Ministry of Energy and Water 

Resources;  

Committee on Television and Radio  

2022 Support by 

funds from 

development 

partners 

65. Improve solid waste disposal and management for all. Ministry of Health and Social 

Protection of the Population;  

Ministry of Energy and Water 

Resources;  

Committee on Television and Radio 

2022 Support by 

funds from 

development 

partners 

66. Implement Tajikistan WASH Policies. 

 

Ministry of Health and Social 

Protection of the Population; 

2022  Financing not 

required 
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− Ensure agencies responsible for water/sanitation 

policy strategy and programme recognise the 

importance of these activities in the 

improvement of nutrition and health status. 

 

− Raise awareness on the important role of 

improvements to water and sanitation as a 

pathway to improved nutritional status. 

Ministry of Energy and Water 

Resources;  

State communal services  

67. Integrate nutrition objective and indicators for stunting, 

wasting targets into WASH programme. 

 

Improve access by nutritionally vulnerable groups to 

drinking water and adequate sanitation. 

Ministries of Health and Social 

Protection of the Population,  

energy and water resources, 

education and science, civil society, 

mass media 

2021-2025  Financing not 

required 

68. Monitor access to safe water, sanitation facilities and 

hygiene. Indicators include:  

• Diarrhoea prevalence.  

• Handwashing locations with soap and water 

available.  

• Access to improved water sources. 

• Hygienic disposal of child faeces. 

• Separation of livestock and human living spaces. 

Ministry of Health and Social 

Protection of the Population;  

Centre for State Control on Health 

and Social Protection of the Ministry 

of Health and Social Protection of the 

Population;  

Ministry of Energy and Water 

Resources, State Communal 

Services, civil society, mass media 

2021-2025  Financing not 

required 

69. Commit to human resource capacity development in 

nutrition-sensitive WASH programmes; develop and 

roll out training package and manual, plus training of 

extension workers. This should include:  

• Definition of malnutrition, plus causes and 

consequences of malnutrition. 

• Tajikistan’s nutrition goals. 

• 1,000 days window of opportunity.  

Ministry of Health and Social 

Protection of the Population, 

education and science, Committee of 

women affairs and family, civil 

societies, mass media  

2021  Support by 

funds from 

development 

partners 
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• Pathways to improved nutrition. 

• Nutrition promotion and education. 

• Targeting of nutritionally vulnerable groups. 

• Water-/sanitation-related pathways to 

undernutrition. 

• Actions to improve water-/sanitation-related 

nutrition outcomes. 

• Women and water/sanitation. 

• Inclusion of health and nutrition goals in water and 

sanitation policy and programming. 

• Nutrition promotion in water and sanitation 

programming.  

70. Develop and disseminate nutrition-sensitive WASH 

training resource and information. 

 

 

Ministry of Energy and Water 

Resources; State Communal Services 

 

2021-2025  Support by 

funds from 

development 

partners 

71. Improve individual hygiene practices in the following 

areas: 

- Practice of correct handwashing with soap and 

water at critical times. 

- Food hygiene practices. 

- Safe disposal of child faeces. 

- Safe disposal of solid waste. 

- Separation of livestock/domestic animals from 

cooking areas and play areas.   

Ministry of Health and Social 

Protection of the Population;  

Ministry of Energy and Water 

Resources;  

Committee on Television and Radio; 

local authorities, civil society.   

 

2021-2025  Support by 

funds from 

development 

partners 

A-7-30



72. Develop and disseminate nutrition-sensitive training 

resource and information materials. This should 

include: 

• Definition of malnutrition, plus causes and 

consequences of malnutrition. 

• Tajikistan’s nutrition goals. 

• 1,000 Days window of opportunity.  

• Pathways to improved nutrition. 

• Nutrition promotion and education. 

• Targeting of nutritionally vulnerable groups. 

• Targeting and protection of most vulnerable groups 

to prevent malnutrition. 

• Empowerment of women. 

• Inclusion of health and nutrition goals in social 

protection policy and programmes. 

• Nutrition promotion within social protection 

programming. 

 

Ministry of Health and Social 

Protection of the Population  

2021-2025  Support by 

funds from 

development 

partners 

73. Target vulnerable populations (pregnant and lactating 

women and children under 60 months of age) for 

nutrition interventions, especially during emergencies 

or disasters—including vaccination campaigns and 

micronutrient campaigns, targeting of IEC 

materials/activities, balanced food basket, emergency 

stocks and nutrition programmes and services. 

Ministry of Health and Social 

Protection of the Population; 

 

2021-2025  Support by 

funds from 

development 

partners 

74. Systematically integrate nutrition objectives and 

indicators in Tajikistan Education Strategy. This 

includes: 

 

Ministry of Education and Science;  

Ministry of Health and Social 

Protection of the Population 

2021-2025  Financing not 

required 
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75. Commit to human resource capacity development 

(teachers and parents) in nutrition education. 

Ministry of Education and Science; 

Ministry of Health and Social 

Protection of the Population   

 

2021-2025 Support by 

funds from 

development 

partners 

76. Develop and disseminate nutrition-sensitive training 

resource and information materials for education 

specialists and teaching staff. 

 

Train and raise awareness of education/teaching staff at 

national, oblast and rayon levels on the importance of 

nutrition, nutrition targets and indicators, as well as 

means of improving nutrition through education. This 

should include:  

• Definition of malnutrition, plus causes and 

consequences of malnutrition. 

• Tajikistan’s nutrition goals. 

• 1,000 days window of opportunity.  

• Food groups. 

• Dietary diversity and food choices. 

• Prevention of micronutrient deficiencies. 

• Prevention of overweight/obesity. 

• Essential hygiene actions. 

• Improvement of nutrition status through 

educational activities. 

Ministry of Education and Science;  

Ministry of Health and Social 

Protection of the Population, local 

authorities, civil society 

2021-2025 Support by 

funds from 

development 

partners 

77. Monitor access by adolescent girls to secondary 

education as part of the ongoing Education Strategy and 

School Feeding Strategy. 

Ministry of Education and Science  

 

2021-2025 Financing 

within 

education 

sector 
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78. Add nutrition topics to relevant curriculum components 

for kindergarten, primary and secondary pupils. This 

should include: 

• Types of malnutrition. 

• Nutrition through the life cycle. 

• Food groups, dietary diversity and food choice. 

• Prevention of micronutrient deficiencies. 

• Prevention of overweight/obesity. 

• Essential hygiene actions. 

Ministry of Education and Science 2022–2025 Support by 

funds from 

development 

partners 

79. Integrate nutrition messaging around dietary diversity, 

healthy eating and prevention of overweight and obesity 

into school feeding programmes. 

Ministry of Education and Science;  

Ministry of Health and Social 

Protection of the Population 

2022 Support by 

funds from 

development 

partners 

80 Implement WASH in schools and provide basic 

services in terms of water availability, toilets and 

handwashing facilities. 

 

 

Ministry of Education and Science 

 

2021–2025  Financing not 

required 

81. Ensure agreement by each sector on nutrition targets 

and indicators (based on those proposed in the sectoral 

action-plan chapters). 

Ministry of Health and Social 

Protection of the Population; 

Ministry of Education and Science; 

Ministry of Agriculture; 

Ministry of Energy and Water 

Resources; 

Ministry of Economic Development 

and Trade; 

Ministry of Finance;  

Ministry of Industry and New 

Technologies;  

Agency for Social Protection; 

2021 No financing 

required 
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TOJIKSTANDARD Agency 

State Communal Services 

82. Conduct a review of current inclusion/coverage of 

nutrition in sector information systems, including at the 

subnational level. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of the RT 

2021 No financing 

required 

83. Ensure each sector identifies means for the regular 

collection and analysis of defined nutrition indicators 

and, where possible, identify opportunities to use/adapt 

existing systems and tools. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2022 No financing 

required 

84. Identify opportunities for joint monitoring between 

sectors where possible. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2022 No financing 

required 

85. Develop/adapt software/formats currently used to 

integrate nutrition data collection (each sector). 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2022 Support by 

funds from 

development 

partners 

86. Conduct awareness raising and capacity building 

around the inclusion of nutrition data in sectoral 

information systems. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2021-2025  Support by 

funds from 

development 

partners 

87. Build capacity in each sector to conduct a regular 

review of the progress towards targets based on the 

information collected. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2021 -2025 Support by 

funds from 

development 

partners 

88. Develop a multisectoral M&E Framework  Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2021 Support by 

funds from 

development 

partners 
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89. Define and develop a mechanism/system (existing or 

new) which can serve as a platform for the collection, 

compilation, analysis and comparison of nutrition-

related data from all the sectors. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2021 Support by 

funds from 

development 

partners 

90. Establish a mechanism for each sector to report on 

progress of nutrition-related indicators to the 

multisectoral nutrition information system.  

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2021 No financing 

required 

91. Define an overall reporting format to be used to report 

on the achievement of indicators agreed by all sectors 

in the Plan. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2021 No financing 

required 

92. Define a format for annual reporting by sector on the 

achievement of nutrition indicators. 

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2021 No financing 

required 

93. Plan joint M&E training, supervision and activities. Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2021 No financing 

required 

94. Publish regular sectoral monitoring reports. Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

 2021 No financing 

required 
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95. Include an analysis of capacity-development needs in 

monitoring, evaluation and reporting in the Capacity 

Assessment  

Ministry of Health and Social 

Protection of the Population; 

Agency on Statistics under President 

of RT 

2021 Support by 

funds from 

development 

partners 
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Collection of Health Facility Reporting Formats 

1. Work Plan Format at District PHC Center

“Submitted”    “Approved”  
Deputy Manager of        Manager of Primary Health 
Primary Health Care Centre, Khuroson district     Care Centre- Khuroson district 
Sobiri A.      Murodov M 
2021.01.02 

Work plan for 2021 by the Deputy of Gulrezi Health House- Primary Health Care Centre, Khuroson 
district  

# Naming activities Implementation period Person in charge Supervisor 

Organization activities 

1. Develop work plan for 
2021 

December, 2020 Ismonova Zumratbi Deputy Manager 

2. Organizing activities  in the 
health house (HH) 
according to the approved 
schedule and monitoring 
the enforcement of labor 
discipline by employees  

Constantly Ismonova Zumratbi Manger of Primary 
Health Care Centre 
(PHCC) 

3. Supervision on reactivate 
and develop a logbook and 
required journals of HH for 
the activities in 2021 

December, 2020 Ismonova Zumratbi Deputy Manager 

4. Implementation of 
regulations which the 
President of the Republic 
of Tajikistan Emomali 
Rahmon addressed on his 
speech to the health 
workers  

Constantly Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

5. Supervision on 
implementation of 
established order of 
MOHSPP under the #   
1119,#95,#579, #25, 
#689,# 536, #74 by HH 
workers 

Constantly Ismonova Zumratbi Deputy Manager, 
family medicine 
doctor and quality 
committee  

6. Implementation of order 
#327 on “Communication 
with the patients” at the 
HH by health workers 

Constantly Ismonova Zumratbi Commission on 
consultation  

7. Active participation in 
gatherings, meetings and 
other PHCC occasions, 
communities, rural 
community and districts  

Regular Ismonova Zumratbi Manager of PHCC 
Deputy Manager 
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8.  Provision of consultation at 
HH to the stuff on 
speeches, different 
reports, nursing, infectious 
diseases and prevention of 
COVID-19 in the RT. 

According to work plan and 
methodology  

Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

9.  Supervision on the 
implementation order 
process on “Strengthening 
epidemiology of new 
infectious COVID- 2019 
control in the RT” by 
MOHSPP from 2020.01.01, 
#59 on at HH 

According to work plan’s 
activities and methodologies  

Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

10.  Facilitating specific 
activities for the 
implementation of 
Government Decrees of 
the Republic of Tajikistan 
focused on the health 
sector and the 
implementation of the 
Programme and Sectoral 
Strategies in HH 

According to work plan’s 
activities  

Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

11.  Verification of the accuracy 
of the information 
collected by staff on the 
list of population’s local 
service and information on 
their health status 

January,2021 Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

12.  Conduction of health 
education activities on 
personal and community 
hygiene improvement and 
infectious diseases 
prevention  

According to the plan  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

Therapeutic measures 

1. Keeping medical 
equipment in a good 
condition and provision of 
proper maintenance  of 
medicines and vaccines in 
the storage of HH 

Constantly  Ismonova Zumratbi Manager of PHCC 
and household  

2.  Establish patients 
admission by family 
medicine doctors, 
gynecologists and 
pediatricians, arranging 
medical equipment 
required documents for 
the patients diagnoses and 
treatment  

Constantly  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 
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3. Support provision to the 
local doctors and to the 
invited area for the 
patient’s treatment and  
other general diagnosis 
measures and vaccinating 
populations  

Regular Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

4. Fully active participation in 
population’s immunization 
campaign and the quality 
of this vaccination of the 
local population. 

Regular Ismonova Zumratbi Manager of PHCC 
Director of 
Immunization 
centre 

5. Participation on registering 
women in labour, target 
group of women, pregnant 
women, sick children and 
referring them to the 
doctors for medical 
examination  

During the year Ismonova Zumratbi Manager of PHCC 
Deputy Manager 
Director of RepHC 

6. Provision of first aid at the 
time of need to the 
patients on measuring B/P, 
fever, weight and height of 
the patient, pregnant 
women and children and 
referring them to the 
medical examination  

Regular Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

7. Timely submission of 
report on “Childbirth and 
neonate mortality” in the 
HH area  

Constantly Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

8. Supervision on the 
implementation order # 
456 and to cover children 
for immunization by local 
vaccinators  

According to the plan Ismonova Zumratbi Manager of PHCC 
Director of 
Immunization 
centre  

9. Regular supervision on 
primary care to the people 
with disabilities and being 
under registration of local 
clinical doctors  

Regular Ismonova Zumratbi Manager of PHCC 
Head of Medical 
advisory committee 

10. Medical care provision to 
the needy people, people 
involved in the Chernobel 
disaster, humanitarian 
warriors, war and labor 
veterans, World War II 
veterans and retired 
people 

Regular Ismonova Zumratbi Manager of PHCC 
Deputy Manager 
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11 Supervision on distribution 
of Vitamin A, Sprinkles, 
Albendazol and other 
medications by HH workers 

According to the plan  Ismonova Zumratbi Deputy Manager 
Director of 
Integrated 
Management of 
Childhood Illness 
(IMCI) 

12 Submission of instant 
message notifications on 
time to the State Centre 
for Sanitary and 
Epidemiological 
Surveillance in the district 

Regular  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

Health education activities 

1. Conduction of consolations 
and recommendation 
among local target 
population on the topic of 
infectious disease 
prevention and taking 
actions on proper 
distribution of advertising 
brochures 

Constantly  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

2. Conduction of discussions 
among local population on 
the topics of different 
diseases prevention, HIV, 
nutrition, obesity 
prevention, healthy 
nutrition, breastfeeding, 
infectious disease 
prevention, infectious of 
new COVID-19, violence in 
the family and regulation 
of events and celebrations 
and improving healthy 
lifestyle   

Constantly  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

3. Take practical steps to 
implement order #138 and 
conduct outreach and 
awareness-raising on drug 
abuse prevention 

Regular  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

4. Improve your knowledge 
through professional 
retraining, taking course 
training by the principles of 
family medicine, and 
others 

Constantly  Ismonova Zumratbi Deputy Manager 
Human resources 
manager 

5. Active participation in the 
social, cultural of the PHCC 
and ensuring the 
participation of all 
employees of the HH in 
these activities. 

Constantly  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 
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6. Timely submission of 
reports with quality and 
specific monthly, every 
trimester, quarterly and 
annually of HH to the PHCC 
administration   

According to the plan  Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

7. Summary of the work plan 
for 2021 

December 2021 Ismonova Zumratbi Manager of PHCC 
Deputy Manager 

 
Deputy Ismonova Z.  Gulrezi Health House of PHCC, Khuroson district  
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2 RHC Monitoring 

Rural Health Center  ____________________ in the territory of Jamoat ___________________ located in the village of 

__________________, to the villages of __________________________________________________ provides medical services.  

RHC structure consists of _______ health house; Health house consists of ___________________________________________. 

Operating schools that belong to RHC ________________________________. 

RHC consists of a waiting room, registration, head doctor’s room, family doctor’s room, gynecologist, immunization room, 

treatment/procedure room, oral rehydration therapy room, sputum induction room and__________________________________.    

 

Staffing 

№  Staffing 

norms  

Positions 

filled 

% How 

many 

people 

1.  Doctors      

2.  Nurses      

3.  Cleaners      

4.  Total      

Working conditions in the RHC _____________________________________________________________________________,  

Condition of the building ___________________________________________________________________________________ 

The highest qualification level of doctors is______person, qualification level 1 _____ person, qualification level 2_____ person, 

Nurses with highest level_____ person, qualification level 1 _____- person, qualification level 2_____. 

 

Population composition: 

№  RHC RHC and 

HH together 

1.  Village    

2.  Household   

3.  Total population:   

4.  Adults    

5.  Children 0-14 years old   

6.  Children up to 1 year old   

7.  Children 1-5 years old   

8.  Adolescents 15-17 years old   

9.  18-19 years old   

10.  Pregnant women   

11.  WWII participants   

12.  Former participants of the Soviet-Afghan War   

13.  Participants in liquidation of the Chernobyl nuclear power plant 

accident 

  

14.  Disabled from the disease:   

15.  Children   

 

Demographic indicators 

№ List  2020 %   2-

month 

2021 

% 

1.  Childbirth      

2.  Home birth     

3.  Total mortality     

4.  Mortality 0-18 years     

5.  Mortality 1-5 years     

6.  Mortality 0-1 years     

7.  Perinatal mortality     

8.  Maternal mortality     

9.  Birth rate     

10.  Total mortality rate     

11.  Natural population increase     
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Causes of children's death. 

№ 

Name Age  Address  

Date 

of 

death 

Place of 

death 
Diagnosis  

1.        

2.        

3.        

4.        

5.        

Documentation;_________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________        

Registration journals at work: reception of patients, registration of dispensary control, age, local, registration of pregnancies, 

birth registration, home birth registration, registration of infectious patients, registration of home visits, patronage, 

advocacy/propaganda related work, vaccination registration, immunization plan, nurse working tasks at households, there are ___ 

emergency plan for AIDS relief _______________________ and _____ have been adapted based on MoHSPP RT order of #840. 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

The indications for patients admission follows as: 

№  

2020 -month 2021 

Total  
Per 

day  
Total  

Per 

day 

1.  Accepted and examined     

2.  Teenagers and adults     

3.  Children under 14 years old     

4.  Pregnant women     

5.  Total visit of households     

6.  Due to illness     

7.  Doctors’ workload: family 

doctors 

    

Documentation;_________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

Reception at medical treatment rooms 

№  2020 -month 2021 

1.  Room for the oral rehydration therapy 

(ORT) 

  

2.  Treatment/procedure room   

3.  Physiotherapy room   

4.  Laboratory   

Documentation;_________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 
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Dispensary patients 

№  Previously registered Registered  Discharged from registry Currently registered  

1.  Adults     

2.  0-18 years 

old 

    

3.  Total     

 

The composition of dispensary diseases including infectious 

4.  Typhoid 

fever 

    

5.  Jaundice      

6.  Bloody 

diarrhea 

    

7.  Brucellosis     

8.  Injury from 

animals 

    

 

Somatic symptom disorders 

№ Diseases  2020 -month 2021 

1.  Ischemic heart disease   

2.  Hypertension   

3.  Respiratory diseases   

4.  Diseases of the digestive organs   

5.  Kidney and urinary tract diseases   

6.  Endocrine diseases   

7.  Including diabetes   

8.  Cancer   

9.  Nervous diseases   

10.  Mental illness   

11.  Eye diseases   

12.  Total   

Documentation;_________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________

____________________________________________________________________________________________________ 

 TEENAGERS  

#  2020 -month 2021 

1.  Total number of adolescents   

2.  Including young boys   

3.  Underwent a medical examination   

4.  Including young boys.   

5.  All registered at the dispensary.   

6.  Including young boys   

7.  Registered at the dispensary.   

8.  Including young boys.   

9.  Discharged from dispensary registration.   

10.  Including young boys.   

11.  Registered at the dispensary   

12.  Including young boys   

13.  Treated patients.   

14.  Including young boys.   

15.  Treated.   

16.  Including young boys.   

17.  Transferred to the teen room.   

18.  Including young boys.   

19.  Discharged from teen room.   

20.  Including young boys.   

Documentation;_________________________________________________________________________________________

_______________________________________________________________________________________________________  
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PREGNANCY INFORMATION 

To the female doctor at RHC ______________________ is appointed. Visits to RHC ____ times 
 

Indicators in this area:  

#  2020 -month 2021 

1.  Total registered.   

2.  Including up to 12 weeks   

3.  Birth   

4.  Birth at home   

5.  Preterm birth   

6.  Passed the examination by a family doctor   

7.  Patients (total)   

8.  Anemia   

9.  Respiratory diseases   

10.  Diseases of the heart and blood vessels.   

11.  Diseases of the digestive organs   

12.  Kidney and urinary tract diseases   

13.  Endocrine diseases   

14.  Wassermann reaction 1 (WR)   

15.  Wassermann reaction 2 (WR)   

16.  HIV   

17.  Intrauterine device   

18.  OK   

19.  Condom    

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________  

 

Immunization indicators 

#  2020 -month 2021 

1.  BCG vaccine   

2.  MMR-1   

3.  Pentavalent-1   

4.  Pentavalent-3   

5.  OPV-1   

6.  OPV-3   

7.  Hepatitis B-1   

8.  OPV-4   

9.  DPT 4   

10.  DT   

11.  MMR-2   

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

WORK WITH CHILDREN UNTIL 14 YEARS OLD  

#  2020 -month 2021 

1.  Patients were identified:   

2.  Including diarrhea   

3.  Acute respiratory diseases   

4.  Eye diseases   

5.  Ear diseases   

6.  Diseases of the digestive organs   

7.  Endocrinological diseases   

8.  Congenital diseases   

9.  Diseases of the urinary tract   

10.  Injuries   

Documenation;__________________________________________________________________________________________

_____________________________________________________________________________________________________ 
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Medical examination of schoolchildren in schools № ________________________ in the month of _________ was conducted 

according to the plan. 
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Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

CONCLUSIONS AND RECOMMENDATIONS; 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 
Monitoring  was conducted by; 

1.______________________________________________________________________________________________________

2.______________________________________________________________________________________________________

3.______________________________________________________________________________________________________

4.______________________________________________________________________________________________________

5.______________________________________________________________________________________________________

6.______________________________________________________________________________________________________

7.______________________________________________________________________________________________________

8.______________________________________________________________________________________________________ 
 

Period in completing shortcomings____________________________________________________________________________ 

Get acquainted with the conclusion ________________________________________________signature___________________ 
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3 Health House Monitoring 

Health House ____________________ in the territory of Jamoat __________________ located in the village of ___________, to 

the villages of _______________________________ provides medical services. Operating schools that belong to 

HH________________________________. 

HH consists of a waiting room, facility head’s room, immunization room, treatment/procedure room, and____________________ 

 

Staffing 

№  Staffing norms  Positions filled % How many people 

1.  Nurse     

2.  Cleaner      

3.  Total      

Working conditions in the RHC _____________________________________________________________________________,  

Condition of the building ___________________________________________________________________________________ 

Qualification level of nurses; higher _____ person, level 1 _____-person, level 2 _____ person. 

 

Population composition: 

№  Health House 

1.  Village   

2.  Household  

3.  Total population:  

4.  Adults   

5.  Children 0-14 years old  

6.  Children up to 1 year old  

7.  Children 1-5 years old  

8.  Adolescents 15-17 years old  

9.  18-19 years old  

10.  Pregnant women  

11.  WWII participants  

12.  Former participants of the Soviet-Afghan War  

13.  Participants in liquidation of the Chernobyl nuclear power plant accident  

14.  Disabled from the disease:  

15.  Children  

 

Demographic indicators 

№ List  2020 %   2-month 2021 % 

1.  Childbirth      

2.  Home birth     

3.  Total mortality     

4.  Mortality 0-18 years     

5.  Mortality 1-5 years     

6.  Mortality 0-1 years     

7.  Perinatal mortality     

8.  Maternal mortality     

9.  Birth rate     

10.  Total mortality rate     

11.  Natural population increase     

 

Causes of children's death 

№ Name Age  Address  Date of death Place of death Diagnosis  

1.        

2.        

3.        

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________ 

Registration journals at work: reception of patients, registration of dispensary control, age, local, registration of pregnancies, 

birth registration, home birth registration, registration of infectious patients, registration of invited doctors for home visits, 

patronage, advocacy/propaganda related work, vaccination registration, immunization plan, nurse working tasks at households, 

there are ___ emergency plan for AIDS relief _______________________ and _____ have been adapted based on MoHSPP RT 

order of #98. ____________________________________________________________________________________________ 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 
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The indications for patients admission follows as: 

№  
2020 -month 2021 

Total  Per day  Total  Per day  

1.  Accepted and examined     

2.  Teenagers and adults     

3.  Children under 14 years old     

4.  Pregnant women     

5.  Total visit of households     

6.  Due to illness     

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

 

Reception at medical treatment rooms: 

#  2020 -month 2021 

1.  Room for the oral rehydration therapy (ORT)    

2.  Treatment/procedure room   

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

Dispensary patients 

№  Previously registered Registered  Discharged from registry Currently registered  

1.  Adults     

2.  0-18 years old     

3.  Total     

 

The composition of dispensary diseases including infectious 

4.  Typhoid fever     

5.  Jaundice      

6.  Bloody diarrhea     

7.  Brucellosis     

8.  Injury from animals     

 

PREGNANCY INFORMATION 

To the female doctor at HH ______________________ is appointed. Visits to HH ____ times 
 

Indicators in this area:  

#  2020 -month 2021 

1.  Total registered.   

2.  Including up to 12 weeks   

3.  Birth   

4.  Birth at home   

5.  Preterm birth   

6.  Passed the examination by a family doctor   

7.  Patients (total)   

8.  Anemia   

9.  Respiratory diseases   

10.  Diseases of the heart and blood vessels.   

11.  Diseases of the digestive organs   

12.  Kidney and urinary tract diseases   

13.  Endocrine diseases   

14.  Wassermann reaction 1 (WR)   

15.  Wassermann reaction 2 (WR)   

16.  HIV   

17.  Intrauterine device   

18.  OK   

19.  Condom    

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

___ _ 
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Immunization indicatorts 

#  2020 month 2021 

1.  BCG vaccine   

2.  MMR-1   

3.  Pentavalent-1   

4.  Pentavalent-3   

5.  OPV-1   

6.  OPV-3   

7.  Hepatitis B-1   

8.  OPV-4   

9.  DPT 4   

10.  DT   

11.  MMR-2   

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

Medical examination of schoolchildren in schools № ________________________ in the month of _________ was conducted 

according to the plan. 

Documenation;__________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

CONCLUSIONS AND RECOMMENDATIONS. 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

Monitoring  was conducted by;  

1.______________________________________________________________________________________________________

2.______________________________________________________________________________________________________

3.______________________________________________________________________________________________________

4.______________________________________________________________________________________________________

5.______________________________________________________________________________________________________

6.______________________________________________________________________________________________________

7.______________________________________________________________________________________________________

8.______________________________________________________________________________________________________ 

 

Period in completing shortcomings____________________________________________________________________________ 

Get acquainted with the conclusion___________________________________________________________signature_________ 
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4 Report of the Family Medicine Doctor 

REPORT  

OF THE FAMILY DOCTOR  

FOR THE MONTH _____________________ OF 20____ 

 

 

Facility _________________________________________________________________________________________________ 

Name __________________________________________________________________________________________________ 

 

1. Visits  

 

Total visits 

to health 

facility 

Including due to illness Visits to households 
Including due to illness 

# of total checked patients 

Children 0-

17 years old 

Adolescents 

and adults 
Total  

Children 0-

17 years old 

Adolescents 

and adults 
Total  

For those with 

first time visit 

1 2 3 4 5 6 7 8 

        

 

Total visits to _____________ households. Patients in the area were identified as people, including children under 18 years of age. 

Out of the patients found, at home were treated number of patients ____________, and number of hospitalized patients ________.  

 

2. Prenatal and postnatal control 

 

Coverage of pregnant women in the period up to 12 weeks _________ 12-20 weeks ______, 21-30 weeks ______, 31 weeks and 

more ______. 

Number of first births _______, repeat births _______, total, including: 2-3 ______, 4-5 ______ and more than 5 births _______. 

The number of birth intervals less than 2 years ________, 2 years and more ________. 

 

Number of registered pregnancies during the reporting month 

 

Number of 

registered 

pregnancies 

Up to 12 

months 

Registered up to 12 weeks by 
Examination  

by a midwife 

HIV 

Gynecologist  
Family 

doctor 
Midwifery Nurse Total Test strip IFA 

          

 

Infants who were monitored (1) ________, including: home births (2) ________, were monitored by doctors (3) ________ and 

nurses (4) during the first 3 days, performed breastfeeding within the first hour (5) ________. 

The number of pregnancies was examined by a family doctor __________ and the endocrinologist _____________was examined. 

The examination conducted by an obstetrician-gynecologist up to 12 weeks gestation __________ 12-21 weeks gestation, 

________ 22 weeks gestation and more (01) ____________. 

 

The number of immunizations conducted in the service area during the reporting month 

 

BCG vaccine - _________, at maternity unit ______, OPV-0 ______, at maternity unit ______, 

Hepatitis B (GB)-1 __________, at maternity unit ______, 

OPV-1 ______, OPV-2 ______, OPV-3 ______, IPV ______, 

Pentavalent-1 (DPT-1, Hib-1, GB-2) ______, Pentavalent-2 (DPT-2, Hib-2, GB-3) ______, 

Pentavalent-3 (DPT-3, Hib-3, GB-4), RV-1 ______, RV-2 ______, 

MR-1 (1 year old) ______, OPV-4 (1 year old) ______, BCG vaccine-2 (6 c) _________, BCG-3 vaccine (16 c) _________, 

DPT-4 (16-23 months old) ______, DT (6 years old) ______, MR-2 (6 years old) ______ 
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Dispensary (“D”) control of patients  

List of diseases 

Were already 

registered at 

“D” at the 

beginning of 

the year 

Registered 

for “D” 

control 

Removed from “D” list during the 

year 

Were 

registered 

till the end 

of the year 

at “D” 

control 

Improvement 

Total  

From these 

Treated 
Changed 

the address 
Death  

A 1 2 3 4 5 6 7 8 

Total         

Including:  

All types of tuberculosis 

        

Endemic goiter         

Diabetes          

Chronic rheumatic heart 

disease 

        

Essential hypertension         

Ischemic heart disease         

Shortness of breath         

Chronic airway inflammation         

Gastric and duodenal ulcers         

Chronic hepatitis, unknown         

Rheumatoid arthritis         

Nephrites          

Pelvic inflammatory disease         

Anemia          

Hypotrophy          

Rickets          

 

 

Name of the family doctor / ____________________ / _______________________ phone number _______________ 

 

Facility head / ____________________ / _______________________ phone number _______________ 

 

“________” __________________ 20 ______ 
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5 Report of Family Medicine Nurse 

REPORT  

OF THE NURSE WORKER  

FOR THE MONTH _____________________ OF 20____ 

 

 

Facility _________________________________________________________________________________________________ 

Name __________________________________________________________________________________________________ 

 

3. Visits  

 

Total visits 

Visit to health facility Nurse visit to households 

From these 

Total 

From these 

Independently  

For medical services 

(including 

immunization) 

Providing medical 

services 

independently  

For the purpose of 

medical services as 

prescribed by doctors 

Prophylactics 

and patronage 

1 2 3 4 5 6 7 

       

 

Total visits to _____________ households. Patients in the area were identified as people, including children under 18 years of age. 

Out of the patients found, at home were treated number of patients ____________, and number of hospitalized patients ________.  

Infants who were monitored (1) ________, including: home births (2) ________, were monitored by doctors (3) ________ and 

nurses (4) during the first 3 days, performed breastfeeding within the first hour (5) ________. 

 

4. Number of registered pregnancies during the reporting month 

 

Number of 

registered 

pregnancies 

Up to 12 

months 

Registered up to 12 weeks by 
Examination  

by a midwife 

HIV 

Gynecologist  
Family 

doctor 
Midwifery Nurse Total Test strip IFA 

          

 

5. Prenatal and postnatal control 

 

Coverage of pregnant women in the period up to 12 weeks _________ 12-20 weeks ______, 21-30 weeks ______, 31 weeks and 

more ______. 

Number of first births _______, repeat births _______, total, including: 2-3 ______, 4-5 ______ and more than 5 births _______. 

The number of birth intervals less than 2 years ________, 2 years and more ________. 

 

6. The number of immunizations conducted in the service area during the reporting month 

 

BCG vaccine - _________, at maternity unit ______, OPV-0 ______, at maternity unit ______, 

Hepatitis B (GB)-1 __________, at maternity unit ______, 

OPV-1 ______, OPV-2 ______, OPV-3 ______, IPV ______, 

Pentavalent-1 (DPT-1, Hib-1, GB-2) ______, Pentavalent-2 (DPT-2, Hib-2, GB-3) ______, 

Pentavalent-3 (DPT-3, Hib-3, GB-4), RV-1 ______, RV-2 ______, 

MR-1 (1 year old) ______, OPV-4 (1 year old) ______, BCG vaccine-2 (6 c) _________, BCG-3 vaccine (16 c) _________, 

DPT-4 (16-23 months old) ______, DT (6 years old) ______, MR-2 (6 years old) ______ 

 

# 

List of conducted educational 

activities (diseases) among 

population  

Place for conducting 

discussion and 

lectures 

# of 

discussions 

# of 

participants 

# of 

lectures 

# of 

participants 

Distributed 

leaflets 

1.  HIV/AIDS       

2.  Malaria        

3.  Tuberculosis        

4.  Diarrhea        

5.  Typhoid fever       

6.  Hepatitis        

7.  Food poisoning        

8.  Flu        

A-8-16



# 

List of conducted educational 

activities (diseases) among 

population  

Place for conducting 

discussion and 

lectures 

# of 

discussions 

# of 

participants 

# of 

lectures 

# of 

participants 

Distributed 

leaflets 

9.  Brucellosis        

10.  Healthy lifestyle        

11.  Personal hygiene       

12.  Sport        

13.  Smoking        

14.  Drugs        

15.  Anemia        

16.  Iodine deficiency        

17.  Vitamin A deficiency       

18.  Cardiovascular diseases       

19.  Cholera        

20.  Drinking        

21.  Burns        

 

 

Nurse _________________________ / ____________________ / _______________________ 

 

Facility head _________________________ / ____________________ / _______________________ 

 

“________” __________________ 20 ______ 
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6 Daily Nurse Report on Patronage 

Daily nurse report on patronage  

# 
Name of 

the 
facility 

Phone 

May 16, 2021 

# of 
visited 
house-
holds 

# of 
population 

Identified 
diseases 

Acute  
respiratory 
diseases 

From 
this 

children 
under 18 
years old 

Other 
diseases 

Pneumonia, 
total 

Pneumonia 
related to 
covid-19 

Pneumonia 
after covid-

19 

Seasonal 
pneumonia 

Home 
treatment 

X-ray 
From 

abroad 
School 

# of 
teachers 

# of 
school-
children 

Teachers 
60+ years 

old 

1.                     

2.                     

3.                     

4.                     

5.                     

6.                     

7.                     

8.                     

9.                     

10.                     
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7 Monitoring Sheet on Family Medicine Doctors Used in Hissor 

MONITORING THE ACTIVITY OF FAMILY DOCTORS 
 

1. INFORMATION ABOUT THE DOCTOR  
1a Name (full)  

1б Age / Gender  М__ F__ 

1в Phone / E-Mail   

1г Location / Position / Work experience    

1д Facility / Location   

1е Qualification level  Specialization   

 

2. INFORMATION ABOUT THE NURSE 

2a Name (full)  

2б Age / Gender  М__ F__ 

2в Phone / E-Mail   

2г Location / Position / Work experience    

2д Facility / Location   

1е Qualification level  Specialization 

 
№ Indicators  New report Registration 

 

3. ACTIVITY OF FAMILY DOCTORS FROM 01.01.2020 TO DATE 

Total 

population  

0-1 years 

old 

1-4  years 

old  

5-14 years 

old 
0-14 years old 

15-17  

years old 

18-19  

years old 

Women of 

childbearing age 
Elderly  

         

3a Acceptance of patients  Number of registrations at journal:  

3б 

Year Total 
Children 0-17 years old Adolescents and adults 

Total Including due to illness Total Including due illness 

2020      

3-months 2021      

3в Household visits Number of registrations at journal:  

3г 

Year Total 
Children 0-17 years old Adolescents and adults 

Total Including due to illness Total Including due illness 

2020      

3-months 2021      

3д 

Percentage of planned visits (not less than 100 percent) 

                                                     Actual number of visits per month 

Percentage of planned visits = ------- -------------------------------------------х100 = --------------------х100 

that is fulfilled per month%        Number of scheduled visits per month, units 

 

3е 

Percentage of planned visits to households (not less than 100 percent) 

                                                     Actual number of visits per month 

Percentage of planned visits = ------- -------------------------------------------х100 = --------------------х100 

that is fulfilled per month%        Number of scheduled visits per month, units 

 

 

4. ANALYSIS OF №024 FORMS FOR 20 UNITS PER YEAR (FOR THE YEARS OF BIRTH 2014–2021) 

4а 

Treatments  In the center At home 

Doctors    

Family nurses   

4б 

Writing periodic epicrisis  

-Children under 1 year old every 3 months  

-Children up to 2 years old every 6 months  

-Children up to 5 years old every year  

-Weight, height  

-Breastfeeding tips  

-Assessment of visual and auditory organs  

 

5. CRITERIA FOR COVERAGE OF DISPENSARY EXAMINATIONS 

5a 

Coverage of people under the dispensary examination (DE) depending on the nosological forms with the help of medical and 

preventive care, not less than 10% per month. 

            Number of people enrolled for medical and preventive care, at the 

presence of doctors for dispensary treatment, in one month. 
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Complete coverage of people       

eligible for medical and preventive = __________________________________________________________________________Х100                  

under dispensary treatment                  Total number of people under dispensary treatment for one month %                             

5б 

Coverage of children under the dispensary (DM) due to nosological forms with the help of medical and preventive care, not 

less than 10% during the month 

            Number of people enrolled for medical and preventive care, at the 

presence of doctors for dispensary treatment, in one month. 

Complete coverage of people       

eligible for medical and preventive = __________________________________________________________________________Х100                  

under dispensary treatment                  Total number of people under dispensary treatment for one month %                             

 

5в 

Already 

registered 
Registered  

Unregistered 
Currently under 

registration Total 
Due to becoming 

well 

Due to changing 

address 
Due to death 

       

5г 
Form 30 and annual epicrisis on dispensary disease and rehabilitation 

plan 

 

 

 

   

 

6. COVERAGE OF PREVENTIVE IMMUNIZATIONS OF THE ALOCATED POPULATION 

6a 

                                                          Number of people immunized during one month 

Complete coverage of IP = ---------------------------------------------------------------------------------------х100 

in a month, percent            Total number of people who must follow the immunization plan during a month 

                                             

 

6б 

Vaccine 
Number of 

planned 

Number of 

immunized 
% Vaccine 

Number of 

planned 

Number of 

immunized 
% 

BCG-1    Pentavalent-3    

OPV-0    RV-1    

Hepatitis B-1    RV-2    

OPV-1     MR-1     

OPV-2     OPV-4     

OPV-3     DPT-4    

IPV    DT (6 years old)    

Pentavalent-1    MR (6 years old)    

Pentavalent-2         

6в Data consistent in Form 063 with Form 024 

 

Number of forms 

tested 
Form 063 Form 024 

Immunization 

journal 
Consistent with Not consistent 

     
 

 

7. Services for women of childbearing age 

7а 

Number of 

women of 

childbearing 

age 

Under the 

surveillance 

Registered 

total 

including the number of registered 

pregnant women (%) 
Completed pregnancy 

Under the 

surveillance Till 12 

weeks 
12-20 weeks 

21-30 

weeks 

From 31 + 

weeks 
By birth Abortion  

          

Number of births  Homebirths  
Homebirths with the presence of medical 

personnel 

 

7б 

Coverage of childbearing age women with  

contraceptive materials  

 Intrauterine device  

Consumables 

Injectable materials 

Condom  

 

8. DISTRIBUTION OF VITAMIN A CAPSULES FOR CHILDREN FROM 6 TO 59 MONTHS 

8а 

(whether the planning (request) is done correctly, whether there is a journal for receiving vitamin A capsules and a list of 

distribution of vitamin A capsules). 
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9. DISPENSARY 

№ List  

Number of medical records of 

patients form 024  

Using according to clinical guidelines 

(diagnosis, treatment)  

Total 

numbers 

Number of journals 

checked 

Relevant 

(yes, not) 
Comments  

1.  Anemia      

2.  Diabetes      

3.  High blood pressure      

4.  Respiratory diseases     

5.  Digestive diseases     

6.  Preeclampsia      

 Total:      

Note: After reviewing the medical records, provide information on how to complete them. 

 

10. MONITORING INDICATORS  

Number of referrals:     

- hospitalization     

- to narrow specialists     

- from the bedridden     

- call an ambulance     

- referral to the oral rehydration room     

 

11. DOCUMENTATION 

List of documents 
Available   

(yes, no) 

Usage (full, 

partial) 

Evaluation  

(very good, good, not so bad, bad) 

№098(074/y) Patient registration journal (outpatient)    

№031(031/y) Visit registration journal    

№ 037(116/у) 
Journal of the work of a family nurse (midwife) at 

home 

   

№039(039/y) 
Journal of the work of the doctor of the rural health 

center 

   

№040(039-1/y) Daily report of family nurses, local (midwives)    

№087(113/у) Exchange form (information from maternity unit)    

075/y Pregnant women registration journal    

№032 (032/y) Home Birth registration journal    

№029(111/y) 

 

Individual card of pregnant women and recently 

delivered women 

   

№024(112/y) Medical card of the hospital    

№063(063/y) Immunization card    

№064(064/y) Immunization Registry    

№ 069(028/y) Referral form    

№060/y Journal for registration of Infectious Diseases    

№025/к Individual contraceptive card user    

 

CONCLUSIONS AND RECOMMENDATIONS;_______________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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# 
Name of the person who conducted 

monitoring 
Signature  Date 

Number of the 

document 

1.      

2.      

3.      

4.      

5.      
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8 Healthy Lifestyle Center Work Plan 

WORKING PLAN 

of the Healthy Lifestyle Center’s activities of Hissor town  

for 2021 year 

№ TITLE OF ACTIVITIES EXECUTOR 
EXECUTION 

PERIOD 
RESPONSIBLE REMARKS 

  
1. ORGANIZATIONAL WORKS 

 

1.1 
Collection of detailed report on implementation of planned 
activities by HLSC Hissor town 

HLSC Quarterly 
Director of the 

Center 

 

1.2 Analyzing activities of HLSC Hissor town HLSC 
Quarterly 

Based on report 
Director of the 

Center 

 

1.3 
Submission of the report on HLSC Hissor activities to the 
administration of Republican HLSC. 

HLSC Center 
Quarterly 

Based on report 
Director of the 

Center 

 

1.4 
Preparation of information on urgent orders from government of 
the Republic of Tajikistan, MoHSP RT, and Republican HLSC  

HLSC Timely 
Director of the 

Center 

 

1.5 
Providing the “Joint plan on strengthening health, disease 
prevention and developing healthy lifestyle” with the relevant 
varies departments and health related sub-structures 

HLSC January 
Director of the 

Center 

 

“Agreed” 
 

Director of the Republican Healthy Lifestyle Center 
 

___________ Muhtarova P. 
 

January 11, 2021 

“Approved” 
 

Deputy Chairman of Hissor town 
 

____________Yuldoshzoda MB. 
 

January 11, 2021 
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№ TITLE OF ACTIVITIES EXECUTOR 
EXECUTION 

PERIOD 
RESPONSIBLE REMARKS 

1.6 
Collection and analyzing reports based on “Joint plan on 
strengthening health, disease prevention and healthy lifestyle” 
with health-related sub-structures 

HLSC Semiannual 
Director of the 

Center 

 

1.7 
Preparing presentations on activities for the HLSCs meetings with 
directors  

HLSC During the year 
Director of the 

Center 

 

1.8 Participating at the HLSCs meetings with directors HLSC Quarterly 
Director of the 

Center 

 

1.9 
Preparing presentation for the Council Coordination of Hissor 
town on implementation of “National program of forming 
of healthy lifestyle in the Republic of Tajikistan for 2021-2025”  

HLSC 
Fourth quarter 

of the year 
2021 

Director of the 
Center 

 

1.10 
Organizing and conducting Council Coordination of Hissor town 
on implementation of “National program of forming of healthy 
lifestyle in the Republic of Tajikistan for 2021-2025”  

HLSC Quarterly 
Director of the 

Center 

 

1.11 
Analyzing of execution of “National program of forming of healthy 
lifestyle in the Republic of Tajikistan for 2021-2025” in Khuroson 
district 

HLSC Quarterly 
Director of the 

Center 

 

1.12 
Analyzing of execution of informational and educational parts of 
other national and health programs  

HLSC During the year 
Director of the 

Center 

 

1.13 
Collection and analyzing of information based on joint plan with 
relevant health related facilities 

HLSC Semiannual 
Director of the 

Center 

 

1.14 Analyzing of the infectious situation in town  HLSC Semiannual 
Director of the 

Center 

 

1.15 
Obtaining information from the district Sanitary and 
Epidemiological Supervision Service Center on the infectious 
situation in the district 

HLSC Semiannual 
Director of the 

Center 
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№ TITLE OF ACTIVITIES EXECUTOR 
EXECUTION 

PERIOD 
RESPONSIBLE REMARKS 

 
2. Educational and informational events 

2.1 
Participation in organizing seminars in implementation framework 
of the “Guideline on the partnership with communities on health 
issues” at the district level 

HLSC 

According to 
the instruction 

of plan 
implementation  

Director of the 
Center 

 

2.2 
Conduct educational and informational event according to joint 
plan with respective facilities and health related sub-structures  

HLSC 
According to a 

joint plan 
Director of the 

Center 

 

2.3 

Organizing and conducting events according to implementation 
plan on the “Program 
prevention of obesity and promotion of healthy nutrition in 
the Republic of Tajikistan for 2019–2024”  

HLSC During the year 
Director of the 

Center 

 

2.4 
Organizing and conducting educational and informational events 
in the framework of Strategy on “Expanded Programme for 
demand for immunization and child health services”   

HLSC During the year 
Director of the 

Center 

 

2.5 
Organizing and conducting educational and informational events 
in the framework of Strategy on providing information for 
immunization for emergency use   

HLSC During the year 
Director of the 

Center 

 

2.6 
Organizing and conducting educational and informational events 
among labor migrants and their family members relating to the 
prevention of infectious diseases and their safety 

HLSC During the year 
Director of the 

Center 

 

 
3. Implementation of the “Guideline on the partnership with communities on health issues”, which is approved by MoHSP 

RT, order №153 dated March 9, 2017 

3.1 
Conducting meetings regarding the “Guideline on the partnership 
with communities on health issues” at the government of Hissor 
town level 

HLSC Second quarter 
Director of the 

Center 
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№ TITLE OF ACTIVITIES EXECUTOR 
EXECUTION 

PERIOD 
RESPONSIBLE REMARKS 

 
4. Informational and educational events at the district level 

4.1 
Organizing and conducting informational and educational event 
among population of district to prevent maternal and child 
mortality 

HLSC During the year 
Director of the 

Center 

 

4.2 
Organizing and conducting informational and educational event 
among population of district to prevent infectious and non-
infectious (non-communicable) diseases 

HLSC During the year 
Director of the 

Center 

 

4.3 

Organizing and conducting informational and educational event 
according to the joint plan with Committee of Youth and Sport, 
Center for AIDS Prevention and Control and the fight against 
infectious diseases in adolescents (HIV, TB, hepatitis A and C, 
etc...) 

HLSC During the year 
Director of the 

Center 

 

4.4 
Execution of the implementation plan on “Program for prevention 
obesity and formation of healthy eating habits, designed for 2019-
2024”  

HLSC During the year 
Director of the 

Center 

 

4.5 
Implementing the training module on "Interpersonal 
Communication on Child Immunization" 

HLSC During the year 
Director of the 

Center 

 

4.6 
Organizing and conducting informational and educational event 
dedicated to international days/various world days 

HLSC During the year 
Director of the 

Center 

 

4.7  HLSC During the year 
Director of the 

Center 

 

4.8 
Organizing and conducting informational and educational event 
among population of Khuroson district about unfavorable/negative 
impact of consanguineous marriage 

HLSC During the year 
Director of the 

Center 

 

4.9 
Organizing and conducting informational and educational event 
dedicated to international days/world days in collaboration with 
other respective authorities and offices 

HLSC During the year 
Director of the 

Center 
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№ TITLE OF ACTIVITIES EXECUTOR 
EXECUTION 

PERIOD 
RESPONSIBLE REMARKS 

4.10 
Publishing articles on preventing infectious (Coronavirus) and 
non-infectious (non-communicable) diseases 

HLSC 
According to a 

joint plan 
Director of the 

Center 

 

 

                                   Director                       Yomgurov B.                            
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9 Report of District Hospital 

Ministry of health and social protection of the population of the Republic of Tajikistan 

Health Department and social protection of the population of Central District Hospital of Khuroson of 

Khatlon oblast. 

             
To the Executive Office of the State Authority of Khuroson district. 

 

Report on health activities for the first four months of 2021 in Khuroson district 

 

In hospitalization section– 1 central district hospital and 5 numeral hospitals (#2; #5; #7; # 6; #3) function.    

In hospitalization section by the district executive authority of public government 1363,000TJS has allocated 

for salaries in the first four months of 2021, of which 126,2315 TJS has been spent, that is 93%. 33,930TJS 

was allocated for material resources and 30,000 TJS was used in procurement, the coverage is 83%. 

 

According to the order by the Government of the Republic of Tajikistan (RT) from 2008.12.02 under # 600 

central district hospital was budgeted of 183,333TJS for the first four months of 2021 and 159,663TJS served, 

the coverage is 87%.  

There are 53 medical doctors working as inpatients in the district, including 40 with a professional qualification 

and 13 young (experienced) specialists. 211 paramedical staff. 121 nurses and 140 other staff. In total there are 

525 staff (males-234, females -291) are working. 
 

List of qualification specialists level in the district 

 53-medical doctors  211- paramedical staff 

Qualification  % qualification  Qualification  % qualification  

Total number  43 77% 120 56% 

High 19 44% 71 59% 

First  6 14% 32 27% 

Second  18 42% 17 14% 

 

In the first four months of 2021 in hospitalization section of Khuroson district 1.864- patients were 

hospitalized of which 1.767 got treated and patients in total were hospitalized for 11.010 days and beds 

coverage makes 41%. The average of hospitalization days -6. The number of mortality was 19 including 9 

neonates the age of one (1) week. 

In the first four months of 2021 controlled infectious disease have been registered. 15 patients were registered 

with Acute respiratory disease (ARD) and 6 patients with Acute gastro-intestinal tract diseases (AGIT).  49 

dog bites registered. Brucellosis is not recorded.  

Currently the number of patients with disabilities are 1.631 in the State of Social Insurance Agency. In the 

district number of children with disabilities up to age of 18 is 580.  

In admission department of the central hospital 2 medical doctors and 17 paramedical staff work. In the first 

four months of 2021, 479 patients were addressed of which 608 were hospitalized and 75 received emergency 

medical care. In the department 46 patients had a high fever and were tested for malaria but patients with 

malaria were not found out. 

Surgery department includes 30 beds. In the department 14 medical doctors and 11 paramedical staff work, 

department consists of 30 beds, including 10 general surgery beds, 10 pediatric surgery beds, 5 trauma beds 

and 5 urology beds. In the first four months of 2021, 253 patients were hospitalized and 250 got treated, patients 

in total were hospitalized for 1,844 days and beds coverage makes 56%. In the first four months of 2021 in 

operation department the number of mortality were 2 deaths were recorded. In total 227 operations were 

conducted in the department of which 117 were emergency case and 110 were planned. The average of 

hospitalization days- 8.  

Surgery department functions since 2015.01.22 with the order # 600. In the first four first months of 2021, 

the department provided services amounting to 81,231TJS. 

Maternity department consist of 25 beds. In the department 3 Ob/Gy, 1 Pediatrician, 13 midwives, 12 

medical nurses. 

In the first four months of 2021 in the department, 634 women were hospitalized of which 621 were discharged, 
patients in total were hospitalized for 2,662 days and beds coverage makes 100%. The average of 

hospitalization days- 4. In the first four months 567 neonates were delivered (275 girls and 293 boys) of which 
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120 were delivered by C-sections that is 19%. Number of recorded neonatal mortality up to age of one (1) 

week- 9. 

 

List of birth and morality record in the first four months in Khuroson district 

Live 

births  

 

 

 

 

 

 

Neonatal 

mortality    

Mortality record  Termination  No. of women 

received 

contraception  

Home 

delivery  

% of 

home 

delivery  

% infant 

mortality 

up to age 

of one (1)   Total  Up 

to 

age 

1 

From 

age 1 

up to 

2  

From 

age 2 

up to 

5 

From 

age 5 

up to 

18 

1097 6 111 11 2 5 2 7 13682 9 10.3% 9.1% 

 

 

Pediatrician department consists of 26 bed. In the department 3 medical doctors, 9 nurses work. In the first 

four months of 2021 in the department 126 patients were hospitalized of which 121 got treated, patients in total 

were hospitalized for 576 days, beds coverage makes 20%. No. of mortality -5, the current indication in the 

first four months of 2020 was 12 people. The average of hospitalization days -5.  

Gynecology department consists of 10 beds. In the department 1 doctor and 7 medical nurses work. 

In the first four months of 2021,67 patients were hospitalized of which 65 got treated, patient in total were 

hospitalized for 424 days, beds coverage makes 40%. The average of hospitalization days- 6. 

Gynecology department from 2021.01.22 by the order #600 started to work. The department in the first four 

months of 2021- provided services amounting to 18,108 TJS. 

Therapeutic department consists of 20 beds. In the department 3 medical doctors and 9 paramedical staff 

work. In the first four months of 2021, 232 patients were hospitalized of which 220 got treated, patient in total 

were hospitalized for 1,626 days, efficiency is 74%. No. of registered mortality -3. In the therapeutic 

department, there are 5 beds for cardiac patients, of which 1 doctor works on 0.5 units. The average of 

hospitalization days- 7. 

Diabetes: There are 218 patients with diabetes in the district, including 21 patients with type one (1) and 197 

patients with type 2. 

Resuscitation and anesthesia department: In the department 2 medical doctor and 8 nurses work. In the first 

four months of 2021, 186 patients were hospitalized of which 175 got treated and were referred to other 

departments. 268 referred to resuscitation department. 268 anesthesia cases were performed, including 105 

intravenous, 44 endotracheal and 119 spinal anesthesia. Complications of post-anesthesia was not recorded. 

Laboratory: In the district there are five (5) clinical laboratories where 10 lab specialists work. Five of them 

have high qualification. In the first four months of 2021, blood tests, 1284 urine tests, 992 malaria tests, 159 

biochemical tests and 444 parasitic worm tests were conducted in the laboratory and 15 people were infected 

with parasitic worm. 

Ultrasound diagnosis room: In the first four months of 2021, 134 patients were examined. 

ECG room: In the first four months of 2021- 283 patients were examined.  

RV room: In the first four months of 2021- 1140 patients were examined. 

X-ray room: In the first four months of 2021- 305 patients were examined for X-ray. 

Blood transfusion centre: In the first four months of 2021, patients received 17 litres,710 ml, blood and serum 

-1 litre-570 ml. No. of post-operative morbidity was observed. The centre is provided with 60 refrigerators and 

required amount of blood is always available.  

TB room: In the first four months of 2021, 20 patients were registered with TB and by indication nine (9) of 

them were with positive TB. In the first four months of 2021, 15 patients were registered of which 8 were 

positive. Currently there are 174 patients with TB in the district. 

Reproductive Health Centre: In the first four months of 2021 in the district the number of deliveries were 

1097, home deliveries-9, termination-7, contraception use-13.682 and women in labour-27.796.  

Centre for HIV Prevention and Control. In the first four months of 2021 the total number of tested people 

– 1.909 of which 1.871 were tested with rapid test and 45 were tested with enzyme-linked immunosorbent 

assay (ELISA). In the first four months of 2021, 4 people were registered. The total number of infected patients 

in the district is 87. In four months of 2020 the total number of registered infected patients were 3. 

Numeral hospital #2 named after J.Rasulov consists of 15 beds. In the hospital 4 medical doctors and 7 
paramedical staff work. 

Therapeutic department consists of 5 beds and in the first four months of 2021, 35 people were hospitalized 

of which 35 got treated, patients in total were hospitalized for 340 days, beds coverage makes 62%. The average 

of hospitalization days -10. 
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Pediatric department consists of 5 beds and in the first four months of 2021, 30 people were hospitalized of 

which 29 got treated, patients in total were hospitalized for 283 days, beds coverage makes 53%. The average 

of hospitalization days -10 

Maternity department consists of 5 beds. In the first four months of 2021, 38 patients were hospitalized of 

which 38 were discharged. In the four months of 2020, 38 number of infants were delivered (19- girls and 19 

boys), patients in total were hospitalized for 122 days, beds coverage makes 30%. The average of 

hospitalization days -3. 

Numeral hospital # 3 named after Qizilqal’a consists of 10 beds. In the hospital one (1) medical doctors and 

6 paramedical staff work. 

Pediatric department consists of 5 beds. In the first four months of 2021, 4 patients were hospitalized of 

which 3 got treated, patients in total were hospitalized for 16 days, beds coverage makes 3%. The average of 

hospitalization days-5.  

Gynecology department consists of 5 beds. In the first four months of 2021, 14 patients were hospitalized of 

which 10 got treated, patients in total were hospitalized for 79 days, beds coverage makes 14%. The average 

of hospitalization days-6.  

Numeral hospital #5 named after Mirzorahimov consists of 75 beds. In the hospital, 10 medical doctors and 

37 paramedical staff work.  

Admission department: In the department 1 medical doctor, 4 medical nurses work. In the first four months 

of 2021, 1.466 people addressed of which 97 were hospitalized and 134 were provided with emergency services. 

Laboratory: In first four months of 2021, in laboratory hospital # 5, 286 blood tests, 286 urine tests, 247 

malaria tests and 287 parasitic worm tests were conducted. The no. of infected people with parasitic worm is 

62.  

Therapeutic department of numeral hospital #5 consists of 20 beds. In the first four months of 2021, 54 

patients were hospitalized of which 55 got treated and 683 beds a day, the efficiency of beds is 31%. Mortality 

case is not registered. The average of hospitalization days-12. 

Pediatric department consists of 15 beds. In the first four months of 2021, 79 patients were hospitalized of 

which 73 got treated and 841 beds a day, the efficiency of beds is 52% there is no mortality.  The average of 

hospitalization days-11. 

Infection disease department consists of 25 beds. In the first four months of 2021, 5 patients were hospitalized 

of which 5 got treated, patients in total were hospitalized for 41 days, beds coverage makes 3%. The average 

of hospitalization days-8.  

Maternity department consists of 15 beds. In the first four months of 2021, 199 women were hospitalized of 

which 198 got treated. In the department in 2021, 201 neonates were delivered (91 girls and 110 boys), patients 

in total were hospitalized for 1036 days, beds coverage makes 65% there is no mortality. The average of 

hospitalization days-5. 

Numeral hospital # 6 named after Uljaboev T. consists of 15 beds. In the hospital 2 medical doctors and 7 

paramedical staff work.  

Pediatric department consists of 5 beds. In the first four months of 2021, 4 patients were hospitalized of 

which 4 got treated, 44 days and beds coverage makes 8%. The average of hospitalization days- 11. 

Gynecology department consists of 10 beds. In the first four months of 2021, 28 patients were hospitalized 

of which 27 got treated, patients in total were hospitalized for 288 days and bed coverage makes 26%. The 

average of hospitalization days- 11. 

Numeral hospital # 7 named after Navoi consists of 15 beds. In the hospital 1 medical worker and 5 

paramedical staff work.  

Therapeutic department consists of 10 beds. In the first four months of 2021, 13 patients were hospitalized 

of which 12 got treated, patients in total were hospitalized for 125 days and beds coverage makes 11%. The 

average of hospitalization days- 10. 

Pediatric department consists of 5 beds. In the first four months of 2021, 3 patients were hospitalized which 

covered 23 days and beds coverage makes 5%. The average of hospitalization days- 12. 

 

Fayzzoda J.S. Head doctor of Khuroson Central District Hospital. 
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Health indicators for Khuroson district for 2021. 

# Naming   Unit of 

measurement  

In the years of  Difference +,- 

2020.04 2021.04 

1. Number of medical 

facilities  

Quantity   56 56 0 

 Including rural areas Quantity   45 45 0 

2. Total number of 

hospitals  

Quantity   6 6 0 

 Including central 

hospitals   

Quantity   1 1 0 

3. Numeral hospitals  Quantity   5 5 0 

 Number of beds  Quantity   241 241 0 

4. Number of medical 

doctors  

Number  55 53 -2 

 Including high 

qualification  

Number  55 53 -2 

 Paramedical  Number  188 211 +23 

 Surgeons  Number  14 14 0 

 Midwives   Number  9 13 +4 

 Therapists  Number  3 3 0 

 Pediatricians  Number  3 3 0 

 Dentists  Number  6 5 -1 

 Family medical doctor  Number  20  20 0 

 Family nurses  Number  36 36 0 

5. Number of maternities  Number  3 3 0 

6. Number births   Number  1080 1103 +23 

 Including live birth  Number  1079 1079 +18 

 Neonatal mortality  Number  1 6 +5 

 Hospital deliveries  Number  1078 1091 +13 

 Home deliveries  Number  6 9 +3 

 Women mortality  Number  0 0 0 

7. Number of infectious 

patients  

 0 0 0 

 Malaria   0 0 0 

 Blood test   0 0 0 

 Acute gastro-intestinal 

tract diseases  

 1 6 +5 

 Jaundice   0 0 0 

 Brucellosis   0 0 0 

 Victims of animal  16 49 +33 

 Convulsion   0 0 0 

 TB  12 20 +5 

 Acute peripheral 

paralysis  

 0 0 0 

 Acute fever   0 0 0 

 Itchy    0 0 0 

 Burning   0 0 0 

8. Patients with HIV  4 4 0 

 Females   2 3 +1 

 Males   2 1 -1 

 Children  Up to age of 16 0 0 0 

 

Fayzzoda J.S. Head doctor of Khuroson Central District Hospital. 
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Report on beds coverage in Khuroson Central District Hospital for March, 2021 (quarter) 

Medical facilities Beds Annua

l plan

Quart

er 

plan 

Beds 

day 

coverag

e 

Implemen

tation  

Hospital

ized 

Dischar

ged 

Hospital

ization 

average 

Central hospital 

Surgery department 30 9900 3300 1844 56 259 250 7 

Pediatric department 26 8320 2773 576 21 126 121 5 

Therapeutic department 20 6600 2200 1626 74 232 220 7 

Maternity department 25 8000 2667 266 100 634 621 4 

Gynecology department 10 3200 1067 424 40 67 65 6 

In total 111 36020 12007 7138 59 1318 1277 5 

Numeral hospital # 5 

named after 

Mirzorahimov 

Pediatric department 15 8500 1600 841 52 79 73 11 

Therapeutic department 20 6600 2200 683 31 54 55 12 

Infectious department 25 4800 3400 41 1,2 5 5 8 

Maternity department 15 4800 1600 1036 65 199 198 5 

In total 75 24700 8800 2601 29 337 331 12 

Numeral hospital #2 

named after Rasulov J 

Therapeutic department 5 1650 550 340 62 35 35 10 

Pediatric department 5 1650 533 283 53 30 29 10 

Maternity department  5 1650 533 122 30 38 38 3 

In total 15 4850 1616 745 46 103 102 7 

Numeral hospital #7 

named after Navoi 

Therapeutic department 10 3300 1100 125 11 13 12 10 

Pediatric department 5 1600 533 25 5 3 2 12 

In total 15 4900 1633 150 9 16 14 11 

Numeral hospital #6 

named after Uljaboev T 

Pediatric department 5 1600 533 44 8 4 4 11 

Therapeutic department 10 3300 1100 288 26 28 27 11 

In total 15 4900 1633 332 20 32 31 11 

Numeral hospital #6 

named after Qizilqal’a 

Pediatric department 5 1600 533 16 3 4 3 5 

Therapeutic department 5 1650 550 79 14 14 10 6 

In total 10 3250 1083 95 9 18 13 7 

Total 241 78620 26772 11061 41 1824 1768 6 

Statistician: Vohidova H. 

A-8-32



1 

Minutes of Meeting 

Contents 
Ministry of Health and Social Protection of Population and Republican Centers ........ 2 

District Hospital ................................................................................................................ 23 

District Healthy Lifestyle Center ...................................................................................... 43 

Numeral Hospital .............................................................................................................. 48 

District/City Health Center ............................................................................................... 58 

Rural Health Center .......................................................................................................... 95 

Health House ................................................................................................................... 132 

Development Partners .................................................................................................... 174 

2 

Ministry of Health and Social Protection of Population and 
Republican Centers 

PHC Unit of Department for Reform, PHC and International 
Relations, Ministry of Health and Social Protection of Population 

Date May 25, 2021 

Name of the person answers Bandaev Ilhom 

Position Head 

1. Is the tasks/roles of patronage nurse the same as FMN? 

Same

2. Is there a written document describing clear scope of work for patronage?

・ Regulation about family nurses

・ Regulation of activity

・ PHC facility should work according to FMN

3. Is it possible for patronage nurse to visit only problematic families? Is it possible for

patronage nurse to conduct only necessary things for the family? 

Basically No. Because it is decided by regulation.

4. When partronage nurse is working together with staff of Healthly Life Style Center, is there

any sharing of roles? 

It is possible. But due to shortage of HLC at district level, it is actually not possible.

5. Some FMD wants to work abroad such as Russia, is there any plan to tackle with the

issue? 

MOH should think about it. There are some ideas such as exchanging agreement with FMD

to work at home areas at least three years. We are thinking about increasing their working

motivation, and we need to work with ministry of finance.

6. Plan of integration of vertical programs to PHC

In Sogd, it is proceeding as a pilot. We need an international consultant for this matter and

we want to learn from other countries’ experiences.
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8. Documents below available?

Document Available? 

Result of MOHSP survey on prevention of obese in 

2017, which mentioned in the “Program for 

Prevention of Obesity and Promotion of Healthy 

Nutrition in the Republic of Tajikistan 2019-2024” 

See the Official site of MOH 

Result of the Feed Cities Survey, an ongoing multi-

country study, which describes the urban food 

environments of cities in central Asia, the Caucasus 

and south-eastern Europe; the WHO STEP wise 

approach to Surveillance (STEPS) survey, a simple, 

standardized method for collecting, analyzing and 

disseminating data on non-communicable disease 

(NCD) risk factors; and the WHO European 

Childhood Obesity Surveillance Initiative (COSI) 

survey. 

Ask WHO 

9. Expand plan of MCH handbook?

We understand the importance of MCH handbook in terms of improving health knowledge of

mothers, and I think it is a good tool for them for education. As for the expanding plan, it is a

matter of family medicine center.

4 

Maternal and Child Health Service, Family Planning, 
Ministry of Health and Social Protection of Population 

Date May 22, 2021 

Name of the person answers Nabiev Zoir 

Position Director 

No Question Answer 

1 Situation child malnutrition 

and obesity 

MOH has a pilot district in this matter. MOH has a nutrition 

project in 20 health facilities in “Jaikhon district”. The district is 

selected as a pilot because the district was a problematic 

district.  

We have a report on survey in nutrition in this district, and we 

can share with you. (However, the survey team could not obtain 

the report at the end of May.) 

2 Situation of utilization of 

MCH handbook 

I, personally think it is necessary to revise the handbook. (But 

no answer what kind of revision.) He also has an idea that the 

handbook should distributed not only the handbook itself, but 

also with IT tool such as monitoring the mother’s behavior.  

If JICA wants to promote MCH handbook, I support to promote 

the handbook. 
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Department of Medical and Pharmaceutical Education, Staff Policy 
and Science, MoHSP RT. 

 
 

Date May 15 

Name of the person answers Dr Yusufi Salomiddin 

Position Head 

  

1. Organization structure 

This department is directly from the Minister, not under any deputy minister. 

There are 27 medical colleges and 11 scientific institutes under this department. 

 

2. Tasks 

 Education program 

 Post-graduation education 

 Research assistance (in terms of editioned commission including journals and thesis, 

and ethical committees) 

 HR of all hospitals (Republican, Oblast and district) (HR of Head of directors of RHC is 

in charge of PHC manager at district level.) 

 

3. FMD 

One FMD should be exist 1,500 population in urban area, and 1,200 population in rural area.  

Last year, there was only 12 FMD graduated from medical university. (When there was SINO 

project, there were 30-40 FMD graduate per year.) 

As an alternative, MOH is implementing pediatrician and ENT send to 6-months course for 

training as FMD, then it should be 120-150 FMD produced per year. However, since this 

course has 3-years compulsory. They can return to work as their own specialist after 3 years. 

 

Salary of FMD is 30% higher than other specialists. (20% higher in urban area.) This decision 

was made between MOH and MOF. 

But according to the director, it is not only FMD has been shortage, other special doctors are 

also in shortage. 

70% of medical students are coming as their own expenses. 30% has scholarship by the 

government. This 30% students basically cannot decide specialty by themselves. MOH 

appoints their specialty according to area of shortage.  
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4. Policy document on increase HR in health 

Develop on human resources 2021-2030 

 

5. Refresh training for MD 

Every MD has to receive one - month refresher course every 5 years in PGMI or RCFM 

(family medicine).  

 

6. Actual numbers of MD by specialty 

Refer Statistic book by Statistic center 
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Clinical Training Center for Family Medicine 

Date 30 April 2021 

Name of the person answers Rajabzoda Salohiddin Rajab 

Position Director 

He is a new director, has been working as a director of FMC since June 2020. Before current 

position, he had been working as departments of MOHSPP.  

He went to Japan (Sapporo) for 1 month as a participants of MCH training by JICA, and he 

has a good impression to Japan. 

1. Organization

Republic FMC (103 staff)

Oblast FMC 

Inter-district FMC in Danghara, Kuroson, Shartuz, capital city of GBAO and Hujand

(Not all the district have a branch of FMC.)

2. Responsibilities

1) To train FMD and FMN (family medicine doctors and nurses)

There are 23 kinds and 18 kinds of modules, respectively for FMD and FMN. 

In addition, there is 6-months course for both FMD and FMN.

There are 14 courses for capacity building.

From this year, nurses who does not have a certificate of FMN, but working at PHC facilities,

can participate in FMN training. PHC manager level can also participate in the training.

2) Development of regulatory documents and laws (Republic FMC)

3. Number of FMD who already received 6-months course

At the moment, 2,403 FMD in the country. Accumulation number of trained FMD was 4,453.

However, it is the number including FMD who resigned.

4. Online training

Aga Khan is conducting online training. Aga Khan established online training center in Rasht.

Nonboring district of Rasht, which are people of Tojikobod, Rahsh, Norobod, Sangvor,

Roghun is coming to Rasht and from there, FMD receives online training from FMC in

8 

Dushanbe. 

5. Demarcation of FMC and reproductive health center (RepHC)

Due to shortage of human resource, both centers should be integrated, and FMC should take

a lead all the activities at PHC level. (Opinion of the director of FMC.)
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Reproductive Health Center 
 

Date 28. 4. 2021 

Name of the person answers Ghanizoda Munira 

Position Director 

  

1. Responsibilities of RepHC 

 Family planning 

 Antenatal care (ANC) (including analysis of indicators) 

 Maternity mortality 

 Capacity building of staff of the centers and PHCs 

 Monitoring 

 

Number of RepHC in the country is as follows; 

GBAO 9 

Khatlon 28 

Sogd 16 

Dushanbe 16 

DRS 13 

Total 86 

 

Indicators are collected every quarter. (Requested to send latest data of indicators.)  

Main indicators are  

 ANC coverage (pregnant woman who registered before 12 weeks of gestation) 

 Home delivery 

 Contraceptive usage 

 Number of diseases among pregnant woman such as anemia, kidney, goiter, heart, 

intravascular, intestine, TB, diabetes, and HIV 

 

2. Latest data of ANC visit 

1st quarter of 2021. 

Country: 90.4%  

Khatlon 92.1%, Sogd 92.7, GBAO 87.0%, DRS 83.4%, Dushanbe 98.8% 

 

3. Priorities in Action plan 
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We put districts which has relatively bad rate of the indicators as high priority area. 

 

4. Problems  

 Home delivery still exists 

 Adolescent health 

We currently noticed that care for teenagers was not enough. Especially for girls. As for 

boys, they receive health check up when they go for army, but girls do not have chance 

to receive health check up. Specially, we need urine strips to examine if the girl got 

pregnant or not.  

We need to cover health check up for special age groups. Also we need to development 

of capacity for specialist of adolescent health.  

 

5. Impact of COVID-19 for pregnant women at PHC level 

Many pregnant women were feeling fear of visiting health facilities due to possibility of getting 

infected. Therefore, rate of ANC decreased, and home delivery case increased at the 

beginning of pandemic. I decided to show up the TV program to promote pregnant women 

to go to health facilities without a fear. I shoot many TV program and encouraged women to 

go to the health facilities. 
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Immuno-prophylaxis Center 
 

Date May 22 

Name of the person answers Dr. Samadzoda  

Position Director 

He showed up after 20 minutes from appointment time, and told me that he only had a short 

time for answering the questions.  

 

No Question Answer 

1 Situation of EPI service 

(immunization rates) 

We have a report on Immunization rate by district, and 

I can show you it later. (However, we could not obtain 

it at the end of May.) 

2 Problem of EPI in 

Tajikistan 

The biggest problem is a gap between report and 

actual practice. At site, immunization is not 

implemented actually, but the health staff write the 

report as it is complete.  

The immunization data is not correct.  

I know the actual practice at site. There are a lot of 

mother who does not want baby to get immunization. 

Generally, health staff cannot convince these mothers, 

and write the report as immunization is conducted.  

I and my staff visited 65 districts for far for monitoring 

of immunization and we found that vaccine was still 

stocked in refregirator. We asked the reason. Health 

staff explained that the above story.  

Most problematic districts are Hissor, Vahdat., Roghun, 

Rahit, Rudaki, and Sangvor. 
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Healthy Lifestyle Center 
 

Date 30 April 2021 

Name of the person answers Parvina 

Position Director 

  

1. Organization structure 

Healthy Lifestyle Center (HLC) was established in 2000.  

Republic HLC (49 staff) 

Oblast HLC (19 staff, 5 positions are vacancy) 

District HLC (1 staff at each district)  

 

2. Most related law/regulation 

National Program on Health Lifestyle  

Guideline on Partnership with Community in Health Issues 

 

3. Professions of the staff 

Medical doctors and nurses in epidemiology, public health, pediatrician and ObGy 

Journalist  

Education staff (teachers) in conducting TOT 

 

4. Responsibility 

There are 5 departments in HLC. 

1) Analytical dept. 

Data collection  

2) Education dept. 

Planning of educational activities jointly with schools, kindergartens, and universities 

3) Prevention dept. 

Prevention of infection and NCDs by producing visual materials 

4) Migration dept. 

Providing information on health for internal and external migrants. Working with Ministry of 

Labor and Migration service committee. 

5) Communication dept. 

Working with mass media, journalists, and developing video and TV program. 

5. Main international partners 
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Aga Khan and Abt.  

There are no donors in Tursunzoda, Shahrinan, Hissor, Vakhdat, Khovaling, Baljuvon, 

Muminobad, Shezod.  

 

6. Activities at community 

Working with community volunteer and PHC facilities (Family doctors and nurses).  

There is a Health Community Groups consisted by volunteers. They work to change health 

behavior of population.  

 

7. Health check up for early detection of NCDs 

No system. At the moment, conducting and receiving of health check up is responsibility of 

PHC facilities and community people. 

 

Healthy Lifestyle Center (Republican), 2nd visit 
 

Date 14 May 2021 

Name of the person answers Dr Mukhtorova Parvina 

Position 

Director of the Republican Healthy Lifestyle Center of the 

MoHSPP RT.   

Other participants: 

Dr Pirov Davron, Deputy Director 

Dr Anvarova Surayo, Head of the Department of Internal 

and External Migration  

  

1. History 

 HLC was established in 1999 with assistance by ADB. Its model was Kazakhstan’s 

“National Center for Healthy Lifestyle Development”. In 2002, oblast level HLCs were 

set up. 

 In the beginning, MOH focused on the treatment. Gradually they shifted its focus to the 

side of prevention and paid more attention to how to approach community people. 

 Almost 10 years since the establishment, HLC spent a lot of time to develop regulations 

and secure budget. Since 2010, MOH assigned HLC to manage 1st national program. 

At present they are in-charge of 3rd national program (2021-2026), which emphasize 

on the prevention of infectious and non-infectious disease under the influence of 

COVID-19. Roles of community became more and more important. 
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2. Oblast & district level HLC 

 In 2002, oblast level HLCs were set up. 

 According to the financial situation, there are some extent of flexibility in the 

organization structure of HLC at province/district level. Some centers are part of district 

PHC. Some are independent and have own budget. 

 Some staffs are working as part-timer. 

 Some province/districts develop original teaching materials. 

 

3. Organizations at Republican level 

 HLSC has Resource center, Public Relations and Analytical departments.  

 HLSC collects monthly report by regions through Oblast. Analytical department is in-

charge of data analysis on a quarterly basis. Sughd shows better performance than 

other oblast, probably because their education level is high, and local women are 

economically and socially active. 

 HLC follows National Strategy until 2030 and on developed “Guideline on Partnership 

with Communities on Health Issues”.  

 

3. Assistance by donors 

ADB 

 ADB conducted TOT which covers topics of communication, first 1000 days, 

immunization, NCD etc. Two persons from HLC joined in the TOT.  

 Director and Deputy Director of HLSC did not see the results of baseline survey of ADB, 

which is conducted Nov. 2020. They said that their resource center is in-charge of 

reviewing reports by donors. 

 

USAID 

 Originally Swiss Development Corporation (SDC) supported to make guidelines on the 

methods to approach community people. USAID took over their activity since 2020. 

They are going to provide training of district personnel in 12 districts by Abt. 

 In the year of 2021, they start training in 4 districts (Jomi, Balkhi, Yovon, Khuroson). 

They will start 10-days TOT on May 18th. Orientation was held before the Ramadan. 

 10-days TOT is targeted to health staff at district level. After that, 5 days training will be 

held for RHC doctor and nurses, who are to be members to approach community. 

 

Donor coordination 

 MOH has a meeting with donors biannually. HLC participates in the meeting as a part 
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of MOH. HLC itself does not organize meetings with donors but they feel the necessity 

of it.  

 

Expected supports by JICA in the future 

If JICA and assist training of district staff with SDC guidelines in the districts where donor 

assistance is not available, it will be very helpful. 
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Scaling up Nutrition (SUN) 
 

Date 14 May 2021 

Name of the person answers Dr. Sherali Rahmatulloev 

Position Member of the SUN coordination council 

  

1. Structure of SUN 

 Tajikistan joined in SUN in 2013. There are 43 members in the coordination council of 

SUN, including related ministries, institutions and donors. The member list is updated 

every year. The latest update was April 2021. 

 Although 4 persons are listed as members of SUN secretariat, there are no full-time 

staff.  

 Nutrition improvement and food safety are priority issues for Tajikistan government. 

However, involvement of other sectors in nutrition improvement is not strong enough. 

In order to strengthen involvement by other sectors, the government appointed Deputy 

Minister, Ministry of Health and Social Protection as a focal person of SUN. 

 There is no SUN representative at Oblast level. 

 

2. Recent activities in the nutrition sector 

 Multisectoral Plan of Action for Nutrition (2021-2025) was developed with an 

assistance by UNICEF. (Soft copy of English version was obtained.) 

 They have quarterly meeting with coordination council members. The latest one was 

held on March 16, at Serena hotel, with the support by UNICEF. 

 SUN Tajikistan is planning to hold an online regional meeting with central Asian 

countries to cerebrate 30th anniversary of independence. 

 The government of Tajikistan will start financing to school feeding program in pilot 

districts this year. 

 MOH has a plan to develop training program for nutrition specialist, as a post graduate 

course after medical school. They will send 5 eligible doctors abroad to develop 

facilitators for the program.   

 

3. Expected supports by JICA in the future 

 MOH appreciated JICA’s support to MCH handbook. It was distributed to the pilot 14 

districts by WB and 12 by UNICEF. They are happy to have JICA’s support to the rest 

of the districts. 
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 MOH had a survey on Micronutrient Status Survey in Tajikistan in 2003, 2009, 2016.  

They planned to conduct a next Micronutrient Status Survey in 2020 but it was 

postponed. They need an external assistance to it.  

Tajikistan enacted Food Fortification Law recently. They need an external assistance to 

improve existing food factories to produce fortified products. 
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State Institution “Republican Center for Protection of the Population 
from Tuberculosis”  

 
Date 29. 04. 2021 

Name of the person answers Rajabzoda Aslidin 

Position Director 

 

PHC providers play an important role in TB by following one of the four tasks:  

1. Detection. 90% of TB detection is primarily taking place in Primary Health 

Care (PHC).   

2. Referral  

3. Control  

4. Prevention. 

 

TB specialist.  

1. there is about 1 TB specialist per district and physically he/she does not have time to 

follow on all patients, calculating medication dosage by weight, etc... There are cases 

when the drugs are given for patients to take, however, when the patients feel better, 

they stop taking the drugs as prescribed for 6 months.  

2. the patients become burden by out-of-packet spending for additional supplements, 

such as vitamins, liver protectors, etc... The institution’s budget is very low for 

providing such supplements. For example the main institution based in Dushanbe 

receives only about 20,000-30,000 TJS per year for this type of activity.   

 

Donors:  

1. USAID 

2. Global Fund 

3. State Institution “Republican Center for the Formation of Healthy Lifestyle”  

4. Medecins Sans Frontieres 

 

TB drugs and reagents: 

1. 1st line – last three years is purchased by the government. 

2. 2nd line – purchased by the Global Fund 

3. Lab reagents purchased by the government and the Global Fund.  
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TB programs: 

1. in 1998-2001, the TB DOTS program started in Tajikistan by USAID/CAR. 

2. Tuberculosis Control Program for 2003-2010. 

3. National Programme for Tuberculosis Protection of the Population of the 

Republic of Tajikistan for 2010–2015. 

4.  Protection from Tuberculosis in the Republic of Tajikistan for 2015-2020. 

5. Protection from Tuberculosis in the Republic of Tajikistan for 2021-2025. 

 

Equipment:  

1. there are 56 GeneXpert for molecular test for TB – the reagents are provided 

by the Global Fund, which is costs 12 USD/person.  

2. there are about 100 modern X-ray apparatus.    

 

The decrease of TB prevalence - the main reasons are: 

1. less migrants entering the country due to the closed borders that lowered the 

speed and incidence of infection; 

2. covid-19 treatment protocol contained the medicine that are belong to the 2nd 

line anti-TB drugs such as levofloxacin, azithromycin; 

3. people wearing masks, seeing doctors/nurses regularly.   

 
Statistics: 

# District Incidence of TB (per 100,000 people) Death of TB (per 100,000 people) 
Khuroson 31.3 0.9 
Jomi 46.6 2.3 
Dusti 34.8 0.9 
Temurmalik 40.4 1.4 
Kushoniyon 44.0 2.1 
Vahkdat 43.0 0.9 
Hissor 45.9 1.0 
Tursunzoda 29.1 1.0 
Shahrinnav 23.4 1.6 
Rogun 34.2 2.3 
Sangvor 39.0 0.0 

 

Priority: 

1. Improved nutrition / food assistance  

Country has 1500 beds. The biggest hospital “Machiton” located in Vahdat district 

has 420 beds and provides 16 TJS per patient meal per day. In other districts it 

could be 1 TJS per patient meal per day. Until 2019, the Global Fund provided food 

assistance up to 250 TJS for each TB patient via their bank accounts.    
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Supplements – vitamins, liver/hepatic protectors, etc… 

Integrated Management of Childhood Illness (IMCI) Center 
In Institute Scientific Clinical Pediatric and Surgery for Children 

 
Date 28. 04. 2021 

Name of the person answers Ikromov Turakhon Sharbatorich 

Position Director 

  

1. Structure 

9 professor and 10 assistant professor conduct research in the following areas of the children 

0-5 years: Nutrition, anemia, pneumonia, obesity, malnutrition, disabled, kidney stone. 

Also they conduct case review of the children 0-18 years.  

 

There are 15 department in the institute including 12 clinical department.  

 

2. IMCI training situation 

Since March 2020, all IMCI trainings have been stopped due to COVID-19. Before the time, 

this institute provides IMCI training to entire country. IMCI training is 6-days package and 25 

health workers are trained at once. The training is consisted by theoretical part as well as 

practical part.  

They also provide TOT training on IMCI for the Oblast level. After the training, they conduct 

monitoring.  

In Dushanbe, all the facilities have been already covered to receive the training. As for 

country level, about 70% have been covered although there is no exact register which states 

who have been received the training.  

 

3. Problems in IMCI training 

As it is mentioned above, registration system of the health worker does not exist. Currently, 

ICAT (Integrated computerized Adopted Training) is being implemented so they hope the 

registration system will be computerized in the future.  

 

4. Good practice of mothers to take care of babies in Tajikistan 

Nutrition practice for babies is good in Tajikistan. Mothers usually know what should give to 

babies.  

 

5. Challenge practice of mother to take care of babies in Tajikistan 
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Drinking water is not clean. When feeding babies, mothers cannot give food with clean bottles. 

Institute of the Post Graduate Education of the Medical Personnel 
 

Date April 26, 2021 

Name of the person answers Muhiddinzoda Nuriddin 

Position Director 

  

1. System of Post Education for medical personnel 

 

Providing post education for 80 kind of specialities including nurses. 

There are some training course. 

1-month training course for MD and nurse 

6-month training course for MD and nurse after 2-5 years of working, every 5 years. 

 

As for family medicine doctors, the system is the same as other MDs. 

As special treatment for family medicine doctors, they provide 650 TJS per month during 

residency.  

 

Online education system is now developing in KT and Hujand as trial by ICAP (in USA). 

Education system is necessary to get approval Ministry of Education, therefore, after the 

approval, it will become official education method. 

 

Budget for the post-education is enough because it is secured by government budget. 

However, it is welcome donor’s cooperation. 
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Avicenna Tajik State Medical University 
 

Date April 26 2021 

Name of the person answers Jamshed Dekhoev 

Position Head of International Relation Dept. & Prof. of 

Pediatric Dept. 

  

1. System of becoming family medicine doctor 

After 6 years of medical school, they get diploma of MD. After that, 2 years residency for 2 

years working at health centers appointed by MOH. After that, 2-4 years working at health 

centers as family medicine doctor, then, becoming a specialist.  

 

2. Popularity of specialist of family medicine doctor 

Less popular. 

Popularity of specialist in Tajikistan is surgery, ObGy, cariology, oncology, and traumatology, 

while family medicine doctor is not a popular as specialty. Only 5-10% students want to be 

family medicine doctor. 

 

3. Any person who encourage student become family medicine 

There is a department of family medicine in the university. Mrs. Yodgorova Maytambi is the 

head of the department. She encourages students to become family medicine doctor. 
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District Hospital 
 

District (Rayon) Hospital 
(Name:  Dusty ) 

Date May 18, 2021 

Name of the person answers Razokov Mansur (service delivery) 

Bekmurodov Bakhtiyor (MCH) 

Position Deputy of Head  

  

Overall information of the facility 

CDH -1  

Numeral hospital – 4 

Center of dermatology   

 

No Question Answer 

1 Cathment population 122 000 

2 Total number of bed 220 

3 Total Number of medical doctors in District 186 (including 12 doctors in numeral hospital) 

3.2 Number of medical doctors in this hospital 186 

3.3 Medical doctor’s specialty of the hospital 

(circle)  

X Surgery, X Therapeutic, X Ob/Gy, X Infection, X 

Pediatric,  

X Reanimatology, (No) Endocrinologist, 

Anesthesiology 

(NO) Cardiology, X ENT, (NO) Neurology, (NO) 

Psychology, Yes Laboratory 

Urology,, Proctology, child surgery   

4 Total Number of nurses in District 271 (including numeral hospital,  

4.1 Number of Nurses in this hospital 233 

5 Number of total inpatients in 2020 7305 

 

252 patients for 4 months of 2021 

5.1 Only in in-patient in the hospital?  (   )  yes           (  X  ) No 

Also see outpatient while came by ambulance or 

admit to hospital with complaints  
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Number of in-patient 

NA, but there is a data on every department for inpatients 

 

2020 

Surgery 471 

Pediatric 1223 

Therapy – 539 

Cardiology 127  

 

2021 (4 months) 

Surgery 198 

Pediatric 347 

Therapy – 181 

Cardiology 13  

 

Health service delivery 

No Question Answer 

1 What kind of equipment for 

Diagnosis of NCDs (cardiovascular 

and diabetes) are currently 

available? (circle) 

Laboratory, ECG, Ultrasound, X-ray digital  

 

If there is other equipment (physiotherapy, 

ergometria, Doppler US, ophthalmoscope, 

otoscope                    ) 

2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Weight scale YES 

Height scale YES 

Other (                                   ) 

3 Is cancer treatment provided in this 

hospital? 

Not, all referred to national or oblast hospital  

5 
(skipped No 
4 question) 

What percentage of the patients 

referred from health centers?  

Direct (self-referral)             80   % 

Referred from PHC               20  % 

6 To where the patients are referred if 

they cannot be treated here? 

Oblast level hospitals 

First call for oblast team to make decision   

7 What equipment is necessary to 

make diagnose of NCDs more? 

CT, MRI 

8 How to monitor NCD patients after 

discharging the hospital? 

Send information to PHC with prescription  

List of actions for follow up during home and 
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patronage visit   

9 What is the criteria to refer NCD 

patient? 

No equipment available? 

Complexity of disease and not clear diagnose  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

Yes 1 doctor is responsible (head of pediatric 

department responsible, organize the kitchen for 

preparing food,  

Oblast Administration distributed the formula 

(therapeutically food)  for feeding  

 

At cardiology department 

No Question Answer 

C1 How many in-patient are here at the 

moment? 

13 

C2 What is the highest number of the 

in-patient?  

Hypertension  

Heart attack  

C3 What is the percentage of male 

patient? 

Male       40 % 

Female      60 % 
C4 
If female 
patient is 
more in 
number 

What is the reason of less number 

of male patient? 

Can’t respond  

 

At pediatric department 

No Question Answer 

P1 How many in-patient are here at the 

moment? 

25 

P2 What is the highest number of the 

in-patient?  

(Circle) 

Malnutrition 3 

Diarrhea - 10 

ARI - 6 

Other (anemia - 5                          ) 

P3 What do you think about mother’s 

knowledge towards prevention of 

diarrhea and malnutrition? 

On malnutrition limited knowledge (how to cook the 

food)  

But good understating of diarrhea among mothers  
P4 What kind of advise to mothers to 

prevent diarrhea and malnutrition 

during admission to the hospital? 

On nutrition – DON’T use of bottle, breastfeeding, 

how to feed children 

Hygiene for diarrhea, more liquor  
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District (Rayon) Hospital 
(Name: Hissor ) 

Date May 17 

Name of the person answers Dr. Azamov 

Position Deputy 

  

Overall information of the facility 

No Question Answer 

1 Cathment population  

2 Total number of bed 283 

3 Total Number of medical doctors in District  

3.2 Number of medical doctors in this hospital 94 

3.3 Medical doctor’s specialty of the hospital 

(circle)  

○Surgery, ○Therapeutic, ○Ob/Gy, ○Infection, 

○Pediatric 

○ Reanimatology, Endocrinologist, ○

Anesthesiology 

○ Cardiology, ○ ENT, ○ Neurology, ○

Psychology, ○Laboratory （Be） 

4 Total Number of nurses in District  

4.1 Number of Nurses in this hospital 280 

5 Number of total inpatients in 2020 10,055 

5.1 Only in in-patient in the hospital?  (  ○ )  yes           (    ) No 

 

Number of in-patient 

Inpatient 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

774 871 868 924 639 

2 Diabetes 105 102 92 97 81 
3 Cancer      
4 Malnutrition (child) 20 26 41 40 35 
5 Anemia 1240 1230 1226 1227 1238 
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Health service delivery 

No Question Answer 

1 What kind of equipment for 

Diagnosis of NCDs (cardiovascular 

and diabetes) are currently 

available? (circle) 

Laboratory,○ ECG, Ultrasound, ○X-ray, CT, MRI 

There are some private clinic which have 

ultrasound, the patients go there when necessary.  

If there is other equipment (                   ) 

2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Weight scale○ 

Height scale○ 

Other (                                   ) 

3 Is cancer treatment provided in this 

hospital? 

No (Patients go to oncology center in Dushanbe.) 

5 
(skipped No 
4 question) 

What percentage of the patients 

referred from health centers?  

Direct (self-referral)            70    % 

Referred from PHC              30  % 

6 To where the patients are referred if 

they cannot be treated here? 

Normally, doctors come from Dushanbe.  

7 What equipment is necessary to 

make diagnose of NCDs more? 

Doppler for US, MRI, Electric encephalogram 

8 How to monitor NCD patients after 

discharging the hospital? 

After discharging from Dist Hosp, the patient will be 

registered at RHC or HH in his area. After 20 days, 

he will come to district hospital for follow up.  

Or 

FMD keeps seeing the patient, and if his condition is 

getting worse, FMD sends him to district hospital.  

 

Insulin is free of charge.  

9 What is the criteria to refer NCD 

patient? No equipment available? 

MOH guideline exists.  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

Mostly by FMD. FMD is giving advice to prevent 

malnutrition and obesity.  

 

At cardiology department 

No Question Answer 
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C1 How many in-patient are here at the 

moment? 

12 patients (total 45 beds) 

C2 What is the highest number of the 

in-patient?  

High blood pressure, cardiovasucular, diabetes, 

pancreatitis, intestinal diseases, anemia 

C3 What is the percentage of male 

patient? 

Male     40    % 

Female    60  % 
C4 
If female 
patient is 
more in 
number 

What is the reason of less number 

of male patient? 

The reason is that when a woman becomes a 

mother, her child's health comes first, so she puts 

herself off. 

Diabetes (DM): There were about 200 patients in Soviet time. Now, the number of patient 

increased to about 16,000.  

Moreover, in Soviet era, there was regular health check ups in school, working places, and 

factories. However, there is no such regular check up system now.  

These days, since the number of family which is worry about keeping status of life is 

increased, mental health became one of the issues.  

As for NCDs, people in Tajikistan take a lot of carbohydrate, the director is worrying about if 

this food culture is one of the reasons to increase NCDs. 

 

At pediatric department 

No Question Answer 

P1 How many in-patient are here at the 

moment? 

10patients in 30 beds 

P2 What is the highest number of the 

in-patient?  

(Circle) 

No problem Malnutrition  

(In 2020, there were 35 malnutrition children and 

one died.) 

No1 is ARI. 

No. 2 is Diarrhoea (Reasons are no quality drinking 

water and drinking river water.) 

 

Other (                                 ) 

P3 What do you think about mother’s 

knowledge towards prevention of 

diarrhea and malnutrition? 

Conducting education as for the followings. 

Breast feeding 

Prevention of infection 

Prevention of anemia 

Prevention of malnutrition 

Immunization 

P4 What kind of advise to mothers to 

prevent diarrhea and malnutrition 

during admission to the hospital? 
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Hygiene 

 

Mothers are good lisnter. However, doctors are not 

sure how much they understand because they are 

not well educated.  

Before, school teachers were also volunteers for health. But for this couple of years, there are no volunteers.   
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District (Rayon) Hospital 
(Name:  Roghun  Central City  Hospital  ) 

Date May 24, 2021 

Name of the person answers Akobirov Bakhtovar 

Position Head of Central City Hospital  

Departments: Internal diseases, Pediatric, Maternity and Gynecology, Surgery and 

reanimation   

 

Overall information of the facility 

No Question Answer 

1 Catchment population 46000 of entire Roghun rayon 

2 Total number of bed 78 beds in Central City Hospital (in Obygarm 

hospital is 98 beds, before it was a Central Rayon 

Hospital, that’s way there are big hospital in 

Obygarm, also hospital in Obigarm easy to access 

from other rayon health facilities) 

3 Total Number of medical doctors in District 15 (6 in hospital of Obygarm) 

Lack of doctors is 32 (PHC and hospital staff 

working for both facilities) 

3.2 Number of medical doctors in this hospital 9 doctors  

3.3 Medical doctor’s specialty of the hospital 

(circle)  

Surgery, Therapeutic, Ob/Gy, Infection, 

Pediatric 

Reanimatology, (No) Endocrinologist, 

Anesthesiology  

(No)  Cardiology, (No) ENT,  (No) Neurology, 

(No) Psychology, (No) Laboratory, Urologist   

4 Total Number of nurses in District 96 (including 48 in Obygarm) 

4.1 Number of Nurses in this hospital 48 

5 Number of total inpatients in 2020 1875 (including 789 in Central City hospital) 

5.1 Only in in-patient in the hospital?  (  X )  yes           (    ) No 

No ambulatory patients  
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Number of in-patient 

Inpatient 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular disease     84 (including 56 with hypertension)  

2 Diabetes     16 

3 Cancer     0 

4 Malnutrition (child)     5 

5 Anemia     16 

By hearing, no data available by diagnoses from narrative report.  

Internal diseases department – 183 patients  

Same building (both hospital and PHC in same building of 4 floors) 

 

Health service delivery 

No Question Answer 

1 What kind of equipment for 

Diagnosis of NCDs (cardiovascular 

and diabetes) are currently 

available? (circle) 

Laboratory (poor),)  ECG (Yes, 3, one not 

functioning, Ultrasound (Yes, 3, one not functioning,  

X-ray (1 portable), CT, MRI (No) 

If there is other equipment (   No   ) 

2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Weight scale Yes (2 for children no for adults ) 

Height scale Yes (2, old since soviet time) 

Other ( No      ) 

3 Is cancer treatment provided in this 

hospital? 

No (as no specialist and CDH should refer patients 

with cancer to specialized cancer hospitals in 

Dushanbe) 

5 
(skipped No 
4 question) 

What percentage of the patients 

referred from health centers?  

Direct (self-referral)       65 % 

Referred from PHC        35 % 

6 To where the patients are referred if 

they cannot be treated here? 

To Dushanbe specialized Centers  

7 What equipment is necessary to 

make diagnose of NCDs more? 

ECG, cardiomonintor,  

For maternity infant incubators, warmer  

Lab analyzer  

8 How to monitor NCD patients after 

discharging the hospital? 

By PHC and call to come in certain period of time  

 

9 What is the criteria to refer NCD 

patient? 

No doctors (oncologist) 

No Lab 
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No equipment available? Severity of diseases  

Unclear diagnose  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

No, but pediatrician passed training on therapeutic 

treatment  

 

At cardiology department NO department – internal diseases  

No Question Answer 

C1 How many in-patient are 

here at the moment? 

3 (1 in Obygarm)  

C2 What is the highest number 

of the in-patient?  

Up to 20 patients  

High blood pressure  

More then 80 % with hypertension  

C3 What is the percentage of 

male patient? 

Male      40   % 

Female    60  % 
C4 
If female 
patient is 
more in 
number 

What is the reason of less 

number of male patient? 

More stress  

Prevalence of obesity among women  

Etiology, among women the hypertension more prevalent  

 

At pediatric department 

No Question Answer 

P1 How many in-patient are here at the moment? 2 

P2 What is the highest number of the in-patient?  

(Circle) 

Up to 5 

Malnutrition (very less number) 

Diarrhoea (most cases) 

ARI (seasonable) 

Other 

(                                 ) 

P3 What do you think about mother’s knowledge 

towards prevention of diarrhea and 

malnutrition? 

Moderate  

EIC available  

P4 What kind of advise to mothers to prevent 

diarrhea and malnutrition during admission to 

the hospital? 

Hygiene  

Hand washing  

Healthy nutrition  
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 In 2020 in comparison with 2019 number of diarrhea decreased. 

District (Rayon) Hospital 
(Name: Sangvor CDH ) 

Date May 21, 2021 

Name of the person answers Saidov Rajabaly 

Position Head of CDH 

Population of district – 23350  

2 numeral hospitals (Jildara and Myionadu) 

Departments in CDH:   

 Surgery 

 Pediatric  

 Maternity  

 Therapy  

 Infection  

 Ward for emergency care  
JICA has been constructed an infection department for 24 beds in CDH which was recently 

opened by Ambassador of Japan.  

  

Overall information of the facility (CDH) 

No Question Answer 

1 Cathment population 23350 

2 Total number of bed 70 beds 

Jildara – 20 beds 

Moynadu – 30 beds 

3 Total Number of medical doctors in District 14 doctors  

3.2 Number of medical doctors in this hospital 8 doctors in CDH 

3.3 Medical doctor’s specialty of the hospital 

(circle)  

(2) Surgery, (1) Therapeutic, (1) Ob/Gy, (1) 

Infection, (1) Pediatric 

(NO) Reanimatology, (No) Endocrinologist, 

Anesthesiology 

(No) Cardiology, (No) ENT, (No) Neurology, (No) 

Psychology, Laboratory (1 doctor) 

Lack of doctors – 10 of different specialties  

4 Total Number of nurses in District  

4.1 Number of Nurses in this hospital 24 (excluding numeral hospitals, below # for them 

9 nurses in numeral hospital Childara 
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4 nurses in numeral hospital Mionadu  

5 Number of total inpatients in 2020 1221 inpatients in total for entire rayon  

Myonadu 337 

Childara 205 

For CDH – 679 

5.1 Only in in-patient in the hospital?  ( X )  yes           ( X   ) No 

Have ambulatory patients to follow up the 

discharged patients  

Several doctors from Health center works for hospital too on contract base 

 

Number of in-patient (only data for 2020 available) 

Inpatient 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   NA 5 (ischemic), 1(infarct) 

37 hypertension  

2 Diabetes    NA 8 

3 Cancer    NA 0 

4 Malnutrition 

(child) 

   NA 14 ARI  

14 diarrhea  

16 malnutrition (child) 

5 Anemia    NA 0 

     NA 28 with respiratory diagnoses  

21 with digestive system diseases, 26 with urine 

tract diseases  

Distribution of patients 2020 by departments in CDH 

- Therapy department: 120 patients  

- Pediatric department: 42 patients 

- Infection department:  39 patients 

- Surgery department: 160 patients 

- Maternity department: 322 patients 

 

Health service delivery 

No Question Answer 

1 What kind of equipment for 

Diagnosis of NCDs (cardiovascular 

and diabetes) are currently 

(1 )Laboratory (no biochemical, only express tests, 

general blood and urine tests), (1) ECG, (1) 

Ultrasound, (1) X-ray, (No)CT, MRI 
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available? (circle)  

If there is other equipment ( oxygen 

concentrator                  ) 

2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Weight scale (2) 

Height scale (2) 

Other ( Yes, length measurement tap ) 

3 Is cancer treatment provided in this 

hospital? 

NO 

Only dispensary observation done by PHC 

5 
(skipped No 
4 question) 

What percentage of the patients 

referred from health centers?  

Direct (self-referral)       20         % 

Referred from PHC       80         % 

6 To where the patients are referred if 

they cannot be treated here? 

Dushanbe national hospitals  

7 What equipment is necessary to 

make diagnose of NCDs more? 

Biochemical analyze, ECG, Echography, digital X 

Ray, ambulance car, US, defibrillator, vacuum, 

cardio monitor, for sugar testing device  

Coagulator for surgery  

8 How to monitor NCD patients after 

discharging the hospital? 

Follow up by PHC, inform PHC, make appointment 

to visit hospital specialists,  

Giving health advices  

Register as risk group  

9 What is the criteria to refer NCD 

patient? 

No equipment available? 

No Lab, no specialists 

Unclear diagnose  

Yes   

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

No such staff  

 

At cardiology department (no cardiology department, all patients in therapy department) 

No Question Answer 

C1 How many in-patient are here at the 

moment? 

4 with hypertension  

2 with diabetes  

C2 What is the highest number of the 

in-patient?  

High blood pressure 

8 

C3 What is the percentage of male Male       20  % 

36 
 

patient? Female   80   % 
C4 
If female 
patient is 
more in 
number 

What is the reason of less number 

of male patient? 

Obesity  

 

 

At pediatric department 

No Question Answer 

P1 How many in-patient are here at the 

moment? 

2 

P2 What is the highest number of the 

in-patient?  

(Circle) 

Malnutrition 2 

Diarrhea 4 

ARI - 7 

Other (with high temperature, urine diseases  ) 

P3 What do you think about mother’s 

knowledge towards prevention of 

diarrhea and malnutrition? 

Very low 

P4 What kind of advise to mothers to 

prevent diarrhea and malnutrition 

during admission to the hospital? 

There is a therapeutic feeding  

How to feed children, physical activities  

 

CME for health workers prefer to do by using distant learning method as expensive to travel 

and stay in Dushanbe  
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District (Rayon) Hospital 
JOMI 

Date May 4 

Name of the person answers Dr. Nuralizoda Alihanjon 

Position Director 

Contact number 905751000 

  

Overall information of the facility 

No Question Answer 

1 Cathment population 180,000 

2 Total number of bed 226 

3 Number of medical doctors 46 

Surgery, Pediatric, ObGy, Infectioninst, ENT, 

Noenatology, Reanimation, Cardiology, Urology, 

Traumatology, Neuropathology 

4 Number of nurses 168 

5 Number of total inpatients in 2020 8,626 

6 Number of total Outpatients in 2020 No outpatient 

 

Number of inpatient and outpatient 

 
 

 

 

 

 

 

Wards/departments
12 months 2020 Bed from

Village
Child up to 17

years old
Transferred from

another department Death Bed per
day Discharged Deaths,

percent
Bypassing

beds
 Аverage
treatment

Bed occupancy,
percent

Bed
occupancy

Surgical 587 534 231 117 1 6451 598 0.2 15 11 52 161.3
Pediatric 473 447 473 66 4338 518 17.3 8.3 46.3 144.6
Reanimation 173 170 81 145 32 1168 55 10.8 9.2 21.2 62.4 195
Internal medicine 158 139 7 1 1954 168 8.4 11.6 31.3 97.7
Infectious diseases 404 356 71 1 4 3121 402 1 13.4 8 38 104
Midwifery 3953 3582 70 13773 4036 100.9 3.4 115 344.3
Pathology 312 284 1327 231 46.2 5.7 88.5 265.4
Urology 271 243 2387 278 18.5 9 51 159.1
ENT 356 328 202 3816 350 14 10.9 48.9 152.6
Cardiology 202 186 11 2 2243 204 1 13.6 11 52.3 149.5
Maternity 361 287 2608 366 24.4 7.1 55.7 174
Total 7250 6556 1058 417 40 43186 7206 0.5 299 6 57.4 179.2
Numeral hospital #4 344 344 88 2233 342 17.1 6.5 34.2 112
Numeral hospital "Mehnat" 493 493 179 2344 493 25 5 39.1 117.2
Numeral hospital #3 539 539 14 1352 539 27 2.5 22.5 67.6
Total 1376 1376 281 0 0 5929 1374 22.9 4.3 32.9 98.8
Total for district 8626 7932 1339 417 40 49115 8580 0.4 28.5 5.7 52.3 163.2

Health facility reports of divisions for 12 months, 2020
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District (Rayon) Hospital 
Kuroson 

Date May 7 

Name of the person answers Dr. Faizzoda 

Position Director 

 15 RHCs and 31 HHs 

Overall information of the facility 

No Question Answer 

1 Cathment population 120,000 

2 Total number of bed 111 

3 Number of medical doctors District total 56 

District total 36 

Surgery, Therapeutic, ObGy, Infection, Pediatric 

Endocrinologist, Reanimatology, Anestetology 

Psycologist, Neurology, Cardiology, Lab, ENT 

4 Number of nurses District total 215 

District hospital 132 

5 Number of total inpatients in 2020 (There is a report, but not known now.) 

 

Number of inpatient 

No Disease 2016 2017 2018 2019 2020 2021 

1 Cardiovascular 

diseases 

58 45 52 62 58 16 

2 Diabetes 23 28 19 29 61 16 
3 Cancer 0 0 0 0 0 0 
4 Malnutrition (child) 14 4 36 40 38 8 
5 Anemia 15 18 30 40 60 7 

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

Consultation ⇒ Lab test ⇒ Examination (blood 

pressure, Pulse, SpO2, ECG) 

There is an own lab here. 

2 What kind of diagnosis of nutrition-related Measuring Weight and height 
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disease are currently available? 

3 What kind of NCDs treatable in this district 

hospital? 

Other than cancer treatable 

 

4 What kind of nutrition-related diseases are 

treatable in this district hospital? 

F95, F75, Biscuit available 

5 What percentage of the patients referred 

from health centers? (against the patients 

directly comes to district hospital) 

Not know 

6 To where the patients are referred if they 

cannot be treated here? 

Dushanbe or Bokhtar 

7 What are the difficulty to make diagnose of 

NCDs? 

No CT and MRI, and gastroscope 

8 What are the difficulty to treat NCD 

patients? 

After Doctor prescribes drugs, doctor informs PHC 

nurse to follow, nurse follows by home visit. 

Doctor also gives his tel number to patient, so that 

patient can call him anytime. Sometime doctor will 

call to patient to ask his condition. 

9 Is there a guideline to refer a NCD patient? Actually, It depends on test available.  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use therapeutic 

food 

Pediatrican does it. There is a kitchen however, due 

to shortage of budget, kitchen has been closed for 

the patient. It is only working for staff lunch.  

 

 

 Anemia among pregnant women 

Maternity dept. was reconstructed by KfW with equipment. They have new department 

building with own lab. 

Biggest problem is anemia among pregnant women. More than 50% of pregnant women 

have anemia. However, Many of them are normal if they get test in Dushanbe or Qurganteppa 

(Bokhtar). Therefore, deputy of head of maternity doubts the hemoglobin meter in maternity 

lab is something wrong. She asked lab staff to check hemoglobin meter of the lab, but nobody 

listened her. 

 

Other factors of anemia is especially rural area, pregnant women do not care about health. 

They do not have any knowledge of health including nutrition. 

40 
 

 

Other problem on anemia is shortage of iron tablet. Each PHC estimates their quantity of 

needs, and PHC manager consolidates the total quantity for district. However, PHC manager 

mistook the calculation and less quantity of iron tablets came. 

 

At pediatric dept., there were 2 malnutrition patients admitted (1year old and 2 years old). 

The 2-year-old child also had anemia. As pediatrician told, due to lack of knowledge of 

mothers, they do not cook well at home, instead, they feed food from shop, with low quality, 

to children, and that causes malnutrition.  

 

At therapeutic dept., there are 20 beds including 5 beds for cardiology. According to staff 

there, number of the in-patients is less because of Ramadan season. Head of the doctor in 

the department told economic situation of people around here has been worse since COVID-

19 epidemic, because most of male population sent back to the country from Russia and they 

had been no job in Tajikistan. He also told that the situation will cause negative effect to 

health of the people as well. 
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District (Rayon) Hospital 
Kushoniyon 

Date 5 May 

Name of the person answers Davlatzoda Mahmad 

Position Head 

  

Overall information of the facility 

No Question Answer 

1 Cathment population 249,787 

2 Total number of bed 245 

3 Number of medical doctors 51 

Surgery, Therapuetic, Ped, Obgy, 

Infectioninst, reanimatologist, ENT, cardio, 

traumatology 

4 Number of nurses 405 

5 Number of total inpatients in 2020 25,370 

6 Number of total Outpatients in 2020  

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

By Lat test. Clinical symptoms. 

X-ray, ultrasound, ECG, are available 

 

2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Malnutrition 

1 year old girl, -4SD, 67cm, 4.6kg 

Cannot drink breast milk well. 

3 What kind of NCDs treatable in this 

district hospital? 

F75 F100 is given 

4 What kind of nutrition-related 

diseases are treatable in this district 

hospital? 

As above 

5 What percentage of the patients 

referred from health centers? 

(against the patients directly comes 

to district hospital) 

60% refer, 40% self 
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6 To where the patients are referred if 

they cannot be treated here? 

Oblast hospital 

7 What are the difficulty to make 

diagnose of NCDs? 

 

8 What are the difficulty to treat NCD 

patients? 

 

9 Is there a guideline to refer a NCD 

patient? 

There is guideline (protocol) by MOH in 

each internal disease 

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

 

Cardiology is internal medicine department,. 10 beds are for cardiology among out of 40 

internal department. As for diabetes treatment, endoclonologist will come for treatment from 

district health center.  

At numeral hospital they are allowed to treat only light case of NCDs and malnutrition.  

NCD is increasing as people like sweet food and carbonhydrate.  
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District Healthy Lifestyle Center 
 

Healthy Lifestyle Center, Hissor district 
 

Date 21 May 2021 

Name of the person answers 
Dr Bobokul Yomgurov 

Shirin Sharipova, instructor  

Position Director 

  

1. Organization structure 

13 staff, all of them at district level.  

3 out of 13 staff at sub-district level.  

3 doctor-instructors who are assigned at sub-district level are also working at RHCs. 

 

Department Staff 

National program 
3 doctor-instructors (Surgeon, neuropathologist, pediatrician), and  

3 nuse-instructors  

Information media specialist 

Administration Human resources, accountant, cleaner, secretary  

 

2. Activities 

 Main activity is “Explanation about health issues to general public”.  
 They hold seminars. They usually call ahead to the designated places where they are 

plan to conduct their seminars.  
 In general, they do not do the individual home visits.  
 They receive brochures and booklets from Republican HLSC. 
 Data analysis on NCDs is not their responsibility.  
 There is no system of monitoring and evaluation on their activities.  
 They send an article to local newspaper twice in a month. 
 They conducted a big event on “World Health Day” on 7 April 2021 at the district 

hospital. They were distributing booklets/brochures and had small discussions with the 
population.  

 
3. Documents 

 There are 11 jamoats and Hissor town. Each employee covers 2 jamoats. 
 They have their regulation, work plan, individual work plan, monthly report.   
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4. Trainings 

 Usually, they educate themselves, do not have any teaching standards. 
 They are rarely participating at any trainings at the republican level.  
 Each Wednesday they have their weekly meetings where they discus their work. 
 

5. Issues in work 

 They have no operational budget. When they need to go to villages far away from their 
office, they need to pay transportation cost from their pocket. It is a burden to the 
HLSC staff, because their salary is not high (ex. one of the staff in lower position makes 
only 450 TJS per month.)  

 Administratively they belong to the district hospital. They are using 1 room and small 
corridor provided by the district Sanitary Epidemiological Surveillance Services. 

 They need chairs, tables, and tablets. They do not have a vehicle. Their computer is 
broken.  

 
6. Others 

 They don’t have Facebook page. No internet in their office. 
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Healthy Lifestyle Center, Khuroson 
 

Date 7 May 2021 

Name of the person answers Gultuhsor Turkmenova 

Position Director 

  

1. Organization structure 

11 staff, all of them at district level. No staff at sub-district level. 

 

Department Staff 

National program Chief (Chemist), instructor 

Information Chief (Chemist), media specialist 

Documentation Chief (Chemist), nurse 

Administration Human resources, accountant, librarian, Cleaner  

 

2. Activities 

∙ Main activity is “Explaining health issues to the general public”. For example, they picked 
up topics such as COVID-19 and diarrhea. They hold seminars, make house visits, 

according to the orders by the Obrast. When the Obrast provides some posters or 

materials (ex. face masks), they distribute them to the local people. 

∙ On average, they have 2-3 events per day. They work according to their daily schedule.  

∙ When they make house visits, they go together with patronage nurses. When they go to 
school, they go together with specialists. So, they consider that there is no duplication 

of work. 

∙ They make annual plan, daily/monthly/quarterly reports and send them to Obrast, district 
government, DHC and district hospital  

∙ Data analysis on NCDs is not their responsibility.  

∙ There is no system of monitoring and evaluation on their activities. Once a year, they 
receive an inspector sent by the Obrast. He checks their daily/ monthly report from the 

viewpoint of numerical increase. However, there is no punishment if numbers of some 

of their activities are decreased in comparison with those of the last year.    

∙ They send an article to the local newspaper every week. 
 

3. Example of Daily report 
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∙ Requirements: Name of visitor, Location, make of school, types of activity, topic, number 

of participants, type and number of distributed materials   

∙ Signature by the responsible person and stamp are important “proof” to endorse their 
activities. 

 

4. Trainings 

∙ Sometimes the Obrast and Vaccination center invites the director of HLC. This year, the 
director had 3 trainings. On the occasion of training, they share brochures for community 

people also. 

 

5. Issues in work 

∙ They have no operational budget. When they need to go to villages far away from their 
office, they need to pay transportation costs from their pocket. It is a burden to the HLC 

staff, because their salary is not high (ex. one of the staff in a lower position makes only 

450 TJS per month.)  

 

6. Others 

∙ They don’t have a Facebook page. 
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Healthy Lifestyle Center, Kushoniyon 
 

Date 6 May 2021 

Name of the person answers Jalilov Erkin 

Position Director 

  

1. Organization structure 

12 staff, 5 at district level and 7 at sub-district level. 

District Director, accountant, human resources, computer operator (in-charge of 

update of their Facebook page), assistant  

Sub-district Called as sub-district workers 

3 teachers who are qualified in high education 

4 doctors (stomatologist, infectionist, pediatrician, dermatologist 

 

2. Activities 

∙ Spread propaganda for health topics. There are 26 standard topics to cover. In case of 

an emergency, for example an outbreak of some infectious disease, it must be added. 

∙ Provide training for health staff. 

∙ Hold seminars for community people.   

∙ Make an annual plan, daily report and monthly report for provincial HLC. 

∙ Internal meeting with Sub-district workers every week. 

∙ Meeting with DHC 2-3 times per week. 

 

3. Trainings/materials 

∙ They don’t have training on communication approaches to community people.  

∙ They don’t have standardized teaching materials for community people. (Although the 

federal HLC already developed them, they did not receive them yet.)  

 

3. Others 

∙ They want to have a vehicle for their activities.  

 

 

 

 

 

48 
 

Numeral Hospital 
 

Numeral Hospital Dusty #4 
 

Date May 18, 2021 

Name of the person answers Sapargeldy Kilichev 

Position Chief Doctor of hospital  

  

Overall information of the facility 

11 patients wards, 25 beds (15 for pediatric and 10 for adult)  

No water supply system functions, outside latrine, no sewage system 

2 doctors positions (therapist and pediatrician), 1 taken (pediatrician) 

 

No Question Answer 

1 Cathment population 3200 

2 Number of medical doctors 1 pediatrician  

3 Number of nurses 6 

4 Number of total Outpatients in 2020 226 patients discharged  

 

Number of outpatient (according by narrative annual reports from 2018 (228 total number of 

patients , 2019 (228 discharched) and 2020 below) 

Out-patient (ONLY Inpatient counted and registered) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

NA NA 36 36 34 

2 Diabetes NA NA 0 0 1 

3 Cancer NA NA 0 0 0 

4 Malnutrition (child) NA NA 16 16 12 

5 Anemia NA NA 0 0 0 

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

Hypertension 

Pneumonia, bronchitis  
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2 What kind of diagnosis of nutrition-

related disease are currently 

available? 

Malnutrition  

3 What kind of NCDs treatable in this 

district hospital? 

Hypertension, bronchopneumonia   

4 What kind of nutrition-related 

diseases are treatable in this district 

hospital? 

Malnutrition  

5 What percentage of the patients 

referred from health centers? 

(against the patients directly comes 

to district hospital) 

60 % are self-admission 

Mainly those patients who can’t afford 

themselves to get treatment at CDH  

6 To where the patients are referred if 

they cannot be treated here? 

Mainly to CDH (according to internal 

regulation on referral), but also may 

recommend to go to oblast and national 

level facilities  

7 What are the difficulty to make 

diagnose of NCDs? 

No specialist (only pediatrician works here) 

No ECG, no ultrasound, 

8 What are the difficulty to treat NCD 

patients? 

Not availability of drugs (patient should buy 

themselves), no laboratory for testing  

9 Is there a guideline to refer a NCD 

patient? 

Guideline for treatment of pediatric cases at 

hospital and malnutrition guideline  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

NA – don’t have such staff at hospital  

Information on nutrition taken from 

Guideline  

F75 and F100, BP 100 are available – these 

are formula for treatment of malnutrition (for 

treatment of children with -3Z severity of 

malnutrition)  
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Numeral hospital No.3 and Rural Health Center 50 Solagi Tajikistan 
together in the same building 

Date May 4 

Name of the person answers Dr. Ashurov 

Position Director of numeral hospital 

  

Overall information of the facility 

No Question Answer 

1 Cathment population About 42,000? Covers 2 Jamoats 

2 Number of medical doctors NH 2 MD (1 Obgy 1 pediatrcic) 4 MD in RHU 

(Thrapeutic, periactrc, Obgy, Lab) 

3 Number of nurses 12 in NH, 6 in RHC 

4 Number of total Outpatients in 2020 1,285 in RHC, 369 in NH 

 Number of HH under this facility 17 

 Number of bed 20 

 

Number of inpatient 

30 in internal dept., 13 in Pediatric dept., 507 for normal delivery in 2020 

 

Number of outpatient 

Out-patient 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

They are not allowed to receive at NH level. 

2 Diabetes 

3 Cancer 

4 Malnutrition (child) 

5 Anemia - 1 4 16 5 

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

In the Lab, blood, HIV, urine, stool test can be done. 

2 What kind of diagnosis of nutrition-related Diagnosis by measurement height and weight 
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disease are currently available? 

3 What kind of NCDs treatable in this district 

hospital? 

Not allowed 

4 What kind of nutrition-related diseases are 

treatable in this district hospital? 

Iron tablet is available at PHC level. Now no 

inventory due to shortage of iron tablet for 3-4 

months. Now the patient buy iron tablet from 

drugstore,  

5 What percentage of the patients referred 

from health centers? (against the patients 

directly comes to district hospital) 

Most come by themselves 

6 To where the patients are referred if they 

cannot be treated here? 

CDH Jomi 

7 What are the difficulty to make diagnose of 

NCDs? 

Microscope is too old.  

There was hemoglobin meter before but not 

available for use not. 

8 What are the difficulty to treat NCD 

patients? 

NA 

9 Is there a guideline to refer a NCD patient? NA 

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use therapeutic 

food 

NA 

 

MCH handbook is not available at least for 1 and half years due to no distribution. 

Education to population is done by patronage nurse. Their task is to find pregnant woman 

and people who has disease for the referral.  

They visit 70 HH in average per day.  

Before there was a health volunteer consisted by school teacher, community leader and 

women’s leader. It was by USAID project. Now, the volunteer still work with USAID new 

project. 
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Numeral Hospital No. 6 (Same building of RHU Uljaboev) 
Khuroson District 

Date May 7  

Name of the person answers Mr. Rahim 

Position Feldsher 

  

Overall information of the facility 

No Question Answer 

1 Cathment population 8,167 

2 Number of medical doctors 2 (Cardiologist and Pediatrician) 

3 Number of nurses 7 + Feldsher 

4 Number of total Outpatients in 2020 As of May 2021, 222 (34 in-patient) 

 

Number of outpatient 

Out-patient 

No Disease 2016 2017 2018 2019 2020 2021 

1 Cardiovascular 

diseases 

NA 26 

(9 in patient) 

2 Diabetes 13 

(2 in patient) 

3 Cancer  

4 Malnutrition (child)  

5 Anemia  

Other diseases as of May 2021 

Urology 39, Digestive 28, Respiratory (NCDs) 47, Backpain 9 

Total 162 

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

Lab. For blood and urine 

(If necessary, portable ECG and Ultrasound are 

borrowed by district hospital) 

2 What kind of diagnosis of nutrition-

related disease are currently available? 

Malnutrition treatment is centralized in CDH 

3 What kind of NCDs treatable in this In the rest of questions, the feldsher said he could not 

A-9-26



53 
 

district hospital? answer as he was not a head.  

4 What kind of nutrition-related diseases 

are treatable in this district hospital? 

5 What percentage of the patients 

referred from health centers? (against 

the patients directly comes to district 

hospital) 

6 To where the patients are referred if they 

cannot be treated here? 

7 What are the difficulty to make diagnose 

of NCDs? 

8 What are the difficulty to treat NCD 

patients? 

9 Is there a guideline to refer a NCD 

patient? 

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use 

therapeutic food 

 

From 0800 to 1700, people tend to go to RHC. Numeral hospital is for 1700 to 0800 (night 

time) for outpatient. In the daytime, numeral hospital is only receiving the outpatient who are 

referred from HH.  

 

There are 15 beds including 5 beds for pediatric. There is a 6-months child in patient at this 

time who has diarrhea and temperature. He is with his mother and 2 brothers and sisters. 

His mother told us that the reason of diarrhea is eating immature fruits from garden tree. He 

has been in-patient for 5 days. 
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Numeral Hospital 
Regional hospital of Obygarm (before was a central hospital until 

2009) Roghun district 
 

Date May 24, 2021 

Name of the person answers Tosheva Farida 

Position Chief Doctor  

Building from 1985, very old and needs for capital renovation  

Hospital has separate from CDH budget as entity  

Overall information of the facility 

No Question Answer 

1 Catchment population 25000 

2 Number of medical doctors 8 

3 Number of nurses 45 

4 Number of total Outpatients in 2020 1086 

Departments: pediatric, maternity and gynecology, therapy, surgery, reanimation, infection 

diseases, admission  

Number of beds 97 

Number of outpatient 

Out-patient NOT provided ambulatory care, only first aid and emergency care  
2019 – 1370 in patients  

2020 – 1086 in patients 

Not available data by diagnoses  

Internal diseases (20 beds) 66 in-patients in 2019, 69 inpatients in 2020 

Pediatric 110 in 2019 and 63 in 2020 inpatients  

 

Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs 

(cardiovascular and diabetes) are 

currently available? 

Diabetes  

Hypertension  

Gastritis  

Pyelonephritis  

Pancreatitis  

Anemia 

(Infection: Brucelles and Postoperative patients)  

After traffic accidents, traumas   
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2 What kind of diagnosis of nutrition-related 

disease are currently available? 

Malnutrition  

Diabetes 

 

3 What kind of NCDs treatable in this district 

hospital? 

Diabetes  

Hypertension  

Gastritis  

Pyelonephritis  

Pancreatitis  

Anemia  

4 What kind of nutrition-related diseases are 

treatable in this district hospital? 

Malnutrition  

Anemia  

Diabetes 

There is nurse responsible for food preparation 

(working as a diet specialist)  

5 What percentage of the patients referred 

from health centers? (against the patients 

directly comes to district hospital) 

10%  

90% by self-admission  

6 To where the patients are referred if they 

cannot be treated here? 

To Central City Hospital 

Fayzabad CDH 

Dushanbe  

Or call sanaviation (from Dushanbe)  

7 What are the difficulty to make diagnose of 

NCDs? 

No X Ray  

Limited lab (only general test and express testing 

with 1 lab technician 

Lack of specialists (no cardiologist, X ray specialist, 

reanimatologyst,  mental health) 

Lack of 5 doctor as mentioned above by specialty  

8 What are the difficulty to treat NCD 

patients? 

Lack of specialists 

Limited lab capacity   

9 Is there a guideline to refer a NCD patient? National Guidelines for PHC  printed by WB 

No other guidelines specially for hospital care  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use therapeutic 

food 

Allocated a nurse who  provides 

recommendations on food preparation   

In pediatric department limited equipment for 

preparing therapeutic food 
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Numeral Hospital 
Regional Hospital Dehoty Childara 

 
Date May 21, 2021 

Name of the person answers Mirzoev Nazarhuja 

Position Chief Doctor 

  

Overall information of the facility 

No Question Answer 

1 Cathment population 6500 of population in Jildara Jamoat  

2 Number of medical doctors 2 doctors (Laboratory Technician and therapy) – no 

lack in staff  

3 Number of nurses 5 

4 Number of total Outpatients in 2020 210 

Total number of beds 20 

Maternity for 3 beds (200 births per year) 

 

Number of outpatient 

Out-patient 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   NA 50 

2 Diabetes    NA 35 

3 Cancer    NA 0 

4 Malnutrition (child)    NA 0 

5 Anemia    NA 65 

Types of patients mainly hospitalized with following diagnoses  

 Pielopheritis  

 Hypertension  

 Diabetes  

 Anemia  

 ARI 
Health service delivery 

No Question Answer 

1 What kind of Diagnosis of NCDs Hypertension - 2 patients 
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(cardiovascular and diabetes) are 

currently available? 

Pielopephritis – 1 patients 

Endometritis – 1 patients 

2 What kind of diagnosis of nutrition-related 

disease are currently available? 

Not at the moment, but patient with diabetes  

3 What kind of NCDs treatable in this district 

hospital? 

 Pielopheritis  

 Hypertension  

 Diabetes  

 Anemia  

 ARI 
4 What kind of nutrition-related diseases are 

treatable in this district hospital? 

Diabetes  

Malnutrition (received F75 and F100 formula) 

5 What percentage of the patients referred 

from health centers? (against the patients 

directly comes to district hospital) 

100 % due to BBP program (eligibility for free 

service by referral) 

6 To where the patients are referred if they 

cannot be treated here? 

CDH 

7 What are the difficulty to make diagnose of 

NCDs? 

No equipment (ECG) 

No specialist  

 

8 What are the difficulty to treat NCD 

patients? 

No equipment  

Lack of medicines  

Infrastructure 

No water   

9 Is there a guideline to refer a NCD patient? No guideline  

10 Allocation of nutritionist, situation of 

providing nutrition education and 

treatment by ages, Inventory 

management of Ready to use therapeutic 

food 

No staff  

There is F75 and F100 but no trained staff for use 
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District/City Health Center 
 

District/City Health Center 
(Name of district:  Dusty) 

Date May 17, 2021 

Name of the person answers Sharipov Bozor  

Position Head of PHC  

 

Under Dusty district health center 14 Rural health Center 32 Health house  

There is a shortage of doctors in PHC at least for 10% as well as shortage of family nurse 

shortage (doctors work as family doctor, however majority of them have not passed 6 months 

re-training course on family medicine)  

No Question Answer 

1 Role and scope of 

responsibility & service 

of District/city health 

center 

( Yes ) Diagnosis and treatment of out-patient for catchment area 

population 

( Yes )  Management of PHC facilities 

( Yes ) Coordination with other health organization centers such as 

IMCI  reproductive health center, healthy lifestyle center, 

immunization center (all these structures are part of PHC) with TB 

Center, AIDS Center (separate entities), skin diseases/dermatology 

center  

(  ) other 

 ANC care for pregnant women  

 Immunization of children up to 6 years old 

 Dispensary care for chronic patients  

 Prevention of infection diseases  

 Prevention of diseases and health promotion 

activities among population 

 Treatment of children with malnutrition 

 Coordination work with narrow specialists (in case of 

complicated cases)  

 

2 Health staff (number of 

total medical doctors 

and family medicine 

doctor) in this health 

Total number of MD in this center: 20   

Family medicine doctor: 4  

(total number in the district: 56 doctors including   

In this health center: 28 family doctors (only 7 doctors passed re-
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center training course on family medicine)   

3 Health staff (number of 

nurse) 

Total number of nurse in this center – 19 at Rayon Health Center  

Family medicine nurse – 6 at Rayon Health Center   

(total number of nurses in the Dusty district: 202 including 22 family 

nurse  

In this health center: 6 family nurse  

4 Available equipment for 

making diagnosis 

(circle) 

ECG, Ultrasound, fluorography,  

Others: Laboratory is belongs to private laboratory Behdoshy (list of 

test are not large, only basic tests such as general blood and urine 

tests and stool test for worms) 

HIV testing and hepatitis tests are provided by Rural Health Center 

by using express test system   

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at 

district level? 

Do they have branch at your district? 

Yes, all Centers (Reproductive, 

Healthy Lifestyle, IMCI, Immuno-

prophylaxis ,  Centers ) are exists at 

rayon  

( X ) Family medicine center located in district health 

center with 4 doctors and 4 nurses and 1 medical 

statistician   

( X ) Reproductive health center 

( X ) Healthy lifestyle center 

( X ) Immuno-prophylaxis center 

( X ) IMCI center 

(  X ) TB center  ( X ) HIV center – these centers are 

independent  

( X ) others – dermatology  

 

Reporting items 

No Question Answer 

1 What kind of reports do you 

submit to Oblast/Republican 

level? 

Monthly report on Center activities (narrative report with # of 

admissions, ANC, # of deliveries, mortality, perinatal death, 

population with age group etc) to be submitted to oblast 

health administration   

Annually statistical reports (in total 17 forms, scanned, 

including IMCI data, infection diseases, health personnel, # 

of patients received care etc/)  

 

60 
 

 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of conducting 

mass-screening medical checkup for early 

detection of NCDs 

Conducting the check up for adolescents for 

newborn for all types NCD, as well for dispensary 

population at annual base, for chronic patients 

(diabetes, cardiovascular) – 2 times a year.  

For group of patients with disability status (group 

for disability)  upon request  

2 How do you conduct to check for child 

malnutrition?  

( Yes)  During home visit to be done by patronage 

nurse from all Health houses and Rural Health 

Center, during visit the weight scale and shoulder 

tap are used  

( NO ) At the time of Vaccination 

Others 

From the time of discharge from maternity children 

with malnutrition are under observation, 157 

children registered and they receiving the 

therapeuticall feeding     

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

At sufficient level, during COVID it was organized a 

lots of health promotion activities during home visits  

4 Availability of supporters for health 

promotion activities at community level 

Before volunteer groups are formed by USAID 

project but now no volunteers any more  

5 situation and possibility of health 

education for children at school 

Organized on monthly base at 48 schools with 

health promotion activities  

6 existence of health education by media Example of Using TV program 

No local TV but at Oblast TV Khatlon there is a 

program  

Example of Using radio program 

Local Radio several times broadcasted info on 

COVID (not related to other topics) 

Example of using newspaper 

Local newspaper named Payomi Dusty – on 

monthly base have to submit article (latest 
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information  was on botulism, COVID)  

 

7 existence of application for smartphone 

related health promotion 

NA 

Have heart first time  

8 MCH handbook utilization for health 

education of mother and child 

Yes, they used, for all women who visited the 

Reproductive Health Center received the MCH 

Hand book, but at level of rural center no handbook 

available   

So, far there is enough number for distribution in 

the stock of RH Center  

 

Dusty is a USAID pilot on nutrition  

Providing seminar and training through RHC to population by nurse according to schedule 

On weekly base organized internal training by QI committee (still exist) for nurses. 

At rayon 2 qualified trainers on nutrition. 
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District/City Health Center 
(Name of district:   Hissor) 

Date May 17 

Name of the person answers Dr. Nosirov 

Position Deputy 

  

Covering population: 330,162 

Number of Health facilities: 1District hospital, 1 numeral hospital, 1 Area hospital (between 

district hospital and numeral hospital), 2 maternity hospital, 35 RHC, 41 HH, 8 medical point 

(immunization, first aid, and patronage activities are providing) 

Covering 12 Jamoats including center area 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center 

 

Hissor HLC belongs to district hospital 

( ○ ) Diagnosis and treatment of out-patient 

( ○ ) Management of PHC facilities 

(  ) Coordination with other health organization 

centers such as family medicine, reproductive 

health center, healthy lifestyle center 

(  ) other 

2 Health staff (number of total medical 

doctors and family medicine doctor) in this 

health center 

Total number of MD in this center: 58 

Family medicine doctor: 89 in district 

(total number in the district: 181 

In this health center: 22                    ) 

67 FMD are working at RHC (there are only 6 RHC 

who does not have FMD.) 

3 Health staff (number of nurse) Total number of nurse in this center 63 

Family medicine nurse 593 

(total number in the district: 593 

In this health center:  24                   ) 

4 Available equipment for making diagnosis 

(circle) 

○Lab, ○ECG, ○Ultrasound, ○X-ray, （MOH 

promised to the district that digital X-ray will be 

provided.） 

Lab service has a contract with  

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at district ( ○ ) Family medicine center 
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level? 

Do they have branch at your district? 

( ○ ) Reproductive health center 

(  ) Healthy lifestyle center 

( ○ ) Immuno-prophylaxis center 

(  ) IMCI center 

(  ) TB center  (  ) HIV center 

(  ) others 

 

Reporting items 

No Question Answer 

1 What kind of reports do you submit 

to Oblast/Republican level? 

（ reports are submitted to MOH 

directly.） 

There are formats. Other than those report, the director 

himself developed the monitoring sheet on performance of 

FMD. The monitoring sheet is used for the follow-up the 

activities of FMD. Observation of the monitoring sheet 

came once from Farkhol district.  

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of conducting 

mass-screening medical checkup for early 

detection of NCDs 

Only in the city area, DHC conducted Antenatal 

care with RepHC in 2019, cancer check-up using 

mammography with cancer center in 2021. 

Moreover, HIV screening is also conducted.  

2 How do you conduct to check for child 

malnutrition?  

(not asked) 

(  ) By Home visit by patronage nurse 

(  ) At the time of Vaccination 

Others 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? (not asked) 

 

4 Availability of supporters for health 

promotion activities at community level 

No volunteers. Usually nursing students support 

the activities. (There is a nursing school in Hissor) 

5 situation and possibility of health 

education for children at school 

At RHC level, they usually conduct activities with 

school. They do medical check up at school.  

6 existence of health education by media Example of Using TV program  

No local TV 

Example of Using radio program 

No local radio 

Example of using newspaper 
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Yes 

7 existence of application for smartphone 

related health promotion 

No 

8 MCH handbook utilization for health 

education of mother and child 

They are not a pilot.  

 

According to the director, there is no problem in nutrition status although there were 497 

underweight babies in 497.  

The biggest problem in health is cardiovascular diseases. There are 2,967 patients in the 

register as those diseases and there are 1,318 women among them. The number of patients 

of DB is 2,578, and there are 267 cancer patients registered.  
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City Health Center 
(Name of district:  City Health Center in Roghun ) 

Date May 24, 2021 

Name of the person answers Uruzov Umdechon  

Position Head of PHC network in Rogun  

There is a separate a HC for Hydropower station with separate management and budget but 

this facility sends report to Rayon Health center  

Rural Health Center – 4 (most distant Rural Center – 20 km, Javoni) 

Health Center – 12 (most distant HH – 30 km, Lohur) 

Ambulatory of FM in district Health Center – 1 in city , District Health Center – 1 

2 departments for emergency care (1 in city and 1 in Obygarm) 

Centers: IMCI, RH, HLC, AIDS (no IFA for diagnostic), TB (with GynXpert), 

Immunoprophlylaxes (very low number of staff working in Centers) – all under PHC 

Management  

Cooperation with MSDP (Aga Khan Foundation, which PHC activities (renovation of 9 HH 

and 3 Rural HC and provided bags for nurses only, but no bags for FD and introduced the 

business planning) 

Catchment population of district health center is 12 440 of city 

No Question Answer 

1 Role and scope of 

responsibility & service 

of District/city health 

center 

( Yes ) Diagnosis and treatment of out-patient 

( Yes ) Management of PHC fa and budget for PHC facilities based 

on regulation (all salaries received from rayon HC) 

( Yes ) Coordination with other health organization centers such as 

family medicine, reproductive health center, healthy lifestyle center 

( Yes ) other: emergency care (have ambulance car), human resource 

management for PHC network  

2 Health staff (number of 

total medical doctors 

and family medicine 

doctor) in this health 

center 

Total number of MD in this center:  

Family medicine doctor: 12 in rayon and 7 in district Health center 

(total number in the district: 41 doctors 

In this health center:    20 doctors          32 ) 

6 passed FM training and currently 2 at the FM training 

In 2011 the FM training organized in center itself (distant training) 

Lack of doctors: 25 including narrow specialists (psychology, 

surgeons, LOR, pediatricians)  

3 Health staff (number of 

nurse) 

Total number of nurse in this center 

Family medicine nurse – 39 (all FM retrained) 
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(total number in the district: 103 

In this health center: 2  family nurses         ) 

Lack of nurses: not 

4 Available equipment for 

making diagnosis 

(circle) 

Lab (biochemical analyzer), ECG (6 items, 4 in Rural HC, Ultrasound, 

X-ray (2 including 1 digital), Ultrasound (2, 1 provided by JICA), 

fluorography 

Others: GynXpert 

Laboratory: HIV, RW, general test of blood and urine, stool for worms, biochemical, 

brucellosis  

Became part of BBP program in 2020 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at district 

level? 

Do they have branch at your district? 

Yes, but they part of PHC system 

(integrated) 

( X ) Family medicine center 

( X ) Reproductive health center 

(X  ) Healthy lifestyle center 

( X ) Immuno-prophylaxis center 

( X ) IMCI center 

( X ) TB center  ( X ) HIV center 

( No) others 

 

Reporting items 

No Question Answer 

1 What kind of reports do you 

submit to Oblast/Republican 

level? 

DHIS system (2 stasticians) which produces all reporting 

forms  

Quarterly narrative report to MOH (PHC department of 

MOH) on all activities of PHC facilities (admission, disability, 

prevention etc) 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of 

conducting mass-screening 

medical checkup for early 

detection of NCDs 

Monitoring by IMCI Center  

Home visits  

Screening for weight and height (all HH equipped with height and 

weight scales) 

Al therapeutically feeding is in CDH 
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RH Center makes monitoring and every HH has 

hemoglobinoometer and test system for HIV and hepatitis  

2 How do you conduct to 

check for child malnutrition?  

( Yes ) By Home visit by patronage nurse 

(Yes) At the time of Vaccination (may detect malnutrition) 

Others  

3 From your point of view, 

what is the knowledge and 

attitude of the people 

towards prevention of 

NCDs? 

Still low 

4 Availability of supporters for 

health promotion activities 

at community level 

Yes there 100 volunteers managed by HL Center (all topics) 

Have enough quantity of EIC 

Very often conduct the trainings supported by MSDSP (AKF) 

5 situation and possibility of 

health education for 

children at school 

All schools has health corner and health staff responsible for 

every schools (42 schools, 9747 schoolchildren) 

6 existence of health 

education by media 

Example of Using TV program 

NO, only national TV Channel  

Example of Using radio program 

Local, prepare information on COVID 

Example of using newspaper 

Nury Rogun, Rayon health center submit health promotion articles 

7 existence of application for 

smartphone related health 

promotion 

NA 

8 MCH handbook utilization 

for health education of 

mother and child 

Before MCH handbook was distributed, RH Center organized 

health promotion among visitors (showing movies at TV which is 

set up in RH Center)  
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District Health Center 
(Name of district: Sangvor) 

Date May 21, 2021 

Name of the person answers Mirzoev Mirzosho 

Position Deputy Head of PHC 

Center of Sangvor district is 250 km distance from Dushanbe, time spending for 1 way to 

district is about 7 hours  

Population of district – 23350  

Rural HC – 4, most distant RHC (Logir) is at 80 km 

Health houses – 22, most distant HC (Sangvor) is at 110 km  

Catchment population of District Health Center 5600 (covering 5 Health center)   

In district 1 school, orphanage school  

Winter time is limited access due to snow and stone falls  

Centers: 

 Family Medicine Center  

 IMCI 

 TB (integrated into PHC) 

 HLC 

 Immuno-prophylaxes  

 AIDS (integrated into PHC) 

 Reproductive health  

 SES (independent) 
50% of pregnant women registered after 12 weeks of pregnancy due to distances  

No Question Answer 

1 Role and scope of 

responsibility & service of 

District/city health center 

( X ) Diagnosis and treatment of out-patient 

( X ) Management of PHC facilities 

( X ) Coordination with other health organization centers such as 

family medicine, reproductive health center, healthy lifestyle center 

( X ) other immunization, prevention of NCD, ANC, home visits    

2 Health staff (number of 

total medical doctors and 

family medicine doctor) in 

this health center 

Total number of MD in this center: 10 

Family medicine doctor: 3 (all retrained) 

(total number in the district: 14 (including 1 FD from Rural Health 

Center) 

In this health center: 10 ) 

Narrow specialists: 1 ETI, 1 ophthalmologist, 1 gynecologist, 1 

urologist, 1 trauma, 1 dental care, 1 TB specialist, no pediatrician  
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Lack of doctors – 5 for rayon (including district health center)   

Retraining program funded by AKF 

3 Health staff (number of 

nurse) 

Total number of nurse in this center - 28 

Family medicine nurse – 18 (all retrained) 

(total number in the district: 72 (including 43 re-trained) 

In this health center: 28                     ) 

4 Available equipment for 

making diagnosis 

(circle) 

Lab – NO (but in hospital) , ECG - YES, Ultrasound - YES, X-ray – 

NO (but in hospital),  

Others: FD doctors (some devices out of order, broken) 

Laboratory in hospital: express tests (HIV, hepatitis, RW), general 

test of blood, urine and stool for worms  

No biochemical tests, problem with reagents  

Rayon HC suffers from lack of space  

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at 

district level? 

Do they have branch at your 

district? 

 

Yes, all Centers except SES are 

part of PHC system  

(  X) Family medicine center 

(  X) Reproductive health center 

( X ) Healthy lifestyle center 

( X ) Immuno-prophylaxis center 

( X ) IMCI center 

( X ) TB center  ( X ) HIV center 

( X ) others SES 

 

Reporting items 

No Question Answer 

1 What kind of reports do you submit 

to Oblast/Republican level? 

Annual reporting form 

On monthly base narrative report with population data 

(births, deaths), # of admissions, invalids, # of pregnant, # 

of women at fertility age, TB data 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of 

conducting mass-screening 

medical checkup for early 

During home visits (every day report to MOH) 

Among school children 2 times a year medical check up 

High risk group (diabetes, asthma, hypertension, hepatitis, 
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detection of NCDs cancer) – every 3 month medical check up 

2 How do you conduct to check 

for child malnutrition?  

( X ) By Home visit by patronage nurse,  

( X ) At the time of Vaccination (less numbers, mainly by home 

visits) 

12 children with malnutrition registered currently in entire rayon 

Others NA 

3 From your point of view, what 

is the knowledge and attitude 

of the people towards 

prevention of NCDs? 

HLC provides health education  

Among population there is a volunteers, who provides info on 

obesity, ANC, hypertension  

Sufficient level of knowledge,  

Population attitude at moderate level (problem with conditions 

in family) 

Lack of medicines (should order from Dushanbe) 

Some patients don’t follow advices given by doctors  

4 Availability of supporters for 

health promotion activities at 

community level 

Yes, supported by AKF (60 volunteers for entire rayon) 

5 situation and possibility of 

health education for children 

at school 

Rayon health center staff provides lectures on hygiene (once a 

month) 

6 existence of health education 

by media 

Example of Using TV program 

National TV 

Example of Using radio program 

NO 

Example of using newspaper 

Local newspaper “Mavjy Hingob”, rayon health center on 

monthly base submit health related article, newspaper 

distributed only among state entities    

7 existence of application for 

smartphone related health 

promotion 

NA, first time hearing  

8 MCH handbook utilization for 

health education of mother 

and child 

Don’t know on MCH handbook  

Clinical guidelines in rayon health center distributed by AKF  
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District/City Health Center 
(Name of district: Shakhrinav ) 

Date May 20 

Name of the person answers Dr. Ahmedov (FMD) 

Position Director 

 Pop 124,805 

1 District hospital, 2 Area hospital, 3 emergency care center, 1 diagnostic and treatment 

center (has bed), 1 medical diagnostic center (without bed) 

20 RHC, 15 HH 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center 

( ○ ) Diagnosis and treatment of out-patient 

( ○ ) Management of PHC facilities 

(  ) Coordination with other health organization 

centers such as family medicine, reproductive 

health center, healthy lifestyle center 

(  ) other 

2 Health staff (number of total medical 

doctors and family medicine doctor) in this 

health center 

Total number of MD in this center: 30 

Family medicine doctor: 6 (including director) 

(total number of MD in the district: 76, among them 

40 are FMD ) 

3 Health staff (number of nurse) Total number of nurse in this center 56 

Family medicine nurse 21  

(total number of NS in the district: 296, among them 

218 are FMN) 

4 Available equipment for making diagnosis 

(circle) 

Bekhdoshti Lab, ○ECG, ○Ultrasound, なし X-

ray, (X-ray available in TB center and district 

hospital.) 

Others:  

Under district, there are 4 more laboratories, general lab, blood, urine, stool, HIV 

 

Activity partner organizations 

No Question Answer 

1 What centers do you work 

with at district level?  

All should be in CDH. but, in 

reality, not. 

( ○ ) Family medicine center 

( ○ ) Reproductive health center 

( ○ ) Healthy lifestyle center 

( ○ ) Immuno-prophylaxis center 
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 ( ○ ) IMCI center 

( ○ ) TB center  ( ○ ) HIV center 

( ○ ) others Tropical disease center, National training center 

（This is under CHD.） 

 

Reporting items 

No Question Answer 

1 What kind of reports do you submit to 

Oblast/Republican level? 

 

Major date are the followings. 

・ Human resource 

・ Population demographic 

・ IMR, 5UMR 

・ No. of delivery 

・ Immunization 

・ New infection case (COVID and TB, Hepatitis) 

・ Implementation of health strategy 

・ Constitution and renovation of facilities 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of conducting 

mass-screening medical checkup for 

early detection of NCDs 

There was a HARTS program in 2 years ago by MOH, 

WHO, and FMD. The program was for improving early 

detection of HBP (high blood pressure) and DB 

(Diabetes). Among 20 RHCs, the program divided into 

10 for intervention and other 10 for non-intervention. For 

intervention RHCs, the following interventions were 

conducted in order.  

1. Teaching criteria of HBP 

2. Identifying high risk groups of the people over 18 y.o 

by measuring BP, age, cholesterol and BMI.  

3. Identifying obese group 

4. Teaching criteria of referral for the above risk groups 

5. Teaching steps for treatment of HBP at PHC level 

6. Teaching education knowledge for people for healthy 

lifestyle 

7. Teaching criteria for DB and treatment 

The program covered 46,804 people in total and 
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succeed to measure BP, BMI and questionnaires of 

lifestyle.  

According to the director, in the intervention areas, there 

was an increase of early detection of NCDs comparing 

with non-intervention areas.  

The director wants to conduct the program in the non-

intervention area, as well. However, there is no support 

from donors. The program itself does not take cost so 

much. The necessary costs are providing note for 

recording, scales for height and weight, and conducting 

trainings.  

2 How do you conduct to check for 

child malnutrition?  

 

(  ) By Home visit by patronage nurse 

( ○ ) At the time of Vaccination 

Also, checking height and weight during the vaccination.  

 

3-4% of the children are malnutrition, although the 

director considers it is not a big problem.  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Staff of HLC are actively works on health awareness in 

terms of nutrition and necessity of walking exercise.  

4 Availability of supporters for health 

promotion activities at community 

level 

Before COVID, there was community groups, but they 

were stopped after COVID. 

5 situation and possibility of health 

education for children at school 

Check up once a year is mandatory by MOH prilaz.  

6 existence of health education by 

media 

Example of Using TV program 

No 

Example of Using radio program 

There is a local radio. Recording specialist talk about 

diseases and broadcast. 

Example of using newspaper 

There is a local newspaper. Sometimes there is an article 

about diseases.  

7 existence of application for 

smartphone related health 

promotion 

No 
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8 MCH handbook utilization for health 

education of mother and child 

According to the director, this district is one of the pilots. 

(However, there was no inventory of MCH handbook in 

RHC as well as HH.)  
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District/City Health Center 
(Name of district: Temurmalik, Shahraki Bahmanrud     ) 

Date May 19, 2021 

Name of the person answers Izatzoda Nurullo  

Position Head of PHC in Temurmalik district  

10 Rural Health Centers, 28 Health houses  

Population 71 000 of district  

Catchment population of Rayon Health Center – 11 000 

 Total in rayon 52 doctors including 28 in PHC, among staff there is 1 cardiologist  

No Question Answer 

1 Role and scope of 

responsibility & service 

of District/city health 

center 

( Yes ) Diagnosis and treatment of out-patient – in time case 

detection, referral  

( Yes) Management of PHC facilities (for all rural health centers and 

health houses  

( Yes) Coordination with other health organization centers such as 

family medicine (1 FM Center), reproductive health center, healthy 

lifestyle center (are part of PHC), TB and AIDS Centers (independent) 

(Yes ) other Prevention of diseases, immunization  for children, 

women of fertility age register under dispensary observation, 

registration of pregnant women (at 12 weeks) and supervision up to 

delivery and postnatal period, working under national programs (7: 

IMCI, Reproductive health, immunoprophylaxis,, health life style, TB, 

AIDS, blood donation, trauma and NCD (, obesity, disability (only 

invalids for period 20210 2023), in time implementation of orders 

adapted by national level  

2 Health staff (number of 

total medical doctors 

and family medicine 

doctor) in this health 

center 

Total number of MD in this center:  

Family medicine doctor: 4 (this passed re-training on FM)  

(total number in the district: 24 (including 12 FD in district) – there is 

lack of 16 doctors  

In this health center: 12                    ) 

3 Health staff (number of 

nurse) 

Total number of nurse in this center - 56 

Family medicine nurse – 11 (not all passed re-training – only 6 has) 

(total number in the district: at PHC 220 

In this health center:    56                 ) 

 

No lack of nurses  
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4 Available equipment for 

making diagnosis 

(circle) 

Lab (only clinical test, general blood test, urine, RF, (syphilis) hepatitis 

and HIV with rapid express tests only for pregnant women), ECG, 

Ultrasound, No X-ray,  

Others: fluorography but very old (since 1960), 2 oxygen concentrator 

and 1 US were delivered during COVID 

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at 

district level? 

Do they have branch at your 

district? 

(  YES ) Family medicine center in Rayon PHC Center  

(  YES) Reproductive health center 

( YES ) Healthy lifestyle center 

(  YES) Immuno-prophylaxis center (independent) 

( YES ) IMCI center 

( YES ) TB center  ( YES ) HIV center (independent) 

(NO  ) others  

 

Reporting items 

No Question Answer 

1 What kind of reports do you 

submit to Oblast/Republican 

level? 

Statistical reports on annual base 

Also on monthly base after conduction a monthly summary 

meeting with all PHC facilities compile a report and submit to 

oblast and national level (narrative). Information on different 

topics prepared, mainly according to MOH collegium topics 

(every month different issues raised and discussed at collegium 

and Termurmalik prepares information on this issue) 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of 

conducting mass-screening 

medical checkup for early 

detection of NCDs 

HLC has a staff which working in schools, mosques to 

provide lectures and health promotion among population. 

Staff accompanied by cardiologist in order to respond to 

issues asked by population.  

FMD works with their catchment population, conducting a 

screening among students and school children for obesity, 

NCD 

Dispensary group population (1410 people including 198 
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children) passed 4 times medical check up   

2 How do you conduct to check for 

child malnutrition?  

(Yes) By Home visit by patronage nurse (every day, make 

examination of children by screening of weight and tap), at 

rayon health center organized room for checking weight 

and height  

(Yes) At the time of Vaccination (do weight and height 

measurement) 

Others 

By self admission of parents to rayon health center 

Center staff passed training on children malnutrition, 

Center has therapeutically nutrition, also given brochures 

Currently 26 children under observation age group 6 

months to 5 years old. 

3 From your point of view, what is the 

knowledge and attitude of the 

people towards prevention of 

NCDs? 

Knowledge it is not at good level, there is room for 

improvement  

Patients don’t follow recommendations (diet, decrease 

weight) 

Every week on Saturday there is an exercise day for 

medical staff as healthy style  

4 Availability of supporters for health 

promotion activities at community 

level 

There were only community supporters  on TB (in 

previous USAID TB Project), but not for NCD 

 

5 situation and possibility of health 

education for children at school 

HLC organized lectures for children in schools (46 

schools) 

6 existence of health education by 

media 

Example of Using TV program 

No local TV, only national TV 

Example of Using radio program 

No  

Example of using newspaper 

Local newspaper Istiqlol and Healthy Life Style submits 

articles on healthy life  

7 existence of application for 

smartphone related health 

promotion 

NA, don’t know on application  

8 MCH handbook utilization for 

health education of mother/child 

Yes they used, distribution was in 2017, they stock out of 

MCH handbook, not any more in use  
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District/City Health Center 
(Name of district:   Tursunzoda) 

Date May 19 

Name of the person answers Dr. Rustamov 

Position Director 

  

Population 324,000 

1 District hospital, 1 area hospital, 5 dentist centers, 23 private hospital, clinic, diagnostic 

center (license is given by MOH)  

Background of being many private hospitals are, according to the director, there are good 

specialists in this district, and they opened their clinics. Moreover, since the district locates 

boarder of Uzbekistan, doctors can expect to have patients from Uzbekistan as well.  

 

There are 28RHC, 50HH in the district.  

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center 

( ○) Diagnosis and treatment of out-patient 

( ○) Management of PHC facilities 

( ○) Coordination with other health organization 

centers such as family medicine, reproductive 

health center, healthy lifestyle center 

(  ) other  

Care for pregnant women and disabled 

2 Health staff (number of total medical 

doctors and family medicine doctor) in this 

health center 

Total number of MD in this center: 89 

total MD number in the district: 194 

Family medicine doctor: total in district 92 

FMD in DHC 36, EMD in RHC 56 

3 Health staff (number of nurse) Total number of nurse in this center 124 

Family medicine nurse 188 

(total number in the district: 590 

In this health center:   41                  ) 

Total FMN in district 314, DHC 41, RHC 273 

4 Available equipment for making diagnosis 

(circle) 

Lab (Bekh), ○ECG, ○Ultrasound, ○X-ray,  

Others:  

DHC has a meeting with RHCs every Wednesday.  
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Number of outpatients 

№ Disease  2016 2017 2018 2019 2020 
1 Cardiovascular  2,921 3,306 3,091 3,193 2,966 

2 Diabetic  1,907 1,654 1,720 1,797 1,920 

3 Cancer  321 402 444 477 464 

4 Malnutrition (children) 158 148 116 166 114 

5 Anemia  1,540 1,412 1,316 1,264 1,075 

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at district 

level? 

Do they have branch at your district? 

( ○ ) Family medicine center 

( ○ ) Reproductive health center 

( ○ ) Healthy lifestyle center 

( ○ ) Immuno-prophylaxis center 

( ○ ) IMCI center 

( ○ ) TB center  ( ○ ) HIV center 

(  ) others 

No donors cover the district.  

 

Reporting items 

No Question Answer 

1 What kind of reports 

do you submit to 

Oblast/Republican 

level? 

 

RHC submits report every month and DHC reports the report to MOH 

quarterly.  In the report, DHC focuses on the followings.  

・Number of health facilitiy 

・population (age group)  

・Number of delivery 

・Number of outpatient 

・Number of home visit 

・Number of human resource 

・Finance status 

・Rehabilitation status of health facility 

・New health equipment 

・Complains from people 

・MCH service provision 

・Support for disable people 

・Progress of national program 
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・Progress of program of IMCI、TB、HIV 

 

Aside of reports, new minister for MOH decided to have a meeting every 

morning with the directors of DHC. Agenda is 1. Number of COVID 

patient, 2. Status of ANC, 3. Status of child health, 4. Status and problem 

of infrastructure. 

The director requested to the minister that poor infrastructure of HHs, 

poor water supply at health center level, shortage of ambulances.  

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of conducting 

mass-screening medical checkup for early 

detection of NCDs 

No regular checkup besides school health checkup 

and ANC.  

2 How do you conduct to check for child 

malnutrition?  

( ○) By Home visit by patronage nurse 

(  ) At the time of Vaccination 

Others 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Focusing on delivery of message of prevention of 

DB to people. Recently, the director feels that 

numbers are increasing who care about DB, HBP 

and cholesterol intake.  

4 Availability of supporters for health 

promotion activities at community level 

All prevention activities are conducted through 

HLC. There is not health volunteer, but Department 

of Youth and Women’s committee are supportive 

for the activity.  

5 situation and possibility of health 

education for children at school 

This year, they are focusing on health checkup at 

school more. Since January, DHC has been 

conducting health checkup for all the school (about 

120 schools) and it will end at the end of May. The 

purpose is to screen NCDs from young age.  The 

student who has risk will be referred to the hospital 

for treatment. The student who has risk but not 

necessary for the treatment will be provided 

nutrition advice.  

6 existence of health education by media Example of Using TV program 

Yes there is a local TV broadcast. 
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Example of Using radio program 

There is a radio broadcast. The program of 

prevention of disease is broadcasted at market and 

park.  

Example of using newspaper 

There is a local newspaper.  

7 existence of application for smartphone 

related health promotion 

No smartphone used but there is a Facebook page.  

8 MCH handbook utilization for health 

education of mother and child 

No pilot.  

 

There is FMD department in the DHC. There are 5 rooms for the people in the department, 

which is for pregnant woman, after-delivery woman, baby-having woman, child- having 

woman, and teenagers. Each room has at least 1 FMD and 1 FMN and the person can ask 

anything to them. If the person is needed the treatment, the person is referred to specialist.   

 

The director is very supportive for FMD activities because he thinks FMD is a key to people 

health. He also insisted to conduct an interview to FMD and arranged it.  

 
Interview to Dr. Morodov Alisher (FMD） 

 

One of the biggest problems in the district if NCDs. Especially, DB, cardiovascular, and 

mental health are the problems. As for malnutrition, there are 6 new cases in this year, but 

the doctor thinks most of the malnutrition is caused by congenital.  

 

Dr. Morodov emphasized that it is very much necessary to improve health awareness of the 

people to health. He also pointed out the followings to prevent child disease.  
・Mother’s class during pregnancy: DHC has a class for pregnant women and it is very 

important to have a correct knowledge for baby growth 
・Cooking class with Family health center: Targeting mothers with child 2 years old. There is 

a recipe book 
・Nutrition during 1,000 days which MOH promotes is very important. We are following the 

work plan on it. Especially, exclusive 6-month breast feeding and mother’s cooking skill after 

7 months is very important. The above cooking school is useful for mothers with after 7 

months baby to have correct knowledge of nutrition  
・Home visit is also very important to find early detection of child diseases 
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According to Dr. Morodov, around 25% of mothers in this area do not have enough knowledge 

to bear child and most of them live in rural area. For example, when he had a cooking class 

for cooking mash potato, almost all mothers did not understand what they cooked. He asked 

the mothers why they did not understand the cooking. The answer was that they did not have 

a sense of grams (or quantities) of the materials, due to lack of basic education.  

 

Diarrhoea is decreasing after introducing vaccination of rotavirus (3 years ago). However, 

there are still diarrhea cases due to inappropriate storage of food, lack of persona hygiene, 

lack of washing fruits and vegetables from running water, and lack of handwashing. These 

are not decreasing.  
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District/City Health Center 
(Name of district:   Vakhdat) 

Date May 22 

Name of the person answers Dr. Kholov 

Position Director 

 Thare are 11 Jamoats and 2 of them in mountainous area with 3,000m-4,000m. 

Population 352,000 (official) but actually, the population is more than that nearly 387,000 

because there are immigrants live from Afganistan, due to security issues. 7,028 Afgan family 

is living at the moment. 

 

Health facility 

1 CDH, 6 numeral hospitals, 12 private hospitals with 52 MDs 

30RHC, 79HH 

 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center 

(  ) Diagnosis and treatment of out-patient 

(  ) Management of PHC facilities 

(  ) Coordination with other health organization 

centers such as family medicine, reproductive 

health center, healthy lifestyle center 

(  ) other 

2 Health staff (number of total medical 

doctors and family medicine doctor) in this 

health center 

Total number of MD in this center: 23 

Family medicine doctor: 90 

(total number in the district: MD: 487) 

3 Health staff (number of nurse) Total number of nurse in this center 

Family medicine nurse 312 

(total number in the district: 1,529 

In this health center:  44                   ) 

There is a branch of DHC, and 10 FMD and 24 

FMN are working.  

4 Available equipment for making diagnosis 

(circle) 

Lab, ○ECG, ○Ultrasound, No X-ray, (patients 

who need X-ray is sent to private clinic.) 

Others:  

Many patients have ARI, diarrhea, anemia, HBP, and cardiovascular diseases.  

 

Number of Out-patients in Health Center of Vahdat district  
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No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

352 

 

376 402 436 455 

2 Diabetes 1515 158 1609 1693 1814 

3 Cancer 96 98 102 105 125 

4 Malnutrition (child) 103 108 126 126 132 

5 Anemia 1327 1411 1424 1424 1432 

 

According to the Director of DHC, 

Main issues of disease here is mental health. Some people have mental diseases, which feel 

the person is special from the other people (particularly shows the symptom in spring), and 

have double personality.  

Other issues are; 
・Malnutrition 

・Water sanitation (there is a tap water in city area, but in rural areas, people use spring 

water or canal water. There is well also.) 
・NCD (needs early detection. Usually, nurses find patients by home visit. Needs strengthen 

the skills of patronage nurses for early detection.) 

 

As for health check up for people, sometimes DHC conducts caravan with collaboration of 
HLC、TB、IMCI、HIV centers. School visit is mandatory for HLC and HIV centers.  

 

Activity partner organizations 

No Question Answer 

1 What centers do you work with at district 

level? 

Do they have branch at your district? 

( ✓ ) Family medicine center 

(✓ ) Reproductive health center 

(✓ ) Healthy lifestyle center 

(✓ ) Immuno-prophylaxis center 

(✓ ) IMCI center 

(  ✓) TB center  (✓ ) HIV center 

(  ) others 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of conducting As above. （Mostly by caravan） 
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mass-screening medical checkup for early 

detection of NCDs 

2 How do you conduct to check for child 

malnutrition?  

(  ) By Home visit by patronage nurse 

(  ) At the time of Vaccination 

Others 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

 

4 Availability of supporters for health 

promotion activities at community level 

 

5 situation and possibility of health 

education for children at school 

 

6 existence of health education by media Example of Using TV program 

No 

Example of Using radio program 

There is a local broadcast. Working with HLC and 

RepHC, broadcasting materials are developed for 

the men who are going to Russia for working. This 

is about prevention of all the diseases in abroad. 

The program is broadcasting 2,3 times a month.  

Other radio activity is broadcasting a radio program 

on COVID prevention. The program is broadcasted 

in front of Mosque. There are 190 mosques in the 

district.  

Example of using newspaper 

No 

7 existence of application for smartphone 

related health promotion 

NO 

8 MCH handbook utilization for health 

education of mother and child 

Yes. They use the handbook. 
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District/City Health Center 
Jomi  

Date May 3 

Name of the person answers Dr. Saliev Amriadin 

Position Director 

 7 RHCs and 53 HHs 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center/ 

Please provide related regulation 

We are doing activities based on Hukumat 

regulation 

2 Health staff (number of medical doctors 

and their specialities) 

District total 

79MD, and among them, 12 FMD 

In this facility there are 63 MD, among them, 12 

FMD (all FMD are working in this facility) 

3 Health staff (number of nurse) 92 Ns, among them, 18 FMN 

4 Available equipment for making diagnosis  

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

Patronage nurse of health centers visit every 

household.  

2 Asking about situation of medical checkup 

for child malnutirion 

Every 6 months, MD team visit school and 

conducting check up 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

 

4 Availability of supporters for health 

promotion activities at community level 

No volunteer 

No necessary to place volunteer in medical field 

because they are not medical personnel 

5 situation and possibility of health 

education for children at school 

MD team medical check up 

6 existence of health education by media Local newspaper and radio exists at Oblast level 

7 existence of application for smartphone 

related health promotion 

No 

8 MCH handbook utilization for health Yes, using as a standard 
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education of mother and child 

 

NOTE: 

In Jomi district, District hospital is only for inpatient. Outpatient service is provided by District 

health center.  

Diagnosis equipment for outpatient is X-ray (newly came before one month operated by 2 

technicians), Ultrasound, and ECG (every cardiologist has one each ECG, total 4).  

There is also laboratory, which is run by BEHGOSHI, a company contracted with MOH. Lab 

receives 100 patient’s test per day. HIV and Hepatitis C lab is run by government.  

BEHDOSHTI   

 

Health center's employees (around 60 including MD/Nurses) will start their education on 

family medicine from May 2021.  
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District/City Health Center 
Khuroson 

Date May 7 

Name of the person answers Dr. Aslan Sobiri 

Position Deputy Director 

 District population: 126,000  DHC catchment population: 19,000 

 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center/ 

Please provide related regulation 

They have reproductive center, Children center and 

immunization center. 

2 Health staff (number of medical doctors 

and their specialities) 

District total 

48MD, and among them, 11 FMD 

In this facility there are 19 MD, among them, 4 FMD  

3 Health staff (number of nurse) 263 nurses, 88 FMN 

In this facility there are 41 nurses, 22FMN 

4 Available equipment for making diagnosis Ultrasound, ECG. There is no X-ray. 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

There is a laboratory run by BEHDOSHTI LLC. 

2 Asking about situation of medical checkup 

for child malnutrition 

They check by weight-for-height. MUAC is also 

used. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Local women do not have sufficient knowledge 

about health and hygiene because they have little 

education.   

4 Availability of supporters for health 

promotion activities at community level 

There are health volunteers trained by USAID 

project, “Feed the future”. 

5 situation and possibility of health 

education for children at school 

Once a year, they send a team to schools for health 

check-up. 

6 existence of health education by media Every month the deputy director writes an article for 

a local newspaper. Sometimes they appear on TV 

at Obrast to share health message. 

7 existence of application for smartphone 

related health promotion 

No 
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8 MCH handbook utilization for health 

education of mother and child 

Yes, using as a standard.  

 

Number of Out-patients in Health Center of Khuroson district 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 
diseases 

214 210 221 231 236 

2 Diabetes 109 125 143 178 215 

3 Cancer 3 4 2 6 0 

4 Malnutrition (child) 4 5 6 3 4 

5 Anemia 76 98 110 198 307 
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District/City Health Center 
Kushoniyon 

Date 5 May 

Name of the person answers Rasul 

Position Manager 

  

Covers 8 Jamoats with population of 249,787. 

 

Under District health center, there are 24 RHC and 50 HH. 

Centers related to DHC. 

 IMCI 

 Immunization 

 HIV/AIDS 

 RepHC 

 HLC 

 Dermatology 

 Education 

 Tropical disease center 

 FMC 

 

No Question Answer 

1 Role and scope of responsibility & service 

of District/city health center 

 

2 Health staff (number of medical doctors 

and their specialities) 

District total  

58 MD (25 FMD)  

In this center 

11 MD (2 FMD) 

3 Health staff (number of nurse) District total  

377 (51 FMN)  

In this center 

51 MD (0 FMN) 

4 Available equipment for making diagnosis Lab service run by XXXXXXXX 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup Mass screening by Health Caravan 
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for early detection of NCDs For remote areas, borrow X-ray vehicle from Oblast 

hospital. They bring U.S., lab, ECG. 

They test Hep C, HIV, urine, and blood but this is 

not for detection of NCD. 

2 Asking about situation of medical checkup 

for child malnutirion 

 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

 

4 Availability of supporters for health 

promotion activities at community level 

Volunteer 

5 situation and possibility of health 

education for children at school 

They are discussing on it. 1 time per year before 

school starts in August. 

HLC goes to school. 

6 existence of health education by media They have district radio and district newspaper 

7 existence of application for smartphone 

related health promotion 

They have Facebook 

8 MCH handbook utilization for health 

education of mother and child 

RepHC to pregnant women 

HLC in the district 

There are 12 staff by health and education personnel. 

Using TV, radio, newspaper. 

Providing seminar and training through RHC to population. 

 

36 topics in health education 

Ex) nutrition (healthy eating) 

 

Pilot of USAID project 

 

Also, they cooperate with Vodo kanal and medical waste service, and school. 
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Healthy Lifestyle Center, Kushoniyon 
 

Date 6 May 2021 

Name of the person answers Jalilov Erkin 

Position Director 

Contact number 915447244 

  

1. Organization structure 

12 staff, 5 at district level and 7 at sub-district level. 

District Director, accountant, human resources, computer operator (in-charge of 

update of their Facebook page), assistant  

Sub-district Called as sub-district workers 

3 teachers who are qualified in high education 

4 doctors (stomatologist, infectionist, pediatrician, dermatologist 

 

2. Activities 

∙ Spread propaganda for health topics. There are 26 standard topics to cover. In case of 
an emergency, for example an outbreak of some infectious disease, it must be added. 

∙ Provide training for health staff. 

∙ Hold seminars for community people.   

∙ Make an annual plan, daily report and monthly report for provincial HLC. 

∙ Internal meeting with Sub-district workers every week. 

∙ Meeting with DHC 2-3 times per week. 
 

3. Trainings/materials 

∙ They don’t have training on communication approaches to community people.  

∙ They don’t have standardized teaching materials for community people. (Although the 
federal HLC already developed them, they did not receive them yet.)  

 

3. Others 

∙ They want to have a vehicle for their activities.  
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Healthy Lifestyle Center, Khuroson 
 

Date 7 May 2021 

Name of the person answers Gultuhsor Turkmenova 

Position Director 

Contact number 911016626 

  

1. Organization structure 

11 staff, all of them at district level. No staff at sub-district level. 

 

Department Staff 

National program Chief (Chemist), instructor 

Information Chief (Chemist), media specialist 

Documentation Chief (Chemist), nurse 

Administration Human resources, accountant, librarian, Cleaner  

 

2. Activities 

∙ Main activity is “Explaining health issues to the general public”. For example, they picked 
up topics such as COVID-19 and diarrhea. They hold seminars, make house visits, 

according to the orders by the Obrast. When the Obrast provides some posters or 

materials (ex. face masks), they distribute them to the local people. 

∙ On average, they have 2-3 events per day. They work according to their daily schedule.  

∙ When they make house visits, they go together with patronage nurses. When they go to 
school, they go together with specialists. So, they consider that there is no duplication 

of work. 

∙ They make annual plan, daily/monthly/quarterly reports and send them to Obrast, district 
government, DHC and district hospital  

∙ Data analysis on NCDs is not their responsibility.  

∙ There is no system of monitoring and evaluation on their activities. Once a year, they 
receive an inspector sent by the Obrast. He checks their daily/ monthly report from the 

viewpoint of numerical increase. However, there is no punishment if numbers of some 

of their activities are decreased in comparison with those of the last year.    

∙ They send an article to the local newspaper every week. 
 

3. Example of Daily report 
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∙ Requirements: Name of visitor, Location, make of school, types of activity, topic, number 

of participants, type and number of distributed materials   

∙ Signature by the responsible person and stamp are important “proof” to endorse their 
activities. 

 

4. Trainings 

∙ Sometimes the Obrast and Vaccination center invites the director of HLC. This year, the 
director had 3 trainings. On the occasion of training, they share brochures for community 

people also. 

 

5. Issues in work 

∙ They have no operational budget. When they need to go to villages far away from their 
office, they need to pay transportation costs from their pocket. It is a burden to the HLC 

staff, because their salary is not high (ex. one of the staff in a lower position makes only 

450 TJS per month.)  

 

6. Others 

They don’t have a Facebook page. 
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Rural Health Center 
 

Rural Health Center 
Qadriddin Giyosov Jamoat, Jomi 

Date May 4 

Name of the person answers Dr. Aimatov Olimjon 

Position Director, RHC Qadriddin Giyosov 

 

No Question Answer 

1 Number of health staff and their specialty 6 doctors (3 therapists, pediatrician, gynecologist, 

stomatologist)  

15 nurses, 1 laboratory technician 

2 Contents of activity for health service 

provision to population 

4,869 for this RHC 

16,396 with catchment population for all sub HH 

3 When this building was built? 1961 

4 Problem in infrastructure Deteriorated. It shakes. 

5 Availability of electricity Yes but limited during winter 

6 Availability of water There is a well and water tank. Canal water is used 

for the garden. 

7 Availability of Equipment for health check 

up and diagnose 

Laboratory, Sphygmomanometer, pulse-oximeter,  

 

How is/was the COVID-19 situation in your area? 

6 positive cases were detected at the district hospital after referral from this center. 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People became more conscious about the health. When they find any health problems, 

they come to HC more often. 

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 

 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

The head of HC said that he couldn’t provide this information because he was not in-charge 
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of data management. 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

They detect hypertension. They refer the patient to 

the DHC. No treatment is provided here. 

2 Asking about situation of medical checkup 

for child malnutrition 

Suspected cases were found through patronage. 

They were requested to come to the RHC and 

checked wight-for-height by pediatrician. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

A few people watch their nutrition intake and care 

about exercise. 

4 Availability of supporters for health 

promotion activities at community level 

No volunteers or supporters. 

5 situation and possibility of health 

education for children at school 

HH nurses visit schools for health education. 

Gynecologist visits high school once a month. 

There is a meeting at sub-district level every 

Tuesday, with directors of HH and schools.  

6 existence of health education by media Nurses disseminates health information via local 

newspaper, radio and TV. 

7 existence of application for smartphone 

related health promotion 

No. Sometimes they receive messages about 

COVID from MOH. 

8 MCH handbook utilization for health 

education of mother and child 

Yes. 

Patronage: 15 households per day per nurse in average. On foot.  

There is no PC, no printer at this center.   
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Rural Health Center 
Tursun Uljaboev Jamoat, Khuroson 

Date May 7 

Name of the person answers Nazarova Sabokhat 

Position Head, RHC Tursun Uljaboev 

 

Catchment area population: 6,297, there are 3 HHs under this RHC, covering 5,749 

population.  

No Question Answer 

1 Number of health staff and their specialty 3 doctors (OBGY, Pediatrician, Therapist), no FMD. 

10 Nurses (2 of them are FMN) 

2 Contents of activity for health service 

provision to population 

OBGY, Pediatrics, Internal medicine 

3 When this building was built? 1975 

4 Problem in infrastructure When they find problems, they repair them with 

their pocket money.  

5 Availability of electricity Yes but limited during winter 

6 Availability of water They have to bring water with bucket from the well. 

7 Availability of Equipment for health check 

up and diagnose 

Laboratory, gynecological examination table, 

disposable gynecological mirror, Thermometer, 

sphygmomanometer. 

No ultrasound, ECG, X-ray 

 

How is/was the COVID-19 situation in your area? 

10 positive cases out of 20 suspected cases. 1 death. 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People are more aware of infectious disease. They call RHC immediately when one of 

their family member has a fever. RHC staff learned a lot through COVID experience to 

protect themselves. 

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 

Now most of them had a knowledge that anemia is a serious health problem because of 
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patronage. Some people do not follow advices by patronage nurses.  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

HC staff tried to sum up yearly total but they gave up because it took too much time. 
No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 
diseases 

38 39 42 44 48 

2 Diabetes 10 13 15 26 26 

3 Cancer 6 5 0 2 0 

4 Malnutrition (child) 4 6 5 3 2 

5 Anemia 8 12 23 35 27 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

They can check blood pressure, urine, blood. 

2 Asking about situation of medical checkup 

for child malnutrition 

They find underweight children through patronage 

and ask the children to come to RHC to check 

weight and height. They refer serious cases to 

district hospital.  

They don’t have BP-100. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

People do not pay much attention to prevention of 

NCDs. Some diabetic people started some 

exercise and taking herbal medicine. Most people 

think if they take medicine, all problems will be 

solved. 

4 Availability of supporters for health 

promotion activities at community level 

No volunteers or supporters now. 

5 situation and possibility of health 

education for children at school 

There are 2 schools in this catchment area. They 

go there for vaccination and extermination of 

worms. 

6 existence of health education by media No 

7 existence of application for smartphone 

related health promotion 

No 

8 MCH handbook utilization for health Yes. 
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education of mother and child 

Patronage: there are 4 patronage nurses. Every day they visit 20-25 households per day in 

average. Local people are happy to talk with them. 
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Rural Health Center 
Navbahor Jamoat, Kushoniyon 

Date May 6 

Name of the person answers Atajonova Malika 

Position Acting Head, RHC Navbahor 

 

No Question Answer 

1 Number of health staff and their specialty 6 Nurses (2 of them are FN) 

2 cleaners, 1 guard 

2 Contents of activity for health service 

provision to population 

3,803 (489 households) 

3 When this building was built? 1955 

4 Problem in infrastructure There is no air conditioner, disrupted wall 

5 Availability of electricity Yes but limited during winter 

6 Availability of water There is a pump in the yard 

 

7 Availability of Equipment for health check 

up and diagnose 

Thermometer, sphygmomanometer, gynecological 

examination table, refrigerator 

 

How is/was the COVID-19 situation in your area? 

20 positive cases out of more than 100 tests. 1 death, it was a head of this RHC. 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People are more aware of hygiene. They wash their hands more often and try to avoid 

gatherings. 

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 

Cases of diabetes are increasing due to stress, inactive life style caused by 

unemployment. People cannot get employment after the closure of national border. 

 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

HC staff tried to sum up yearly total but they gave up because it took too much time. 
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Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

They can check hypertension. They refer the 

patient to the DHC for treatment and they follow up 

the patient. 

2 Asking about situation of medical checkup 

for child malnutrition 

They find underweight children through patronage 

and ask the children to come to RHC to check 

weight and height. They refer suspected cases to 

the nearest RHC because they do not have a WHO 

table to check wasting. They do not have stock of 

BP-100 either. Now they have 8 children under 

follow-up. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

On patronage, they explain about food pyramids, 

healthy eating habit with a lot of fruits and 

vegetables. About exercise, local people are not 

familiar with such idea. 

4 Availability of supporters for health 

promotion activities at community level 

No volunteers or supporters. 

5 situation and possibility of health 

education for children at school 

Once or twice a month, they have seminars at 

school. 

6 existence of health education by media No 

7 existence of application for smartphone 

related health promotion 

They use telephone to follow-up patients. 

8 MCH handbook utilization for health 

education of mother and child 

Yes. 

Patronage: They go patronage every day. For example, the head of HC are in-charge of 120 

households. She visits 30-40 households per day. Sometimes household members call her 

when she doesn’t visit their house for a few days. 
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Rural Health Center (RHC) 
(Name of RHC: Ergash Sulton ) 

(District: Dusty) 
Date 17 May 2021 

Name of the person answers Kuliev Farmon (Head of RHC, was on vacation) 

Kuliev Murodaly (ophthalmologist) 

Position Doctor ophthalmologist  

  

No Question Answer 

1.1 Population covered 2382 with 4 service areas (uchastka) 

1.2 Number of households covered 412 

1.3 Population under 1 years old 70 

1.4 Number of health staff and their specialty MD: 2  (1 gynecologist and 1 ophthalmologist) 

Midwife: 1  

Nurse: 5 

Among them number of patronage nurse 

3, and 1 of them does a vaccination too  

1.5 Numbers of FMD and FMN  Family medicine doctor (   0  ) FMN (  3 

(retrained on FN) 

2 Contents of activity for health service 

provision to population 

( YES ) Vaccination  ( YES ) Antenatal care 

(  YES) Treatment given based on prescription 

( NO )  Minor surgery (sutures, disinfection – all 

these done at CDH 

( YES ) others eye diseases, gynecology, TB care 

(if have a patient), first aid for all diseases during 

home visit or patient self admission 

3 When this building was built? Year 1980 

4 Problem in infrastructure Water supply doesn’t work  

Heating (however water radiators are set up)  

Old equipment, chairs broken   

Needs for capital repair  

In total 6 rooms (including one for observation of 

pregnant women) 

5 Availability of electricity Summer time electricity available whole time 

available, but during winter season it is by schedule  

6.1 Availability of water Water taken from well by hand pump (underground 
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water) 

6.2 Water source (  YES) Well  (  ) Canal, river  (  ) Others 

7 Availability of Equipment for health check 

up and diagnose 

( Yes 1 ) Height scale  ( Yes 1 ) Weight scale 

( 2 ) BP Sphygmomanometer 

( Yes 1 ) Measuring tape Stethoscope (3 but 1 is 

broken  ) 

( weight for children remained from Soviet time but 

it doesn’t work ) Others – calendar for pregnancy  

1 FD bag is available, but it is not used at all, rarely 

at the Center but not for home visit, all equipment 

is packed look like never used 

Former Pilot rayon for USAID, before many materials distributed but currently it is not as no 

request activities related to MCH handbook, malnutrition to be done due to no project   

 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   24 26  

2 Diabetes    10 10 

3 Cancer    1 0 

4 Malnutrition (child)    10 5 

5 Anemia    20 20 

All patients with cardiovascular diseases are not applied to this Health center for care. They 

apply to Rayon health Center, for last years no data available.  

Data taken not from reports but according to hearing from health workers of Rural Health 

center  

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (    3 patronage nurse             )  

2 Contents of home visit ( YES ) Listening of health complaints 

( YES ) BP measuring but only I device available. 

Mainly use the household BP devise  

( YES ) Asking conditions of pregnant women and 

child 
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( YES )  Asking conditions of NCD patient (with 

diabetes and hypertension, heart diseases) 

(YEs  ) Others 

Asking for person with temperature, diarrhea  

3 Difficulties in conducting home visit 

especially in providing health advice 

Lack of medical equipment (even thermometers, 

distant area, coverage for transport expenses, 

rejection of immunization, refuse from registration 

of pregnancy, giving lab tests, very religious custom  

All dispensary patients all pass medical check up at 

Rayon Health Center  

 

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( NO ) school teachers (3 schools)  ( NO ) 

volunteers  (  ) Others – do themselves health 

promotion, during field works conduct health 

promotion activities on infection diseases   

2 Targets for health education ( Yes ) Schoolchildren   ( Yes ) Pregnant women 

( Yes ) Teenagers (women)   ( Yes ) Mothers 

( NO ) Mother-in-law 

( YES ) Others among teachers, labors at fields  

3 Topics ( Yes ) Nutrition (among mother with malnutrition 

children ( Yes ) Breast feeding ( No ) Obesity 

( Yes ) Hygiene (hand washing, cleaning of homes  

( Yes, hepatitis, typhoid, worms ) Prevention of 

infectious disease 

( Yes ) Diarrhea 

( YES ) Others acute respiratory diseases (winter 

time), diabetes  

4 Difficulties in conducting health education 

especially in making them understand 

Population ignore passing lab testing due to 

financial problems 

Limited number of health promotion materials  
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COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 2 ) of cases and ( 0 ) of death 

Information materials on COVID available  

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

People became more accurate, more careful, 

avoiding the crowded areas, prevent relatives to 

have many contacts, no wearing of masks   

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( YES ) height  ( YES  ) weight 

(  YES ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Level of knowledge is lacking, population don’t 

read even the IEC on NCD (they take but not 

read). Not serious in terms of changing the 

attitude. 

 

8 MCH handbook utilization for health 

education of mother and child 

Don’t have at Heath Center, more than 10 months 

not distributed among pregnant women. Before 

RH Center delivered but not now.    
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Rural Health Center (RHC) 
(Name of RHC:    Dahbed) 

(District:    Hissor) 
Date May 17 

Name of the person answers Dr. Morodov (FMD) 

Position Head 

  
No Question Answer 

1.1 Population covered 5,903 

1.2 Number of households covered 937 

1.3 Population under 1 years old 169 

1.4 Number of health staff and their specialty MD: 3 (Obgy, FMD, Dentist) 

Midwife:1 

Nurse:8 

Among them number of patronage nurse: 7 

1.5 Numbers of FMD and FMN  Family medicine doctor (   1  ) FMN (   6   ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

(○  ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

(  ) others First aid 

3 When this building was built? 1989 

4 Problem in infrastructure Toilet, water heating, No AC 

5 Availability of electricity Not all the time 

6.1 Availability of water yes 

6.2 Water source (  ) Well  (  ) Canal, river  ( ○ ) Others 

Centralized 

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  (  ○) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape (○  ) Stethoscope 

(  ) Others 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

5 3 7 6 6 
 

2 Diabetes 4 4 6 5 6 
3 Cancer      
4 Malnutrition (child) 4 8 5 7 5 
5 Anemia 98 113 105 117 123 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (                 )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

( ○ ) Others、medication according to px, such as 

IV and injection 

3 Difficulties in conducting home visit 

especially in providing health advice 

There are some parents who want the child to get 

vaccination. They do not understand the merit of 

vaccination. 

Sometime young nurses have difficulty to convince 

the people.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  (  ) volunteers  (  ) Others 

No support 

2 Targets for health education ( ○ ) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law 

(  ) Others 

There is a junk-food shop near school. Staff 

advised not to buy anything from the shop, but most 

of the students already bought hotdog and they 
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liked the taste. It is very difficult for them to 

understand it is a kind of dangerous behavior.  

3 Topics (  ○ ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

(○   ) Hygiene ( ○  ) Prevention of infectious 

disease 

(  ○) Diarrhea 

(  ) Others  Hand washing, prevention of TB 

because there was a new TB patient recently) 

4 Difficulties in conducting health education 

especially in making them understand 

They believe people understand.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

(  26) of cases and ( 4 ) of death 

Death: Two were old people and other two were 

40’s and 28 y.o. 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

People got careful to prevent and care about 

temperature.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  (  ○  ) weight 

(  ○ ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Good 

8 MCH handbook utilization for health 

education of mother and child 

The head said they used it, but there was no 

handbook stocked.  
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Rural Health Center (RHC) 
(Name of RHC: Obygarm Health Center) 

(District: Roghun) 
 

Date May 24, 2021 

Name of the person answers Ilhomiddon Nasreddinov, (reanimatologyst by 

specialty)  

Position Head of Rural Health Center (Ambulatory Obygarm) 

 Many doctors works (has contract with hospital) for regional hospital too due to lack of staff  

 

No Question Answer 

1.1 Population covered 10367 

1.2 Number of households covered 1802 

1.3 Population under 1 years old 380 

1.4 Number of health staff and their specialty MD: 14 (FD 6, all retrained) 

Midwife: 0 

Nurse: 14 (including 6 FN) 

Among them number of patronage nurse 

8 (there are 8 areas) 

1.5 Numbers of FMD and FMN  Family medicine doctor (   6  ) FMN (    6  ) 

2 Contents of activity for health service 

provision to population 

( X ) Vaccination  ( X ) Antenatal care 

(  X) Treatment given based on prescription 

( X ) Minor surgery (sutures, disinfection) 

( X ) others dental care, laboratory (RW, HIV) 

3 When this building was built? Year 1976, former dormitory  

4 Problem in infrastructure Need for renovation, lack of water (no drinking 

water) 

5 Availability of electricity All the time and seasons  

6.1 Availability of water Available  

6.2 Water source (  ) Well  (  ) Canal, river  ( X ) Others – from 

spring (which is open and not protected/covered, 

according to health staff the water is not clean as 

accessible for animals) 

7 Availability of Equipment for health check 

up and diagnose 

( 2 (1 for children and 1 for adults, need for 4 

additional ) Height scale  (2 (1 for children and 1 

for adults, need for 4 additional ) Weight scale 
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( 8 ) BP Sphygmomanometer 

( 8 ) Measuring tape ( 8 ) Stethoscope 

( YES ) Others ECG (but old), need for US, ECG, 

dental and surgery sets (instrumental), there is a 

minor surgery theatre with need for vacuum, cardio 

monitor, oxygen concentrator  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   NA 60 

2 Diabetes    NA 35 

3 Cancer    NA 15 

4 Malnutrition (child)    NA 50 

5 Anemia    NA 40 

By hearing from Head of facility  

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (    8             )  

2 Contents of home visit (  X) Listening of health complaints 

( X ) BP measuring 

(  X) Asking conditions of pregnant women and 

child 

( X ) Asking conditions of NCD patient 

( X ) Others – every day report on diseases, 

patients with temperature, migrants which back 

home, number of households visited with numbers 

of population,  ARI, diarrhea  

3 Difficulties in conducting home visit 

especially in providing health advice 

Visit should be done by walking, better to have a 

separate transport  

Ignorance from population side due to every day 

visit  

 

 

Health Education 
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No Question Answer 

1 Supporters and partners when conducting 

health education 

(  NO) school teachers  (X total 8, 1 per area ) 

volunteers  (X  ) Others in 2 schools there nurses 

(1 per each), collaboration with these nurses 

2 Targets for health education ( X ) Schoolchildren   (  X) Pregnant women 

( No ) Teenagers (women)   ( X ) Mothers 

( No ) Mother-in-law 

( X ) Others via HLC and RH do population 

promotion activities  

3 Topics ( X ) Nutrition ( X ) Breast feeding ( X ) Obesity 

( X ) Hygiene (  X) Prevention of infectious disease 

( X ) Diarrhea 

( X ) Others COVID, HIV, TB 

4 Difficulties in conducting health education 

especially in making them understand 

Head of jamoats may collect easily group and 

provide lectures  

Acceptance of provided information is quite well  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 160 ) of cases and ( 4 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

A lot of self-treatment, wearing masks, use of 

antiseptic  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight ( X  ) 

arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Moderate, patients follow the advices  

8 MCH handbook utilization for health 

education of mother and child 

Not available, did not receive, so awareness on 

MCH handbook is limited  

There is guidelines on COVID and latest PHC guidelines (every doctor has one) 
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Rural Health Center (RHC) 
(Name of RHC: Childara) 

(District: Sangvor) 
Date May 21, 2021 

Name of the person answers Ikromzoda Ismon 

Position Nurse  

Head of Rural HC left for FM training (6 months) 

Covering 8 health houses   

No laboratory  

AKF support to PHC system (renovation, equipment, re-training) 

5 rooms  

No Question Answer 

1.1 Population covered 1276 in Jamoat Center 

1.2 Number of households covered 210  

1.3 Population under 1 years old 31 

1.4 Number of health staff and their specialty MD: 1 

Midwife: 1 

Nurse: 4 

Among them number of patronage nurse 

2 but all do home visits  

1.5 Numbers of FMD and FMN  Family medicine doctor (   no  ) FMN ( 1 (passed 

6 months training ) 

2 Contents of activity for health service 

provision to population 

( X ) Vaccination  (X  ) Antenatal care 

( X ) Treatment given based on prescription 

( X ) Minor surgery (sutures, disinfection) 

( NO ) others 

3 When this building was built? 2010 

Renovated by AKF 2013 

4 Problem in infrastructure No water 

5 Availability of electricity All time, during winter time according to schedule  

6.1 Availability of water No  

6.2 Water source ( X ) Well  ( X ) Canal, river  (  ) Others 

7 Availability of Equipment for health check 

up and diagnose 

( X 1) Height scale  ( X 1) Weight scale 

( 1 ) BP Sphygmomanometer 

( 3 ) Measuring tape ( 2 ) Stethoscope 

(X  ) Others FM and FN bags provided by AKF 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   NA 15 

2 Diabetes    NA 7 

3 Cancer    NA 0 

4 Malnutrition (child)    NA 2 

5 Anemia    NA 5 

By hearing from nurse and from register  

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (     5            )  

2 Contents of home visit ( X ) Listening of health complaints 

(X ) BP measuring 

( X) Asking conditions of pregnant women and child 

( X ) Asking conditions of NCD patient 

( X ) Others health promotion activities related to 

infection diseases, immunization, disability  

3 Difficulties in conducting home visit 

especially in providing health advice 

Distant community  

Population increased but staff position remains 

same 

Low level of information utilization by population  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( 4 ) school teachers  (O ) volunteers  ( O ) Others 

2 Targets for health education ( X ) Schoolchildren by health workers  ( X ) 

Pregnant women 

(  ) Teenagers (women)   ( X ) Mothers 

(  ) Mother-in-law 

(  ) Others 

3 Topics ( X ) Nutrition ( X ) Breast feeding (  ) Obesity 

( X ) Hygiene ( X ) Prevention of infectious disease 
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( X ) Diarrhea 

(  ) Others 

4 Difficulties in conducting health education 

especially in making them understand 

General literacy of population  

 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 0 ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

No really changes, it was a panic last year  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  ( X  ) weight ( X  ) 

arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Moderate 

A lots of EIC materials distributed  

8 MCH handbook utilization for health 

education of mother and child 

Don’t use  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A-9-57



115 
 

Rural Health Center (RHC) 
(Name of RHC: Istiqlol) 
(District: Shakhrinav) 

Date May 20 

Name of the person answers Dr. Khojaev (FMD) 

Position Head 

  
No Question Answer 

1.1 Population covered 8,692 

1.2 Number of households covered 1,153 

1.3 Population under 1 years old 230 

1.4 Number of health staff and their specialty MD: 3 (2FMD, 1 dentist) 

Midwife: 0 

Nurse: 14 (10 FMN) 

Among them number of patronage nurse 

14 

1.5 Numbers of FMD and FMN  Family medicine doctor (   2  ) FMN (   10   ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

( ○ ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

(  ) others First aid 

3 When this building was built? Around 1950 年 

4 Problem in infrastructure Renovation was done in 2008. However, there was 

a mistake of wiring. Hence, some electric devices 

cannot use.  

5 Availability of electricity No problem 

6.1 Availability of water No water 

6.2 Water source (  ) Well  ( ○ ) Canal, river  (  ) Others 

Using river water from 200m 

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  ( ○ ) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 2021 

1 Cardiovascular 

diseases 

    24 22 

2 Diabetes     19 17 

3 Cancer     14 14 

4 Malnutrition (child) Tendency to have child in poor family 5 6 

5 Anemia     20 15 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (          80       )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

(  ) Others 

3 Difficulties in conducting home visit 

especially in providing health advice 

No difficulties because nurses work according to 

the Working plan, and they understand it is their 

work.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  ( ○  ) volunteers  (  ) 

Others There are 6 volunteers who was selected 

one each from Mahala.  

2 Targets for health education (  ○) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law 

(  ) Others Father in law 

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

( ○  ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 
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(  ) Others ARI 

4 Difficulties in conducting health education 

especially in making them understand 

There are families (about 5% of all families) which 

ignore what health staff say.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

(1 detected as positive among 19 doubt cases ) of 

cases and ( 0 ) of death 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

People started to put on a mask when many people 

gather. Ceremony which many people gather was 

canceled. People also aware of prevention of 

other infectious diseases.  

During the pandemic period, staff were busy with health checkup and monitoring of 120 

migrant workers who came back from Russia.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  (  ○  ) weight 

( ○  ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Families are aware of prevention of all diseases 

not only NCDs.  

8 MCH handbook utilization for health 

education of mother and child 

NO 

 

There is a laboratory in this RHC. Tests are available in HIV, urine and stool.  
There are four rooms which are used for ANC、Treatment、Vaccination、and ORS. 
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Rural Health Center (RHC) 
(Name of RHC: Dehai Kazoz Rural Health Center Saidmumin 

Rahimov) 
(District: Temurmalik) 

Date May 20, 2021 

Name of the person answers Avleokulov Abdulhakim  

Position Rural HC Head  

 

Under Rural HC 5 Health Houses   

No Question Answer 

1.1 Population covered 8268 with Health Houses  

3202 Rural Health center catchment area  

1.2 Number of households covered 400 

1.3 Population under 1 years old 243 (in nearest catchment population) 

1.4 Number of health staff and their specialty MD: 3 (gynecologist, pediatrician, FM (retrained 

through 6 month course) 

Midwife:1 plus 4 midwifes in Health house  

Nurse: 14 

Among them number of patronage nurse 18 

1.5 Numbers of FMD and FMN  Family medicine doctor (  1   ) FMN (   5   ) 

2 Contents of activity for health service 

provision to population 

(Yes  ) Vaccination  ( Yes ) Antenatal care 

( Yes ) Treatment given based on prescription from 

doctors of numeral hospital and CDH 

( No ) Minor surgery (sutures, disinfection) 

( yes ) others health promotion on immunization, 

COVID, nutrition  

3 When this building was built? Year 1983 

4 Problem in infrastructure Electricity not supply. No water, no heating, old 

equipment and lack of equipment  

Maintain the cold chain for vaccines  

5 Availability of electricity At the time of interview no electricity  

Winter time only 2 hours  available 

6.1 Availability of water No  

6.2 Water source (  ) Well  (  ) Canal, river  ( YES ) Others 

Buying  

And preserve water in tank (13 tons) 
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7 Availability of Equipment for health check 

up and diagnose 

( Yes, 1 ) Height scale  (Yes, 2  ) Weight scale 

( Yes, 2 ) BP Sphygmomanometer 

( Yes, 1 ) Measuring tape ( 4 ) Stethoscope 

( yes ) Others thermometers, shpatel  

No FD bag delivered  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

By hearing from head of Rural Health Center  

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   6 20 

2 Diabetes    4 6 

3 Cancer    NA NA 

4 Malnutrition (child)    6 3 

5 Anemia    70 

(registered) 

150(registered) 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (       14          )  

2 Contents of home visit ( X ) Listening of health complaints 

( X ) BP measuring 

( X ) Asking conditions of pregnant women and 

child 

( X ) Asking conditions of NCD patient 

(X  ) Others 

Detect patient with high temperature  

For all children up 6 years old call for vaccination  

3 Difficulties in conducting home visit 

especially in providing health advice 

Distant catchment (farest HH is at 80 km distance 

from Rural Health Center) 

No access during winter time  

High size of catchment population, for instance for 

1 midwife 3202 population  

Remote mountain area  
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Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(No) school teachers  ( No ) volunteers  ( Yes ) 

Others in case for need for emergency 

transportation community collects funds  

2 Targets for health education ( X ) Schoolchildren   ( X ) Pregnant women 

( X ) Teenagers (women)   ( X ) Mothers 

( X ) Mother-in-law  (X ) Others in mosque 

(specially on TB, botulism, COVID) 

3 Topics ( X ) Nutrition ( X ) Breast feeding ( X ) Obesity (3 

patients registered)  ( X ) Hygiene ( X ) Prevention 

of infectious disease (TB, botulism, COVID) 

( X ) Diarrhea  (  ) Others 

4 Difficulties in conducting health education 

especially in making them understand 

Low utilization of giving information  

 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was epidemic ( 0 ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of people 

behavior on prevention of infectious diseases 

Staring wearing mask in schools, mosque  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight (  X ) 

arm 

Checking during home visit  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Limited knowledge but health workers provided 

information via lectures on this topic  

8 MCH handbook utilization for health 

education of mother and child 

Yes, they distribute to all pregnant women  

 

 

 

A-9-60



121 
 

Rural Health Center (RHC) 
(Name of RHC: Toichi) 
(District: Tursunzoda) 

Date May 19 

Name of the person answers Dr. Yakubova 

Position Head (FMD) 

  
No Question Answer 

1.1 Population covered 13,134 

1.2 Number of households covered 1,601 

1.3 Population under 1 years old 369 

1.4 Number of health staff and their specialty MD: 6 

(4FMD, 1dentist, 1Obgy) 

Midwife: 1 

Nurse: 18 (all of them are FMN) 

Among them number of patronage nurse 

All of them 

1.5 Numbers of FMD and FMN  Family medicine doctor (  4   ) FMN (   18   ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

( ○ ) Treatment given based on prescription 

( × ) Minor surgery (sutures, disinfection) 

(  ) others First Aid 

3 When this building was built? 1958 

This building was used to be a hospital before civil 

war. After the war, a person purchased the 

building and after that, the RHC has been renting 

the building as a health facility by the person.  

4 Problem in infrastructure Needs to move from the personal property building 

to official building. Local Hukmat has already 

found the land in new place but still no building is 

constructed because of lack of budget.  

5 Availability of electricity No problem 

6.1 Availability of water Available of Vodocanal water pipe 

6.2 Water source (  ) Well  (  ) Canal, river  (○ ) Others 

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  ( ○ ) Weight scale but no 

baby scale 
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( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

There was no record in the RHC. After the interview, the following data was collected from 

DHC statistic center.  

 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

134 245 177 204 209 

2 Diabetes 23 26 24 39 28 

3 Cancer 2 3 3 3 4 

4 Malnutrition (child) 22 27 22 14 17 

5 Anemia 128 84 30 76 91 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (        90         )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

(○  ) Others  Situation monitoring of disabled 

people 

3 Difficulties in conducting home visit 

especially in providing health advice 

There are some persons who do not follow the 

advice.  

Some Mother-in-laws don't change their minds.  

There are about 10% families which is difficult to 

give advice.  

In 3-4 years ago, about 2,500 people were moved from Roghun where dam was constructed. 

The area where they migrated was originally an area where Islamic discipline is very strict, 

and the precepts are completely different from the people who originally live in this area. 

For example, the people do not have custom to receive antenatal care. Nurses had difficulty 

to convince them. The head of the RHC consulted DHC director. The DHC director consulted 
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the mahala leader of the area. Finally, the Mahala leader convinced the people to come to 

ANC and they started to come to RHC. The mahala leader’s nickname is “Samurai” because 

he is very active for everything.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  (  ) volunteers  ( ○  ) 

Others 、 There are 4 active women in the 

community and they always support the activities of 

RHC.  

2 Targets for health education ( ○ ) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law 

(  ) Others 

They use the opportunity to educate Mother-in-law 

at the time of wedding ceremony. When wedding 

ceremony, men and women usually wait for long 

time in a separate room. During the time, women 

normally spend time with having tea. The nurse of 

the RHC goes to the wedding ceremony and 

spends the tea time with them and have chats in 

terms of visiting RHC for ANC.  

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

( ○  ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 

( ○  ) Others  Importance of immunization, 

prevention of TB, prevention of DB, prevention of 

COVID-19 

4 Difficulties in conducting health education 

especially in making them understand 

Almost no problem except there are some families 

which has difficulty of educating.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was ( 54 doubt cases, 1 detected positive by PCR ) of 
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epidemic cases and ( 0 ) of death 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Increased awareness of health by people. 

Especially measuring temperature. Using alcohol, 

using soap.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  (  ○  ) weight 

(  ○ ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Increase people who do not take salt and oil so 

much.  

8 MCH handbook utilization for health 

education of mother and child 

No pilot. Never seen.  
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Rural Health Center (RHC) 
(Name of RHC: Burunov) 

(District: Vahdat) 
Date May 21 

Name of the person answers Dr. Murodov (FMD) 

Position Head 

Same building as Numeral hospital No.2 

I stayed from 13:30 to 15:00 but no patient came.  

 

No Question Answer 

1.1 Population covered 10,169 

1.2 Number of households covered 1,216 

1.3 Population under 1 years old 267 

1.4 Number of health staff and their specialty MD: 2 (1 FMD, 1obgy) 

Midwife: 1 

Nurse: 6 ( all are FMN) 

Among them number of patronage nurse 

6 of them ,all of them 

1 patronage nurse visits 30 HH per day. 

1.5 Numbers of FMD and FMN  Family medicine doctor (   1  ) FMN (   6   ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

( ○ ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

( ○ ) others First aid 

3 When this building was built? 1969, in 2011, it was renovated 

4 Problem in infrastructure Not all the room providing water tap 

5 Availability of electricity No problem 

6.1 Availability of water Tap 

6.2 Water source ( ○ ) Well  (  ) Canal, river  (  ) Others 

There is a well in the area, and water come to the 

room by pipes.  

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  ( ○ ) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others Doctor’s bag 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

50 46 41 45 40 

2 Diabetes 15 18 18 18 16 

3 Cancer 6 5 5 5 3 

4 Malnutrition (child) 38 35 30 28 21 

5 Anemia  25 20 18 16 14 

・ At the moment, there are 50 pregnant women who are registered. Among them, 11 are 
anemia.  

・ There is no consolidated data for a pregnant woman. ObGy and staff have their own 
way of taking data and recording.  

・ Asked the possible reasons of decreasing malnutrition, but the head did not answer 
clearly.  

・ Asked about some data, but the answers were inconsistent. If I asked the same question 
indifferent way, the answer was different.  

・ No awareness of change of data in terms of increase and decrease.  
 

Home Visit 
No Question Answer 

1 Number of household/patronage nurse Average (        200         )  

One nurse has 10 houses per day  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

(  ) Asking conditions of pregnant women and child 

(  ) Asking conditions of NCD patient 

( ○ ) Others 

Baby measuring (height, weight)  

Pregnant women registration 

Disable person registration 

Health awareness (First, nutrition and hygiene 

education to pregnant woman, second, breast 

feeding and child nutrition education to mothers. 

Then, they give treatment such as infection and IV 

fluid. They check if there is a disabled. Also. They 

give advices as follows.  
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・ how to massage to baby to prevent physical 

disability.  

・ How to treat baby 

・ How to play with baby 

・ How to prevent infection disease 

One household is took 10 minutes in average.  

3 Difficulties in conducting home visit 

especially in providing health advice 

Distance is difficulty. They have to walk for a 

longtime to get to the house.  

To listen and convince families which complain side 

effect of immunization.  

Every 25 of month is the immunization day for the 

RHC and mother should bring the children. But 

some mothers do not come. Therefore, patronage 

nurses have to bring them to the RHC.  

There are 24 people who are registered as physical and mental disabled. There is no 

difference between male and female who has disable. Most of the people had stress by the 

civil war, according to the head.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  (  ) volunteers  (  ) Others 

Volunteers from teachers, women, monks. 

Health staff trained them as messengers of health 

promotion. They go to school and provide 

message, or mosques.  

2 Targets for health education ( ○ ) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law 

( ○ ) Others  

Giving advice for disable people and caregivers on 

personal hygiene. Sometimes they need to go out 

for being in the sun. Teaching on how to give a 

basic care to disabled people for caregivers who 

do not know them. Giving the opportunity to 

disabled children to be in front of people such as 

a party in order not to feel inferior. Give advice for 
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old people not to go out so much during pandemic 

since old people are at risk of COVID-19.  

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

( ○  ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 

(  ) Others 

4 Difficulties in conducting health education 

especially in making them understand 

Understandings good. Main difficulty is 

transportation. We have to walk anywhere to the 

distant place.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 0, but 3 doubt cases ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Mask, washing hand with soap, using alcohol, 

avoiding mass meeting  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  ( ○   ) weight 

( ○  ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Male are not working hard according to the head. 

Female has less risk due to hard work. 

Many nurses are female. Since there are some 

people (male and middle age) who do not listen 

the nurse. The head trains the young nurse how 

to talk with middle aged male.  

8 MCH handbook utilization for health 

education of mother and child 

No pilot. The head found the handbook in Rudaki 

and Hisor, and he brought the handbook from 

the districts because he thought it was a good 

book. It is unfortunate that we are not a pilot 

according to the head.  
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Rural Health Center (RHC) 
Chorsu, Kushoniyon District 

Date May 6 

Name of the person answers Mamadalieva Ziyoda 

Position Lab doctor 

  

Located in Uzbek community 

Population covered (2 Jamoat) 4,473 

Population before 1 y.o. 132 

Population before 5 y.o. 617 

No Question Answer 

1 Number of health staff and their 

specialty 

1 pediatrician 

2 MW 

16 Nurses (among them, 8 ns conduct 

patronage) 

2 Contents of activity for health 

service provision to population 

House visit 

Immunization 

ANC 

Health education 

3 When this building was built? 1951 

4 Problem in infrastructure Leaking water (but trying to fix sealings 

every year) 

5 Availability of electricity Not all the time 

6 Availability of water Using canal water 

7 Availability of Equipment for health 

check up and diagnose 

Height scale but no weight scale, baby 

scale is available, BP 

 

How is/was the COVID-19 situation in your area? 

Since the beginning of 2021, there is no infection case. At the time of epidemic, there were 

18 cases in total and 2 death cases. But the deaths were categorized other pneumonia.  

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

Water quality. Health staff taught people how to use chlorine 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

130 
 

Number of new patients 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

4 46 NA NA NA 

2 Diabetes 2 1 1 2 5 

3 Cancer NA 

4 Malnutrition (child) NA NA NA NA 6 

5 Anemia NA NA NA NA NA 

They have a register book which is written patient’s name, patient address & contact number, 

and disease. If you want to know the numbers of patient by disease, they have to count one 

by one from this register. 

As May 2021, they have the following numbers 

Diabetes 3, Malnutrition 6, Anemia 30 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical 

checkup for early detection of NCDs 

If there is a symptom, they refer the patient 

to district hospital. After the patient is 

diagnosed and prescribed medicine, they 

register the patient name in their register 

book. 

2 Asking about situation of medical 

checkup for child malnutrition 

NA 

3 From your point of view, what is the 

knowledge and attitude of the 

people towards prevention of 

NCDs? 

They tell people not to take oily food (fried 

food) so much, but seldom numbers are 

following their advise. 

4 Availability of supporters for health 

promotion activities at community 

level 

It is conducted by SES. 

5 situation and possibility of health 

education for children at school 

They go to school with SES and give 

advices to children to wear mask, wash 

hand, bring water from home and not to take 

water from river. 

6 existence of health education by 

media 

NA 
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7 existence of application for 

smartphone related health 

promotion 

NA 

8 MCH handbook utilization for health 

education of mother and child 

Not asked.  

 

Focus Group Discussion with health workers (with 4 nurses in the RHC) 

Topic: People’s knowledge and attitude to prevention of NCDs and infection disease including 

diarrhea 

 

They started to complain a lot about people around here do not listen what health workers 

told.  

I asked the example of their topics of health education. 

One of their health education topics is not to drink river water, bring water bottle from home 

and drink it. 

I said that however, if you take a look of their practice, child tend to drink water from river, 

and no adults stop it even though they are around the children. 

They said that even adults do not follow the health workers advice. 

I asked the reason. They said they are not sure about reasons. 

I again asked them if they tell not to do that if they see child is drinking river water.  

They said, when Soviet time, there was such a strict way by health workers, but after 

independence, health workers do not say strictly to the people. 

I told them then what to do if nobody stop children to drink river water, asking until when they 

have to give the same kind of message to people. I also asked what to do for them to follow 

health advice. 

Everyone was silence. They said, we will do whatever we have to do. That is it. 
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Health House 
 

Health House (HH) 
(Name: Galaba) 
(District: Dusty) 

Date May 17, 2021 

Name of the person answers Maya Tangriberdieva (Head of Health House) 

Khamroeva Gulnavruz (midwife) 

Davronova Almagul (nurse) 

  

 

No Question Answer 

1.1 Population covered 1574 

1.2 Number of households covered 225 

1.3 Population under 1 years old 51 

1.4 Number of health staff and their specialty MD: NA (doctor from district health center visits 

once every Thursday) 

Midwife: 1 

Nurse: 2 

Among them number of patronage nurse 

3 (1 nurse also works for vaccination) 

1.5 Numbers of FMD and FMN  Family medicine doctor ( NA    ) FMN ( 0      ) 

2 Contents of activity for health service 

provision to population 

( Yes ) Vaccination  ( Yes ) Antenatal care 

(  Yes ) Treatment given based on prescription 

( NA ) Minor surgery (sutures, disinfection) 

( Yes ) others do the injections if prescribed by 

doctors  

3 When this building was built? Year 2004, there are 4 rooms  

4 Problem in infrastructure No water, but HH is quite clean, no heating, use the 

traditional coal stove  

5 Availability of electricity Yes during whole year  

6.1 Availability of water Water from canal or well  

6.2 Water source ( X ) Well  ( X ) Canal, river  ( X ) Others,  from 

neighboring households bring the water 

7 Availability of Equipment for health check 

up and diagnose 

( 2 (one for children and 1 for adults ) Height scale  

( X 2(one stand and one floor)) Weight scale 
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( 3 ) BP Sphygmomanometer 

( 1 ) Measuring tape ( 1 ) Stethoscope 

(  ) Others refrigerator for vaccines  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

    26 

2 Diabetes     4 

3 Cancer     0 

4 Malnutrition (child)    54 48 

5 Anemia     5 

 From hearing of nurse, no reports available, only could find report on malnutrition   

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (          3      )  

All catchment population divided among 3 nurses  

2 Contents of home visit ( X ) Listening of health complaints 

( X ) BP measuring 

( X ) Asking conditions of pregnant women and 

child 

( X ) Asking conditions of NCD patient 

( X ) Others giving follow up to malnutrition, call for 

immunization  

3 Difficulties in conducting home visit 

especially in providing health advice 

Every day patronage even on weekends  

 

 

No lab tests available for patients, so they have to go to rayon level 

No standard on ANC available  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( NO ) school teachers  ( NO ) volunteers  ( Yes ) 

Others health staff do health education by 

themselves  
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2 Targets for health education (  ) Schoolchildren   ( X ) Pregnant women 

(  ) Teenagers (women)   ( X ) Mothers 

(  ) Mother-in-law 

(  ) Others 

3 Topics (  ) Nutrition (  ) Breast feeding (  ) Obesity 

( X ) Hygiene (  X) Prevention of infectious disease 

( X ) Diarrhea ( X ) Others (using safe water, 

migrants to register, safe pregnancy  

4 Difficulties in conducting health education 

especially in making them understand 

 

No really, as the population is well accepted them  

 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 0 ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

NA 

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight ( X  ) 

arm  

Chest and head size  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Population has limited knowledge, patients with 

hypertension not always intake the medicines, 

but they control their BP, patients with diabetes 

have glucometer  

8 MCH handbook utilization for health 

education of mother and child 

Yes, staff used but maternity staff not fill their part 

of MCH handbook (only fill in exchange card) 
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Health House (HH) 
(Name:  Health House Kady Ob) 

(District: Roghun) 
Date May 24, 2021 

Name of the person answers Sharipov Fayziddin, Head of Health House  

Siadbekzoda Guloza, Nurse in Health House 

(patronage) 

2 staffing positions, both taken  

HH provides services for 3 communities   

Every Saturday a gynecologist from Rayon Health Center makes the visit to HH 

Every Monday or Friday a therapist from Rayon Health Center makes the visit to HH 

 

No Question Answer 

1.1 Population covered 857 

1.2 Number of households covered 103 

1.3 Population under 1 years old 30 

1.4 Number of health staff and their specialty MD: N/A 

Midwife No: 

Nurse: 2 

Among them number of patronage nurse 2 (both 

patronage) 

1.5 Numbers of FMD and FMN  Family medicine doctor (     ) FMN (    1 

passed training in 2015 in Dushanbe in Republican 

FM Center and received a FN bag 

2 Contents of activity for health service 

provision to population 

(X ) Vaccination  ( X ) Antenatal care (opening a 

ANC card) 

( X ) Treatment given based on prescription 

(X ) Minor surgery (sutures, disinfection) – first aid 

(sutures, stopping bleeding) 

( X ) others 

PHC for patients with hypertension, with high 

temperature 

3 When this building was built? In 2015 the building was renovated by AKF 

Building constructed in 2009  

4 Problem in infrastructure Almost no problems, but no water and heating in 

winter time  
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HH is easy to access – on main road from 

Dushanbe to Rasht  

5 Availability of electricity All the time but with limitation during winter months  

6.1 Availability of water No water  

6.2 Water source ( No ) Well  ( No ) Canal, river  ( X ) Others 

Brings from community  

7 Availability of Equipment for health check 

up and diagnose 

( X ) Height scale (1 for adults and 1 for children) 

( X ) Weight scale (1 for adults and 1 for children) 

( X ) BP Sphygmomanometer (3 in total, 1 is a 

mercury)  

( X ) Measuring tape (2) (X ) Stethoscope 2 

( X) Others (additional equipment for minor surgery, 

new book shelf 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

    20 

2 Diabetes     3 

3 Cancer     0 

4 Malnutrition (child)     0 

5 Anemia     8 

Good registration system for patients (scanned) 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (       2          )  

103 household 

2 Contents of home visit ( X ) Listening of health complaints 

( X ) BP measuring not to all but if requested by 

family member 

( X ) Asking conditions of pregnant women and 

child 

( X ) Asking conditions of NCD patient, follow up of  

treatment and if necessary refer to doctor  

( X ) Others 
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Have reporting system for home visits with every 

day reporting to PHC manager  

3 Difficulties in conducting home visit 

especially in providing health advice 

Distant of community  

Quite high intensity of home visits 

Some of community members feels stigma due to 

high intensity of home visits  

But very active for immunization  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(YES, 1  ) school teachers  ( No ) volunteers  

( Yes ) Others 

Every Monday and Thursday visit to school in 

community to monitor the sanitary hygiene norms 

(there is 1 school in community) 

But not lectures provided among school children  

2 Targets for health education ( No ) Schoolchildren   ( X ) Pregnant women 

( No ) Teenagers (women)   ( X ) Mothers 

( No ) Mother-in-law 

( X ) Others – distribution of EIC (COVID, others, 

many types available), general population  

3 Topics ( X ) Nutrition ( X ) Breast feeding ( X ) Obesity 

( X ) Hygiene (  X) Prevention of infectious disease 

(X ) Diarrhea 

( X ) Others immunization  

4 Difficulties in conducting health education 

especially in making them understand 

Low acceptance due to low literacy of local 

population   

 

 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

(  0) of cases and (  0) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

Use of antiseptic among population, using chlorine 

in households  
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infectious diseases 

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight (  NO ) 

arm  

Low prevalence of malnutrition among children  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Quite good knowledge and follow up the advices 

and recommendations given by health workers 

8 MCH handbook utilization for health 

education of mother and child 

Don’t use and even heart first time oh MCH 

handbook  

 

Only one wish:  

- Provide free medicines for treatment   
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Health House (HH) 
(Name: Saridasht) 
(District: Sangvor) 

Date May 21, 2021 

Name of the person answers Odinaev Aub (Head of HH) 

Hojaeva Salima (patronage nurse) 

 Provides service to 6 community  

 

No Question Answer 

1.1 Population covered 1348 

1.2 Number of households covered 210 

1.3 Population under 1 years old 34 

1.4 Number of health staff and their specialty MD: NA 

Midwife: No 

Nurse: 2 

Among them number of patronage nurse 2 

1.5 Numbers of FMD and FMN  Family medicine doctor (   NA  ) FMN ( 1 (training 

on 2010 in Rasht  ) 

2 Contents of activity for health service 

provision to population 

( X ) Vaccination  ( X ) Antenatal care 

( X ) Treatment given based on prescription 

( NO ) Minor surgery (sutures, disinfection) but 

provides service for postoperative cases 

( X ) others First Aid, dispensary care, invalids   

3 When this building was built? Year 1989, renovated by AKF in 2014 (with 

equipment and furniture) 

4 Problem in infrastructure No water  

Lack of space (in total 3 wards but very small size) 

5 Availability of electricity No problem  

6.1 Availability of water No water inside of facility  

6.2 Water source (  ) Well  (  X) Canal, river  (  ) Others 

7 Availability of Equipment for health check 

up and diagnose 

( 2, 1 for adults and 1 for children ) Height scale  

(2, 1 for adults and 1 for children  ) Weight scale 

( 2 but both procured by themselves, the provided 

by AKF devices brake in 1 month ) BP 

Sphygmomanometer 

( 2 ) Measuring tape ( 2 ) Stethoscope 
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( X ) Others pulse oxymeter  

No sterilization device and no boiling of urine for 

pregnant women  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   27 28 

2 Diabetes    7 8 

3 Cancer    NA 0 

4 Malnutrition (child)    NA 0 

5 Anemia   NA 35 35 

 Obesity     NA 24 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (     210            )  

2 Contents of home visit ( X ) Listening of health complaints 

( X ) BP measuring 

( X ) Asking conditions of pregnant women and 

child 

( X) Asking conditions of NCD patient 

( X) Others health promotion, advices on nutrition, 

on COVID 

3 Difficulties in conducting home visit 

especially in providing health advice 

Distant communities  

Population ignore in time coming for vaccination  

Low understanding of health messages  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( 2 ) school teachers  ( 8 ) volunteers  ( NO ) 

Others 

Community work supported by German Agro Action  

2 Targets for health education ( X ) Schoolchildren   (  X) Pregnant women 

( X ) Teenagers (women)   ( X ) Mothers 

( X ) Mother-in-law 
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(X  ) Others 

3 Topics ( X ) Nutrition ( X ) Breast feeding ( X ) Obesity 

( X ) Hygiene ( X ) Prevention of infectious disease 

( X ) Diarrhea 

( X ) Others 

Volunteers use the referral blank for sending 

patients to HH  

4 Difficulties in conducting health education 

especially in making them understand 

Not follow up the health advices 

But currently acceptance of health advices by 

population improved   

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 5 ) of cases and (  0) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Self isolation of community people during COVID 

increased  

Hygiene improved  

Less numbers of participants at public events  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight ( X  ) 

arm (but no checking devices)  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

There is an interest from population side, but still 

moderate level of knowledge  

8 MCH handbook utilization for health 

education of mother and child 

Not 
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Health House (HH) 
(Name: Khuji) 

(District: Shakhrinav) 
Date May 20 

Name of the person answers Dr. Saidov (FMD) 

 

The head of the HH is FMD and he has a carrier as a medical doctor for 29 years. Four years 

ago when this building was constructed, he came here from another health center by his wish. 

The reason for him to come here was to serve people here. The area did not have any health 

center before due to mountainous area. People decided to make community fund for newly 

construction of the HH and they built this HH.  

 

No Question Answer 

1.1 Population covered 1,464 

1.2 Number of households covered 165 

1.3 Population under 1 years old 42 

1.4 Number of health staff and their specialty MD: 1 (FMD) 

Midwife: 0 

Nurse: 2 (FMN) 

Among them number of patronage nurse 

2 

1.5 Numbers of FMD and FMN  Family medicine doctor (   1  ) FMN (  2    ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

Since the FMD is a male, antenatal care always 

conducts with a nurse. FMD take care of measuring 

BP and questioning. All measurement which needs 

to touch the body are done by nurse.  

( ○ ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

( ○ ) others First aid 

3 When this building was built? In 2017. In this area, road was blocked during 

winter-time. People wanted to have HH in this area 

and collected fund.  

4 Problem in infrastructure No toilet facility 

One room needs to be rehabilitation 

5 Availability of electricity No problem 
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6.1 Availability of water No water 

6.2 Water source (  ) Well  ( ○ ) Canal, river  (  ) Others 

There is a water source 100m ahead in the 

mountain. The place is the water source for all the 

household in this area.  

(Visited the water source as well. It is well protected 

as a holly place for the people. One a year, people 

gather here and pray for thanking clean water.) 

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  ( ○ ) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

No data due 

to not yet 

opened. 

2 3 1 1 

2 Diabetes 3 2 2 2 

3 Cancer 0 0 0 0 

4 Malnutrition (child) 3 2 1 1 

5 Anemia 3 5 2 4 

There are three children who are disabled. The reason of having disable is, according to the 

FMD, consanguineous marriage. Since this area is mountainous, the kind of marriage is 

more frequent than that of other places.  

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (        ８０         )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

(  ) Others 

3 Difficulties in conducting home visit 

especially in providing health advice 

Long distance in some areas.  

Home visiting in winter. In winter the road becomes 
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worse and it is hard to walk.  

Some households do not allow vaccinations 

religiously, and it is difficult to explain to such 

households. 

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( ○  ) school teachers  ( ○  ) volunteers 

(women)  (  ) Others  

There is a support from Mahala. 

2 Targets for health education ( ○ ) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law (decrease number of children, 

have enough time space between delivery) 

 (○  ) Others to all family members 

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

( ○  ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 

( ○ ) Others  

ARI、Keep the toilet clean, come for AND, danger 

sign of pregnant woman, danger sign of baby, 

danger sign of eclampsia and pre-eclampsia 

4 Difficulties in conducting health education 

especially in making them understand 

Since the area is mountainous, it is difficult to 

collect a lot of people at once. Therefor the 

education is done at household level. 

In daytime, it is difficult to have an education 

session because everyone works at field. What 

they do is to ask Mahala to collect some people 

when everyone has time and do education for 10 to 

15 minutes. 

It is difficult to educate the families which has low 

education level.  
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COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 8 doubt ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Wearing masks prevent other ARIs. People use 

alcohol.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  ( ○   ) weight 

( ○  ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

When SINO project was in place, there was 

roleplay session at school with HLC for 

demonstrating to the students.  

Health staff promotes prevention of obese of 

women. Staff advices to do exercise, and 

decrease the quantity of eating. There are many 

obese among the woman over 40. When they 

become a mother-in-law, they start to become 

obese because they do not have to do housework 

anymore. The main reason of becoming obese 

among them is they do not know how to excise 

and it is necessary to teach them how to do 

excise.  

8 MCH handbook utilization for health 

education of mother and child 

NA 

Training of FMD was very effective in terms of learning many kinds of symptoms and 

diseases.  

 

There are two patients during the interview.  

1. Mother with 2-month old baby with fever. The FMD examined the baby and he conclude 

there is no other problems. He prescribed Paracetamol and gave advice to mother to keep 

breastfeeding. He emphasized that he leant the FMD training not to give unnecessary 

medication must not be given to patients.  

2. Mother with child two-year old with microcephaly with ARI. According to the FMD, the 
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mother comes the HH frequently for consultation. The FMD told the mother there is no 

problem and not to worry so much. No drugs prescribed. The child is registered as a disabled 

and he goes to the rehabilitation center.  
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Health House (HH) 
(Name:   Health House Dehai Hasanbegi) 

(District: Temurmalik) 
Date May 20, 2021 

Name of the person answers Haydarov Hasanali (Head)  

 Building constructed in 2014 by population support  

 

No Question Answer 

1.1 Population covered 2220 

1.2 Number of households covered 220 

1.3 Population under 1 years old 70 

1.4 Number of health staff and their specialty MD: NA  

Midwife:1  

Nurse: 2 (including head of Health House) 

Among them number of patronage nurse 

3 

1.5 Numbers of FMD and FMN  Family medicine doctor (  NA   ) FMN ( 1  ) 

2 Contents of activity for health service 

provision to population 

( YES ) Vaccination  ( YES ) Antenatal care 

( YES ) Treatment given based on prescription 

( NO ) Minor surgery (sutures, disinfection) 

( NA ) others 

3 When this building was built? 2014 

4 Problem in infrastructure Heating  

Electricity  

Water taken from water tank  

5 Availability of electricity Not always (cut for 3-4 hours during summer time, 

in winter time by schedule) 

6.1 Availability of water From water tank (every health facility has own 

water tank) 

6.2 Water source (  ) Well  (  ) Canal, river  (X  ) Others (tank) 

7 Availability of Equipment for health check 

up and diagnose 

( 1 ) Height scale  ( 1 ) Weight scale 

( 3 ) BP Sphygmomanometer 

( 3 ) Measuring tape ( 2 ) Stethoscope 

( NA ) Others 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

   6 6 

2 Diabetes    6 4 

3 Cancer     0 

4 Malnutrition (child)    2 1 

5 Anemia    5 5 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (       3          )  

2 Contents of home visit ( X ) Listening of health complaints 

(X  ) BP measuring 

(X  ) Asking conditions of pregnant women and 

child 

(  X) Asking conditions of NCD patient 

( NA ) Others 

3 Difficulties in conducting home visit 

especially in providing health advice 

No doctor  

Old equipment 

 

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

( NO ) school teachers  ( NO ) volunteers  ( NA) 

Others 

2 Targets for health education ( X ) Schoolchildren   (  X) Pregnant women 

(  ) Teenagers (women)   ( X ) Mothers 

(  ) Mother-in-law 

(  ) Others 

3 Topics ( X ) Nutrition ( X ) Breast feeding ( X ) Obesity 

( X ) Hygiene ( X ) Prevention of infectious disease 

( X ) Diarrhea 

( X ) Others COVID 

4 Difficulties in conducting health education Really not, population follows the reccs specially 
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especially in making them understand related to child health  

 

 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 0 ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Population follows personnel hygiene, use of 

antiseptic  

Use of chlorine at home  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( X ) height  (  X ) weight (  X ) 

arm 

Also visual check of body  

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

In comparison with past 3 -4 years knowledge 

improved but in practice no really implementation 

of reccs on healthy style  

Population more seriously accept reccs for child 

health (immunization) 

In general increase the level of literacy of young 

mothers.   

8 MCH handbook utilization for health 

education of mother and child 

Yes, delivered among pregnant women  

No standards and guidelines available at health house   

 

Community need in safe drinking water to be used for household   
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Health House (HH) 
(Name: 1st May) 

(District: Tursunzoda) 
Date May 19 

Name of the person answers Dr. Nouzima (FMD) (FMD who comes twice per week 

from nearest RHC) 
Ms. Shainaeva （Nurse, Head of HH） 

  

The area is the Uzbek people’s area. The head of HH is 59 years old and she will retire in 

this year after 42 years work here.  

According to the head, most of the people are farmers. They normally go to school for 11 

years and then they start to help family as farmers. Since most of the family have their own 

land for farming, there are less people who has to work at Russia.  

Most of the mothers have 4,5 children while other places of DRS decreased the number of 

children to 2, since once again, the area is a farming area.  

 

No Question Answer 

1.1 Population covered 2,389 

1.2 Number of households covered 400 

1.3 Population under 1 years old 71 

1.4 Number of health staff and their specialty MD: 0 (FMD comes 2 days/week) 

Midwife: 1 

Nurse: 3 

Among them number of patronage nurse 

4 (Every day 3 nurses are visiting household while 

one stays at HH for the patients. They rotate the 

roles.) 

1.5 Numbers of FMD and FMN  Family medicine doctor (   ０  ) FMN (   １   ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

( ○ ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

(  ) others First Aid 

There was one lady came during the interview, and 

she complained HBP and Menstrual blood 

abnormalities. She was prescribed Paracetamol 

and took some rest in HH. 
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3 When this building was built? Do not know. The building was used to be a Jamoat 

office.  

4 Problem in infrastructure No water 

5 Availability of electricity No problem 

6.1 Availability of water Water is brought from the near house which has tap 

water. The staff goes to the house with container.  

6.2 Water source (  ) Well  (  ) Canal, river  (  ) Others 

7 Availability of Equipment for health check 

up and diagnose 

( ○ ) Height scale  ( ○ ) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 2021(number 

of registered)  

1 Cardiovascular 

diseases 

     11 

2 Diabetes      8 

3 Cancer      1 

4 Malnutrition (child)      1 

5 Anemia      19 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (         100        )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

(  ) Others 

3 Difficulties in conducting home visit 

especially in providing health advice 

It is difficult to walk in a long way. There is a village 

to take one hour by walking with 45 household. 

When the nurse goes to the village and covers for 

all the houses, it takes 4 houses. However, the 

nurses prefer to visit houses rather than waiting 
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for the patient at HH in terms of keeping motivation 

of their work.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  (  ) volunteers  (  ) Others 

Nobody 

2 Targets for health education ( ○ ) Schoolchildren  

There is a school in the area with 375 students. 

They visit the school for checking their health. They 

also provide Albendazole, and Vitamin A.  

  ( ○ ) Pregnant women 

Most of the delivery are conducted at facility. There 

are 1-5 home delivery per year.  

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law 

Since wives usually do not have mobile phone 

(they are prohibited by the family members), HH 

makes a phone call to mother-in-law if necessary. 

The reason of the call is inviting them for 

immunization. There are a few families who do not 

want the children to get vaccination. The staff 

explains about the side effects such as 

inflammation of the injection site, but the staff 

explains more about the merits of immunization.  

(  ) Others 

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

(  ○ ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 

(○ ) Others Prevention of anemia 

4 Difficulties in conducting health education 

especially in making them understand 

There are a lot of anemia among pregnant 

women. According to the head, although 

pregnant woman has to prepare food for 

family members, she cannot eat whatever 
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they want, because wife is the last person 

to have food among family members. They 

know they have to eat meat but meat has 

already been eaten by others. It is a custom 

here to eat wife is the last person, so that it 

is difficult to change it.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 3 ) of cases and ( 0 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

People get to wear masks, and hand washing. If 

there is a family member who has temperature, 

he/she is isolated in the family.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement ( ○  ) height  (  ○  ) weight 

( ○  ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

In 2020, MOH started obesity prevention 

program, and we also started activities for it since 

January 2021.The main activity is to improve the 

knowledge on nutrition among people. By the 

activity, some people started to go to fitness club 

located in the district center even though they live 

in the village. Most of them are women. A 

mentality that dislikes obesity is beginning to form 

among women.  

All HH staff were interested in the free application 

of mobile phone which shows number of steps, 

as an example to introduce people to increase 

awareness of excises. According to the staff, it is 

very good for the people to know there is such an 

application.   

8 MCH handbook utilization for health 

education of mother and child 

NA 
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Health House (HH) 
(Name: Mekhrobod) 
(District: Vakhdat) 

Date May 21, 2021 

Name of the person answers Ms. Sharipova (FMN) 

 

No Question Answer 

1.1 Population covered 3,385 

1.2 Number of households covered 457 

1.3 Population under 1 years old 100 

1.4 Number of health staff and their specialty MD: 0 (every Tue OBGY and FMD are coming) 

Midwife: 1 

Nurse: 2 (FMN) 

Among them number of patronage nurse 

3 

1.5 Numbers of FMD and FMN  Family medicine doctor (   0  ) FMN (  2    ) 

2 Contents of activity for health service 

provision to population 

( ○ ) Vaccination  ( ○ ) Antenatal care 

There are 43 registered as pregnant women at the 

time.  

( ○ ) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

( ○ ) others First aid 

3 When this building was built? 1990 

4 Problem in infrastructure No water 

5 Availability of electricity No problem 

6.1 Availability of water No water 

6.2 Water source (  ) Well  ( ○ ) Canal, river  (  ) Others 

7 Availability of Equipment for health check 

up and diagnose 

 

( ○ ) Height scale  ( ○ ) Weight scale 

( ○ ) BP Sphygmomanometer 

( ○ ) Measuring tape ( ○ ) Stethoscope 

(  ) Others 

Save the children provided furniture in 2018, as 

well as providing trainings on health awareness 

prevention. They also developed the community 

funding system on emergency transportation but it 
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is finished at the time of the project ended. Since 

then, there were no donors.  

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

 18 14 18 13 

2 Diabetes  5 4 4 3 

3 Cancer  1 1 2 2 

4 Malnutrition (child)  2 3 2 4 

5 Anemia  14 18 16 14 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (        150        )  

2 Contents of home visit ( ○ ) Listening of health complaints 

( ○ ) BP measuring 

( ○ ) Asking conditions of pregnant women and 

child 

( ○ ) Asking conditions of NCD patient 

(  ) Others 

3 Difficulties in conducting home visit 

especially in providing health advice 

Some pregnant women do not go for ANC.  

There is a village which has long walking distance. 

They have to spend whole morning time on the 

day of visit.  

The answer to the question, is there a quota in terms of numbers of visiting was yes. They 

have to visit at least 20 households per day, and they did not have any day to below that 

number. Even though they are tired, they have to do it because they are monitored by the 

boss in FMD in RHC. It is not allowed as well to decrease the number of visiting household. 

Staff here has a complain to keep visiting houses, but they cannot complain directly to the 

boss because they are afraid of losing their job.  

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  ( ○ ) volunteers 6 active 

women (  ) Others  

156 
 

2 Targets for health education ( ○ ) Schoolchildren   ( ○ ) Pregnant women 

( ○ ) Teenagers (women)   ( ○ ) Mothers 

( ○ ) Mother-in-law, husband 

(  ) Others  

3 Topics ( ○  ) Nutrition ( ○  ) Breast feeding ( ○  ) 

Obesity 

( ○  ) Hygiene ( ○  ) Prevention of infectious 

disease 

( ○ ) Diarrhea 

( ○ ) Others Family planning, birth space,   

4 Difficulties in conducting health education 

especially in making them understand 

Some pregnant women are not allowed to go to 

ANC by their husband.  

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

( 12 doubt cases ) of cases and ( 1 ) of death (old 

man)  

(A nurse wanted to tell me something, but the 

doctor who attended me stopped her to say. ) 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

People tended to stay at home even though they 

felt not good before, but now, they come to HH if 

they feel bad.  

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition 

4 例のみで大きな問題ではない。 

Measurement ( ○  ) height  ( ○   ) weight 

( ○  ) arm 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

No problem in people knowledge. After receiving 

blood laboratory test, people tend to aware that 

they have to care about nutrition, especially 

avoiding sweet food.  

8 MCH handbook utilization for health 

education of mother and child 

NA 
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Health House (HH) 
(Name: Chamanzor) 

(District: Hissor) 
Date May 17 

Name of the person answers Muhamadieva Anora, Head HH Chamanzor 

  

 

No Question Answer 

1.1 Population covered 2,928 

1.2 Number of households covered 400 

1.3 Population under 1 years old 96 

1.4 Number of health staff and their specialty MD: 0 (visit by gynecologist once a week) 

Midwife: 1 (head of HH) 

Nurse: 3 

Among them number of patronage nurse 

4, including midwife 

1.5 Numbers of FMD and FMN  Family medicine doctor ( 0 )  FMN ( 2 ) 

2 Contents of activity for health service 

provision to population 

(✔) Vaccination  (✔) Antenatal care 

(✔) Treatment given based on prescription 

(  ) Minor surgery (sutures, disinfection) 

(✔) others (patronage, which is the main task) 

3 When this building was built? In 2018, build by donations from community people 

4 Problem in infrastructure Many cracks on the wall 

5 Availability of electricity Yes, but they often have power cut 

6.1 Availability of water Yes, pipe water system was installed by a donation 

from local businessman 

6.2 Water source (  ) Well  (  ) Canal, river  (✔) Others 

7 Availability of Equipment for health check 

up and diagnose 

(✔) Height scale  (✔) Weight scale 

(✔) BP Sphygmomanometer 

(✔) Measuring tape (✔) Stethoscope 

(✔) Others (thermometer) 

 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 Present 
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1 Cardiovascular 

diseases 

     
10 

2 Diabetes      12 

3 Cancer      2 

4 Malnutrition (child)      0 

5 Anemia      1 

The head of HH said that she could not count annual data. She memorized the present 

number of patients. 

 

Home Visit 

No Question Answer 

1 Number of household/patronage nurse Average (100)   

2 Contents of home visit (✔) Listening of health complaints 

(✔) BP measuring (for pregnant women only) 

(✔) Asking conditions of pregnant women and child 

(✔) Asking conditions of NCD patient 

(✔) Others (notification of immunization schedule) 

3 Difficulties in conducting home visit 

especially in providing health advice 

Head of HH said that doing patronage per house in 

every 3 day was too much. Honestly speaking, she 

prefers not to do it because it makes her tired. She 

has been working as a patronage nurse for 40 

years. Walking around in the village made a lot of 

wrinkles on her face.  

However, she said that it was their main task and 

obligation, so they should to do it. And she is happy 

to have communications with local people. 

 

Health Education 

No Question Answer 

1 Supporters and partners when conducting 

health education 

(  ) school teachers  (  ) volunteers  (  ) Others 

They have no supporters 

2 Targets for health education (✔) Schoolchildren   (✔) Pregnant women 

(✔) Teenagers (women)   (✔) Mothers 

(✔) Mother-in-law 

(✔) Others (young fathers) 

3 Topics (✔) Nutrition (✔) Breast feeding (✔) Obesity 
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(✔) Hygiene (✔) Prevention of infectious disease 

(✔) Diarrhea 

(✔) Others 

4 Difficulties in conducting health education 

especially in making them understand 

Head of HH said that she didn’t feel difficulties 

because she has 40 years of career. People 

understand is she explained well. 

 

COVID -19 situation 

No Question Answer 

1 Situation of COVID-19 while it was 

epidemic 

(6 ) of cases and (1 ) of death 

 

2 Due to COVID-19, if any changes of 

people behavior on prevention of 

infectious diseases 

Last year local people wore face masks and used 

disinfectant even in the house. Patronage nurses 

wore face masks also. Now people go back to the 

normal life. 

 

NCDs prevention and nutrition activities 

No Question Answer 

1 (2 in 

previous) 

Method of checking child malnutrition Measurement (  ) height  (   ) weight (   ) arm 

They don’t use measurement. Judge from the 

appearance. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

People who got NCD do not change their lifestyle. 

They don’t listen to nurses’ advices. They think if 

they take medication, there is no problem. 

8 MCH handbook utilization for health 

education of mother and child 

No. (this is not one of the pilot districts) 
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Focus Group Discussion in Hissor 
 
Participants: 13 women who have children under 2 years old 
Date: May 17, 2021 
Place: Health House Chamanzor, Hissor District  
Purpose of FGD: To collect information about health seeking behavior of women who 

have infants, especially on reproductive health, child and family’s care 
 
About participants 
 Despite the request by the survey team to collect 8 persons, the head of HH collected 

13.  
 Age: Average was 27.9 years old. The youngest was 22, the oldest was 35. 
 Number of children: Average was 2.2. Minimum was 2, Maximum was 4. 
 Education: all of them completed 9 years of education. There is no high school in the 

village, so most of the local girls stop proceeding further education.  
 All of them live with their husbands’ side of family, their parents and brothers. In a 

household, there are 10-12 members live together. 
 All of them have gardens and cattle, so they don’t have to buy glossaries on daily basis. 

Some of family members work in Russia.  
 
Discussions by participants 
ANC 
 All of participants said that they took ANC every month at this HH. Every Friday a 

Gynecologist comes from DHC to this HH, so they use the opportunity. During the 
pregnancy, they go to Reproductive health center twice to take echo and laboratory 
service. It cost 300 TJS, in addition to 10 TJS for transportation  

 MCH cards are not used because it is not one of the pilot districts.  
 They know the importance of ANC because the head of HH, a midwife, talks a lot about 

ANC through patronage. 
 

Delivery 
 Most of them had deliveries at District Maternity Hospital. Home delivery is not allowed. 

If they have complications or need C-Section, they go to Dushanbe. They do not go to 
the District Maternity Hospital if they need C-Section because they believe that their 
tubes would be tied after the C-Section. This story was told by one of the participants 
as a real experience of their neighbor. All the other participants and Head of HH agreed 
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with it. 
 Normal delivery costs 1000-1500 TJS. If there are complications, it is more expensive, up 

to 3000 TJS, because of longer days of hospitalization. C-section costs 5000 TJS. 
 
PNC 
 All participants said that when they delivered the first child, they go back to parents’ 

home directly from the hospital and stayed there for 40 days after the delivery. So, they 
cannot come to the HH but they can talk with nurses over the phone. 

 If they do not want to have a next baby very soon, they can consult a head of HH about 
family planning. Health of HH refer them to the Reproductive Center and half of them 
had ring insertions.  

 
Lactation 
 All of participants said that they ever heard about Exclusive Breast Feeding (EBF). 

However, most of them explained that EBF meant keeping BF for 2 years. 
 There was one participant who actually completed EBF until 6 months.  
 They said that they prefer to give their babies breastmilk because it is free. Formula is 

very expensive for them. 
 10 out of 13 participants gave the colostrum to their babies. Hospital nurses explained 

them that the colostrum is useful to enhance babies’ immune system, so they followed 
their advices. 

 
Nutrition intake 
 Usually they eat bread and noodles, vegetables and fruits from their garden, such as 

potatoes, carrots, green leaves, beans, pumpkins and apples. 
 They have cows, hens, goats and sheep in the yard. They have eggs, milk and milk 

products on daily basis.  
 They eat meats once a week or once a month. They cannot afford to buy enough meats 

for their big family. 
 When they are pregnant, they eat as usual. In the early stage of pregnancy, they eat 

something sour, like apples from the garden. 
 When they are lactating, they also eat as usual. Their mothers-in-law prohibit them to 

eat tomatoes and cucumbers because they cause children’s diarrhea.  
 They cook for their family. Every day, they ask their mothers-in-law what they should 

cook. One of the participants said that when she wanted to make additional dish, like 
fried potatoes, she suggested it to her mother-in-law. Her mother-in-law declined her 
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suggestion so she could not cook them. She confessed that it made her sad. 
 They said that they do not go out to buy foods very often. Basically, they cook what they 

have.  
 
Health seeking behavior for their child 
 Their children receive vaccinations according to the schedule. Patronage nurses always 

remind them when they should bring their children to HH for vaccination. 
 When their children have fever/ diarrhea, they call the head of HH.  
 When they used to use canal water, they had a lot of diarrhea cases, even typhoid. Now 

they have piped clean water, so they have less cases of diarrhea. 
 
Patronage 
 All of participants agreed that they receive a patronage approximately in every 3 day. 
 After the vaccination, most of participants said that they receive phone calls from nurses 

to check conditions of children. 
 All of participants said that they are happy to meet nurses through patronage. Some of 

them pointed out that always they welcome the head of HH because she was someone 
like a second mother to them. 

 
NCDs 
 2 of their mothers-in-law suffer from diabetes. 5 of their fathers /mothers-in-law are 

hypertensive. 3 of participants are hypertensive, 1 have a kidney problem. They go to 
the District Hospital periodically. 

 Participants who have diabetic mothers-in-law regards that the cause of diabetes was 
obesity. One of the mothers-in-law weighs more than 100kg, she likes sweets and never 
watches what her eats. 

 Some participants who have hypertensive parents-in-law said that hypertension was 
caused by stress. After facilitator asked about salt intake, one of participants said that 
her hypertensive mother-in-law usually sprinkled salt on apples. The mother-in-law said 
that she could take salt as much as she wanted because she took an antihypertensive 
drug. 

 None of the participants’ family members suffer from cancer, cardiovascular diseases.  
 

Influence by other family members 
 All participants said that if they want to do something, they must ask for permission 

from their mothers-in-law. For example, today they asked their-mothers-in-law if they 
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could go out to join a meeting at HH. When they want to take ANC, they also ask for 
permission from their mothers-in-law. All participants agreed that it was their culture. 
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Profile of participants 

No. Name Age 
Number of 

children 
Youngest child’s 

age (months) 
Living with  

parents in-law 
1 Saidova M 22 2 7 Yes 
2 Churaeva Z 23 2 7 Yes 
3 Nasridinova N 23 2 17 Yes 
4 Umashova D 25 2 21 Yes 
5 Tursoashova Sh 26 2 6 Yes 
6 Nuralieva G 28 3 11 Yes 
7 Jonmirzoeva P 28 2 12 Yes 
8 Norova Sh 29 2 20 Yes 
9 Olimova Z 29 2 12 Yes 
10 Burhanova M 30 2 5 Yes 
11 Muminova N 31 3 9 Yes 
12 Yuldasheva Z 34 4 7 Yes 
13 Toshburieva H 35 2 17 Yes 

Average 27.9 2.3 11.6 - 

Focus Group Discussion (FGD) 

  
Participants of FGD Place of FGD, Health House Chamanzor 

 
House of one of the FGD participants 

  
Appearance of the house. household members are 
12, including parents in-law and brother in-law’s 
family. 

Her kitchen. She uses both of propane gas and 
electricity for cooking. 
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Health House (HH) 
Ismoil Somoni, Jomi 

Date May 4 

Name of the person answers Pirova (head) 

  

Population covers. 1,364 (194 HH, children under 1: 48, children under 5: 205) 

No Question Answer 

1 Number of health staff and their specialty 3 (regular staff are 2 nurses, and 1 FMD comes 

once a week due she live near this HH.) 

2 Contents of activity for health service 

provision to population 

First aid, work under FMD, follow up NCD patient, 

vaccination,  

3 When this building was built? 1960’s 

4 Problem in infrastructure Under renovation 

5 Availability of electricity Most of time available 

6 Availability of water In front of the building, there is a small river. From 

the river 

7 Availability of Equipment for health check 

up and diagnose 

Height weight BP, Refregilator, stabilizer, woman 

examination bed 

 

How is/was the COVID-19 situation in your area? 

No cases due to strict quarantine  

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

Number of patient under monitoring of the HH 

In 2021, 13 of cardiovascular, and 9 diabetes patients are under monitoring. 

No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

    1 

2 Diabetes 1 3 1 4 7 

3 Cancer 0 0 0 0 2 

4 Malnutrition (child)      

5 Anemia      

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

NA 

2 Asking about situation of medical checkup 

for child malnutirion 

NA 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Everyone listens health staff very well 

4 Availability of supporters for health 

promotion activities at community level 

3 Volunteers of USAID project (women) 

5 situation and possibility of health 

education for children at school 

In school, usually they talk about health issues 

before class starts from 5 to 10 minutes. (COVID, 

higine, wash hand, bring drinking water and not to 

drink river water) 

6 existence of health education by media Don’t know 

7 existence of application for smartphone 

related health promotion 

Don’t know 

8 MCH handbook utilization for health 

education of mother and child 

NA 

Vaccination (child ) is 100% here.  

For NCD patient, nurses talk about diet when they go for home visit, but they do not listen to 

them. All the patient are women (because men are working in Russia).  

Major topic for population education is breast feeding and nutrition.  
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Health House (HH) 
Mirzoobod Village, Kalinin Jamoat, Jomi 

Date May 4 

Name of the person answers 
Alieva Mijgona (Acting head - head was on annual 

leave), HH Mirzoobod 

  

Population covers. 4,904, 584 households 

No Question Answer 

1 Number of health staff and their specialty 1 Gynecologist (on leave and irregular), 6 nurses, 

1 cleaner 

2 Contents of activity for health service 

provision to population 

Vaccination, Home visit, ANC  

3 When this building was built? 1953 

4 Problem in infrastructure Building is deteriorated. When maintenance works 

such as paintings and small repairs are needed, 

they were done by local people’ donation.  

5 Availability of electricity Available but limited during winter season 

6 Availability of water Brought from the nearest canal 

7 Availability of Equipment for health check 

up and diagnose 

Height weight BP, refrigerator, woman examination 

bed, sphygmomanometer, thermometer  

 

How is/was the COVID-19 situation in your area? 

There were 119 suspected cases. Positive case was not found. 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People began to develop habits of handwashing after repeated house visits.  

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 

They don’t know because they have no data. 

 

Number of patients of NCDs and nutrition-related diseases (if there is data) 

They send their data to DHC on every 25th. They asked us to collect data from DHC. 
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Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

They don’t cover it at this HH. If they find any 

symptom through house visit, they refer the patient 

to DHS. 

2 Asking about situation of medical checkup 

for child malnutrition 

They check wasting by weight-for-height. 

 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

They explain about healthy lifestyle when house 

visit. Sometimes they distribute brochures on 

important health issues such as COVID, when DHC 

shared some of them. 

4 Availability of supporters for health 

promotion activities at community level 

There was one local businessman who donated 

masks to HH. 

5 situation and possibility of health 

education for children at school 

There is a school besides of this HH. They often 

visit it and provide short lectures on health issues. 

Also, they distribute antiparasitic to students 

periodically. 

6 existence of health education by media They don’t do it. 

7 existence of application for smartphone 

related health promotion 

They don’t do it. 

8 MCH handbook utilization for health 

education of mother and child 

They use it. 

On May 4, they visited 41 households, with 402 family members. They talked with 78 persons 

about COVID-19. 
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Health House (HH) Gulreds 
Khuroson District 

Date May 7 

Name of the person answers Ms. Ismonova 

  

Catchment population 1,870, Catchment household 380 

No Question Answer 

1 Number of health staff and their specialty 3 Nurses 

2 Contents of activity for health service 

provision to population 

Registration of pregnant women 

Vaccination 

Giving injection (treatment) 

Patronage (all 3 nurses go home visits, and head 

of HH is in charge of 150 HH) 

3 When this building was built? 2016 by community 

Each house paid 100TJS for the construction 

4 Problem in infrastructure No enough furniture 

Toilet was constructed by UNICEF 

5 Availability of electricity In summer OK, In winter some hours only 

6 Availability of water No water. 

Water is given by neighborhood house which has a 

well 

7 Availability of Equipment for health check 

up and diagnose 

BP, weight scale, height scale, stethoscope, 

measuring tape (refrigerator)  

 

How is/was the COVID-19 situation in your area? 

7 cases and 1 death (over 60 y.o.) during epidemic 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People tend to wash hand more, wearing masks, and do not hand shake, (but nobody 

wear masks.) 
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

No Disease 2016 2017 2018 2019 2020 2021 

1 Cardiovascular 

diseases 

No data available 5 

2 Diabetes 6 

3 Cancer 0 

4 Malnutrition (child) Never had malnutrition case before 0 

5 Anemia No data available 3 

 

HH Gulrez 
No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 

diseases 

16 18 23 27 25 

2 Diabetes 11 19 22 26 35 

3 Cancer 3 3 0 3 0 

4 Malnutrition (child) 2 2 3 2 1 

5 Anemia 10 16 20 30 42 

 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical checkup 

for early detection of NCDs 

Refer to district hospital when patient complains 

related NCDs 

2 Asking about situation of medical checkup 

for child malnutirion 

Measuring arms at vaccination 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

Not enough, for example, women stop to go to 

school at 8 or 9 grades (about 15 years old) 

because parents do not want for girls to go school 

anymore. They are not well educated to be mother.  

4 Availability of supporters for health 

promotion activities at community level 

Volunteer (everyday some volunteer come to HH to 

clean). There were 2 school teachers as voluntter 

at the time of USAID project, but after project ends, 

they do not work for health anymore.  

5 situation and possibility of health 

education for children at school 

They go to school and tell children about hygiene, 

COVID-19, and teenager’s health (mostly for girls 
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teaching about menstruation. 

6 existence of health education by media NA 

7 existence of application for smartphone 

related health promotion 

NA 

8 MCH handbook utilization for health 

education of mother and child 

Yes, to all pregnant women they provide. 
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Health House (HH) 
Navruz Village, Navbahor Jamoat, Kushoniyon 

Date May 6 

Name of the person answers Khasanov Murod, Head HH Navruz  

  

Population covers: 1,126, 175 households 

No Question Answer 

1 Number of health staff and their 

specialty 

2 Nurses  

2 Contents of activity for health 

service provision to population 

Patronage, vaccination, consultation, check 

of blood pressure, treatment of diarrhea, 

ANC/PNC 

3 When this building was built? 2014 

4 Problem in infrastructure Too cold during winter because of 

underfloor storage space.   

5 Availability of electricity Available but limited during winter season 

6 Availability of water Brought from the canal in front of the HH 

7 Availability of Equipment for health 

check up and diagnose 

Stethoscope and thermometer. There are 

no height weight BP, refrigerator, 

sphygmomanometer 

 

How is/was the COVID-19 situation in your area? 

There were 2 suspected cases. Positive case was not found. 

 

Due to COVID-19, is there any changes of people behavior on prevention of infectious 

disease? 

People began to develop habits of avoiding congestion.  

 

Besides COVID-19, What is your impression towards the trend of NCDs? Increase? If 

increase, particularly what kind of disease is increasing? 

Diabetes seems increasing. Even children are diabetic. They don’t know reasons but they 

guess it is caused by climate change, poverty.  
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Number of patients of NCDs and nutrition-related diseases (if there is data) 

The head of HH said that he memorized every data related to HH and told us number of 

patients in the table below without seeing any records. 
No Disease 2016 2017 2018 2019 2020 

1 Cardiovascular 
diseases 

    7 

2 Diabetes     5 

3 Cancer    1 2 

4 Malnutrition (child)    3 2 

5 Anemia     18 

 

Questions on NCDs prevention and nutrition activities 

No Question Answer 

1 Asking about situation of medical 

checkup for early detection of NCDs 

When they find someone might having symptoms, 

they ask about his/her body conditions. 

2 Asking about situation of medical 

checkup for child malnutrition 

They use MUAC when they find underweight 

children. 

3 From your point of view, what is the 

knowledge and attitude of the people 

towards prevention of NCDs? 

There are a lot of people who do not have education. 

They cannot understand about anemia.  

4 Availability of supporters for health 

promotion activities at community level 

A local benefactor established this HH with his 

contribution. 

5 situation and possibility of health 

education for children at school 

There is no school in this catchment area. But they 

have to go to the nearest school for vaccination and 

extermination of parasite because children living in 

their catchment area study there. 

6 existence of health education by media They don’t do it. 

7 existence of application for smartphone 

related health promotion 

They don’t do it. 

8 MCH handbook utilization for health 

education of mother and child 

They use it. 

Patronage: every day they visit 10-25 households. They talk about prevention of infectious 

disease. After the pandemic of COVID-19, local people because to appreciate them. 
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Development Partners 
 

World Bank (WB) 
 

Date May 14 2021 May 18 （Financial） 

Name of the person answers Mutriba Latypova (Health specialist) 

Mr. Andugaffor (Financial specialist) 

Mr. Farukh (Financial specialist) 

  

1. Names of projects WB implementing 

Health Service Improvement Project 

Early Childhood Development Project 

 

World Bank is a funding source. They transfer budget to ministry of finance, and the fund 

goes to ministry of health. Implementor is MOH. 

 

They also fund source of BBP (Basic Benefit Package, or Program of State Guarantees), 

which is implemented nation-wide, and PBF (Performance based Financing) which is 

implemented in only target districts. 

 

BBP apply for PHC service and emergency service. Patient can receive medical service free 

of charge if the service is listed. (For example, if the pregnant woman is registered to PHC 

before 12 weeks, the woman can receive all the tests during the pregnant period. ) But it 

should be noted that the laboratory of district hospitals have been to outsourcing, the patient 

has to pay 50% of the fee.)  

 

PBF if one of the components of HSIP, and it is conducted at 10 districts since 2015. It is 

payment system to pay to the health facility based on performance. For instance, if the nurse 

complete all the immunization to one child, she can get 60 TJS as PBF. The same payment 

is conducted to the health facility as well, and the facility can use the money for renovation 

of the facility.  

 

As for now, there are 10 indicators such as immunization, and 2 indicators in NCDs such as 

treatment of HBP.  

New round of PBF has been started February 2021, after stopping September 2019. 

Currently, it is implemented in 16 districts.  
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Also, there are indicators for home visit in PBF system. Nurse can register household that 

she is in charge, and she can get 2TJS per household per year if she visits the house at least 

twice a year.  

Monitoring of implementation of indicators are judged by checklist. The nurses also receive 

training on how to check in the list by PC.  

 

Second component is strengthening of FMD.  

WB is designing and implementation of 2-year training course of FMD, as well as 11-months 

training for FMD.  

As lessens and learnt, WB understands that one of the skills of lacking among FMD is 

management skill. Therefore, WB supports to improve the capacity of management skills of 

FMD such as performance analysis of the staff.  

Furthermore, WB supports to improve working environment of FMD, since many FMDs are 

going out of the country and working in the different country such as Russia. Especially, WB 

is supporting to improve infrastructure such as water, equipment (doctor’s bag), and solar 

panels for electricity.  

 
2．Challenges of HBP 

 Management skills of fund is lack at PHC level. Fund which was not used is back to the 

government. WB invited the international consultant from Armenia, who was the person 

fixed the system to Armenia, as a trainer.  

 Digitalization is very slow in Tajikistan. Some PHCs does not know the number of 

household they cover yet. This comes from taking notes by each nurse by paper base. 

In one of the districts in Sogd, there is a pilot to make digitalize all the system at PHC 

level.  

 
3．Health budget (in May 18)  

Mr. Andugaffor, and Mr. Farukh, (specialist for finace) 

 

Since 2016, budgeting system for health is Per Capita Financing. From 2016 to 2019, this 

system covers 88 cities and districts, which is almost all in Tajikistan.  

In 2020, “Implementation of normative per capita financing” was established and based on 

this, the following health budget per capita was decided.  

In urban area:  67 TJS/ person 

In rural area:  54 TJS/ person 
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The health budget is provided to local hukmat first, then provided to DHC annually.  

After providing the health budget to DHC, DHC decides the budget to each RHC, including 

HH belongs to RHC, based on the covering population of RHC.  

However, it should be noted that 95% of the budget spend for salary, and only 5% can use 

for activities.  

 
その他、オフレコの情報（保健省に読まれる記録には残さない） 

 新しい大臣、副大臣の中に、だれも PHC に興味がある人がいない。PHC や家庭医の重

要性を説くために、最初のステップからやり直す必要がある。 

 保健省に PHC にどのような支援が必要かについて、明確に答えられる人がいない。

PHC の包括的なアセスメント（人材、インフラ、技術レベル等）を実施したいが、調

査項目すら挙げることができない。 

GIZ など、PHC 強化にシフトしたドナーが増えるのは心強いが、保健省の興味のない分野

なので、Soft Diplomacy を考えていかなければいけない。 
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World Health Organization (WHO), GIZ Joint meeting 
Date May 11 

Name of the person answers WHO: Parvina Makhmudova 

GIZ: Natascha Bohlmann 

UNICEF: Anthony Asije 

 

Observers 

USAID: Gulnora Boboeva 

ADB: Firuza Dodomizoeva 

AKDN: Hadi Husani 
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1. WHO 

Support PHC 5-years plan 

MCH referral system improvement in 28 District 

Equipment provision with UNICEF 

Strengthening of family medicine 

Community approach 

NCD control 

 

2 GIZ  

Nutrition: Complementary feeding 

Clean way of food preparation 

Community nutrition volunteer 

E-learning for PHC manager 

(Activities in nutrition will be finished at Dec 2023.) 

Disabilities 

(Target district: Bokhtar city, Panji, Norak) 

 

MCH project extend to Dec. 2023, activities are referral system improvement, medical 

equipment provision 

 

3. WB 

E-patient registration system 

 

4. USAID 

Nutrition resource centers 

 

5. ADB 

Their main focus is secondary level, and not conducting many activities at PHC level. 

 

WHO suggested to make this meeting to regular PHC-TWG meeting with MOH and family 

medicine center. Pariticpants agreed on the idea and will start the PHC-TWG to have 

biweekly.  

 

3. SUN 

UNICEF-GIZ-USAID collaborate to the secretariat of SUN 
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ADB 
 

Date May 12 

Name of the person answers Cebel, Isfandior 

Position Manila, Project Implementation Unit in Dushanbe 

  

 Asking output3 (community mobilization) 

 

1. Results of KAP survey 

Conducted in Nov 2020 by UNICEF and consultants 

At the stage of finalization, will share after approval from MOH. 

 

Contents of KAP survey 

 MCH service 

(ex. Of questions: what are the main barriers for seeking care) 

 Health facility and staff 

 Outreach to community 

 

2. Assessment of capacity of HLC 

At the stage of waiting for approval from MOH. 

Based on the assessment, they are going to plan of activities for capacity building 

 

3. Activities implemented so far 

 TOT for republican centers of HLC, ReproHC, FMC 

 Contents: Behaviour change communication, Referral system from PHC facility, status 

of pregnancy, care during pregnancy and nutrition 

 By international trainer (from India) and national trainer (national trainer belongs to State 

Medical University Ibn Shina) 

 After that, they will provide TOT training at district level in the target districts 

 

4. Important points to work at community level 

 Community involvement, but not only pregnant women but also monther-in-law and 

father-in-law 

 Receiving ANC 

 Receiving immunization 

 Nutrition especially 1,000 days from birth is important 
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UNICEF (Nutrition & WASH) 
 

Date Apr 29, 2021 

Name of the person answers Ammar Orakzai (WASH) 

Malohat Shabanova (Nutrition) 

  

WASH 

Health facilities which have access to drinking water is only 24%. In rural are, access to water 

is very limited. Basic water sully has been improved to 81%, but quality is not detected.  

Challenge: there are 3,200 PHC facilities and 80% have limited or no access to WASH 

services.  

 

(KMK sources) 

In urban and semi-urban areas only 68% of systems are in working conditions. (25% 

dysfunctional.) 

In rural, functionality is less than 40%. 

 

Medical waste management at primary and secondary level facilities left to its individual 

management. (No standard) 

 

No monitoring system and water policy requires improvement.  

Government budget for water is only 0.2%. Most of the budget comes from donors. Budget 

for operation and maintenance is very limited. 

 

In Jamoat level, it has limited source of water, and not connected to pipes (VK). Also, it is not 

easy to dig a well. Therefore, they are using surface water, which is not proper regulated. 

Many organizations (at community level) are in place but coordination is poor. 

 

Standard, guidelines are out of date.  

 

Recently, donor organization started to project. 

EU: developing hand washing facilities to 1,500 PHC 

 

In school, 79% of schools across the country (= means 21% or 815 schools or 427,875 

children have no access to safe water) have access to a functioning water supply system. 

47% of schools have access to improved sanitation and only 26% have water and soap 
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available in designated handwashing areas near toilets.  

 

Overall issues on WASH in Tajikistan 

 Provision of drinking water and sanitation services is characterized by institutional gaps, 

overlapping authorities, and financial sustainability issues. 

 Unavailability of WASH data 

 Outdated standards 

 

Nutrition 

 

 Overall nutrition status 

Deaths by malnutrition preventable by Universal salt iodization, flour fortification, 

micronutrient supplementation, and management of severe acute malnutrition.  

According to DHS 2017, anemia increased while stunting and wasting decreased. (More than 

8% of children are underweight, 6% of children are wasted, and 1.8% of these are severely 

wasted. Which means around 60,000 children facing risk of death.) 

 

 Treatment of malnutrition (Severe malnutrition) 
・F70, F100 package milk specialized 

・Antibiotics 

・Vitamin A 

・Deworming tablet 

・Ready-to-use food 

 

 Causes of malnutrition 

Behavior is the main reason. Food is available but not accessible. There are some 

households which are shortage of food. 

 

 What we can do at community level 

To household, which is lack of knowledge, we can provide complemental food, and promote 

breast feeding. (One of the reason for giving up breast feeding is, in summer, temperature of 

breast milk is high, and mother thinks she wants to give baby something cold instead of warm 

milk. Then mother starts to give water.) 

 

For health worker, it is necessary to have communication skill to people, especially needs to 

have convince skills. At the moment, they have limit of skills for counseling. 
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 What is UNICEF doing 

UNICEF supports MOH “100-days communication” (5-year program). It is composed by 

maternal and child nutrition. Also, they are trying to change the behavior of mother-in-law.  

Necessary to work together with community for health workers.  

 

 Multisectoral approach 

Needs multisectoral approach for nutrition, WASH and social protection. 

For example, it is important to teach parents how to use cash properly for them to use money 

for nutrition. (Purchasing behavior)  

Needs more cooperation with the areas of agricultural, financial, and economy.  

 

 SUN 

Tajikistan participated in SUN in 2013, and its concept is engaging people to 1000 days. In 

February 2021, country approved “Multi-sectoral action plan for nutrition”.  

 

 Issues 

1. No nutrition discipline  

There is no nutritionist in Tajikistan as a profession. Nutrition training provided only from 

Developing partners. Health workers do not have knowledge on holistic nutrition.  

 

2. No nutrition surveillance in country 

There was surveillance on micronutrition in 2003 but since then, there was not surveillance. 

Lack of studies on nutrition in Tajikistan.  

 
 Questions after the meeting with UNICEF (nutrition and WASH) 

 

Question 1 

If you could tell me the name of the districts you implement activities of WASH as well as nutrition, 

so that it will help me if we collaborate or prevent duplication. 

Answer 

Under nutrition, there is no targeted districts, all nutrition interventions (Vitamin A supplementation, 

Universal Salt Iodization, Treatment of Acute Malnutrition) are implemented nationwide. Integrated 

Maternal and Health Care projects funded by IsDB and ADB are implemented Fayozobod, Shohin, Rasht, 

Danghara, Norak, Khovaling, Baljuvon districts.  

List of districts under WASH interventations: 
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Nos.  Region District    

1 

Areas of Republican Subordination 

Tajikabad 

2 Nurobod 

3 Sangvor 

4 Lakhsh 

5 Vahdat 

6 Hissar 

7 Rudaki 

8 Tursunzoda 

9 Shakhrinav 

10 Rogun 

11 Varzob 

12 

Gorno-Badakhshan Autonomous 
Region (GBAO) 

Darvoz 

13 Vanch 

14 Ishkoshim 

15 Murgob 

16 Roshtkala 

17 Shugnon 

18 Khorog 

19 

Sughd 

Panchakent  

20 Konibodom 

21 Isfara 

22 Istaravshan 

23 Mountain Mastchoh 

24 Mastchoh 

25 Asht 

26 Aini 

27 Zafarobod 

28 Spitamen 

29 Ch. Rasulov 

30 Istiklol 

31 B. Gafurov 

32 Devashtich 

33 

Khatlon 

Bokhtar city  

34 A. Jomi 

35 Vose 

36 Temurmalik 

37 Hovaling 
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38 Vakhsh 

39 Shakhritus 

40 Kushonyon 

41 Jaihun 

42 Pyanj 

43 Levacant 

44 Kulyab 

45 Kulyab city 
 

Question 2 

Are you thinking about using MCH handbook as one of the communication tools from health workers to 

mothers? 

Answer 

Since 2014, UNICEF has been supporting the MoHSP to introduce a MCH handbook within 

the health system to educate mothers, fathers, and families on care practices and record 

maternal and child health status in the thousand critical days from conception through the first 

two years of life. The handbook includes essential information for mothers and families on 

childcare and development and strengthens a link between families and primary health through 

creating demand and improving quality health care services. The objectives of MCH handbook 

introduction are many-folds: It aims to integrate early child development concept in the current 

health service delivery system; standardize service and communication across service 

providers; demand links among different health service providers / specialists and thereby 

promoting the ‘family medicine’ practices; stimulate dialogues between health workers and 

parents and between father and mother; and change parenting behaviours at household level. 

For the sake of proper introduction of the MCH Handbook and its optimal use by mother and 

caregivers, a technical guide for PHC workers on use of the MCH Handbook was also 

developed. UNICEF further supported testing of the content and operational feasibility of the 

MCH handbook in five selected districts representing all regions of the country. Following the 

MoHSP approval of the handbook and operational modality, in 2017, UNICEF supported 

Republican Family Medicine Centre to introduce MCH handbook through PHC and maternity 

hospitals in 12 districts. At the same time, a baseline assessment using Lot Quality Assurance 

Sampling (LQAS) methodology (and considering each rural health centre catchment area as 

supervision area) was also supported in those districts. The assessment identified family 

practices requiring further attention to address local-level equity gaps (i.e., gaps in pregnancy 

care, hygiene practices, IYCF, and timely vaccination1 as well as low-performing areas within 

 
1 The low rate of timely vaccination coverage was partly because less than half the families possessed 

home-based records such as immunization cards without which timeliness could not be validated. 
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the districts). UNICEF also supported the Family Medicine Centre to set up a monitoring and 

evaluation framework (incl. selection of a few key process indicators, development of reporting 

mechanism/template). 

 UNICEF is using MCH handbook in the Integrated Mother and Health Care projects in Fayozobod, 

Shohin, Rasht, Danghara, Norak, Khovaling, Baljuvon districts.  

In addition to that to assess the impact of the MCH handbook, UNICEF jointly with MoHSPP and ADB  is 

conducting a Randomized Control Trial in Fayozobod, Shohin and Rasht districts.   

Question 3  

Who or what department is the key person when you discuss nutrition issues in MOHSPP? 

Answer 

Mr. Sherali Rahmatulloev, advisor on MCH in MoHSPP. 

Question 4 

What republican center is the key counterpart when you implement nutrition activities in MOHSPP 

centers? 

Answer 

Republican Family Medicine center and Pediatric Research Center 

Question 5 

In the slide among 10 most effective & impact interventions which you showed us, 

What works most (or what work well) in Tajikistan? 

Answer 

The 10 Priority behaviors shown on slide are paired with the 5 moments for change so that children get 

the best care and supportive environment when they need it most. The 10 priority behaviors are linked to 

each and should be implemented a comprehensive approach to change behaviors.  
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USAID 
 

Date May 11 

Name of the person answers Malika Makhkambaeva (Health in charge USAID 

county office) 

  

1. 3 main directions 

HIV 

TB 

MCH in Nutrition 

(additional directions; disability and COVID response) 

 

2. Healthy mother, healthy baby 

Conducted 12 districts of Khatlon Oblast excluding Bokhtar city, Norak, Panji. (Food 

production is not available in the 3 places due to this project is related to agricultural point of 

view.) 

 

Components 

1) Nutrition at hospital maternity and child department 

2) Support MOH in capacity building in SUN 

3) Social behavior change  

 

Period: 2020-2025 

Budget: 17 million USD 

 

Volunteer  

Since MOH does not have maintain health volunteer, USAID works with HLC (Healthy 

lifestyle center).  

HLC has around 10 staff at district level. However, it is not sufficient to cover entire district.  

 

Future plan 

 Social behavior change through TV program 

 HLC training for oblast and national level 
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3. Working with WFP 

(USAID finishes this program this year and she heard that Japan will take over the program.) 

Since June 2017 until this year 

Target district: Kulob, Dusti, Shartuz, Valhi, Aini 

 

Activities 

Provision of therapeutic food 

Online monitoring system to monitor malnutrition (data on height, weight, etc. input directly 

to tablet and the data is sent to Institute of Pediatricity  

4. Working with UNICEF 

Quality improvement on Universal salt iodization (operated from Washinton DC) 

 

5. Other small projects 

 Physical rehabilitation 

 Training for physio-therapist 

 Training for orthopedic surgeons 

 Basic assistance device such as wheelchairs, hearing aids 

 Development curriculum on Physio-theopoetic area at national medical university 

 

6. COVID response 

Lab test improvement 

Improve awareness on COVID and promotion of vaccination 

 

7. Regional project 

Elimination of TB from central Asia 

 

8. Possibility of collaboration 

 Support of HLC: There are so many things to improve HLC. If the other partner work, 

USAID is ready for collaboration 

 If Target district is duplicated: Shall collaborate after coodinatiion 

 If target district is different: will Provide USAID developed materials 
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European Union (EU) 
 

Date May 12, 2021 

Name of the person answeConrs Leila Emerson 

  

EU strategy 

Based on Multi-year implementation plan  

 

EU responsibility of Health Development Program 

Only funding and monitoring & evaluation 

 

Relation between previous project (District health information system) 

Until district level (DHC and CDH) and will expand to PHC level 

Remaining issues: 1) website update is doubtful (medstat.tj) 2) never integrated to health 

management 

 

Conditions of EU to support MOH 

 Macro economic stability 

 Public finance management 

 Budget transparency 

 Sector policy 

 

There are indicators to assess the above conditions, EU firstly agreed on the conditions with 

MOH, then payment is implemented according to achievement of indicators. 

 

EU refused to pay from 2016-18 because MOH did not follow the above compliance.  

 

EU has been assisting PHC past 10 years.  

 

Donors approach are different from each other in data collection system, therefore, she 

stressed that it is necessary to integrate each system into DHIS. 

 

She also stressed that when assisting PHC level, it should be comprehensive, not focusing 

on specific area. 
⇒FMD has an important role in PHC improvement. 
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⇒World bank is developing system as package of FMD. 

 

She stressed that needs integration between health and education area in child health. 

She is thinking about FMD should go outreach, not waiting at the health facility, and widely 

conduct activities in occupational areas such as factory rather than community.  

She also mentioned about low status and salary of FMD. 

 

Education course of FMD was supported by SDC but it was finished already. EU and WB 

took over the support.  

 

In order to FMD to remain at community, it is necessary to give them incentives. 

MOH should strengthen their leadership in health system. 

 

Next strategy of EU will be focus on PHC. 
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World Food Programme (WFP) 
 

Date June 7, 2021 

Name of the person answers Shamsiya MIRALIBEKOVA   

Position in‐charge of nutrition, WFP 

 For the improvement of nutrition from the viewpoint of food security, WFP implements 
2 activities, namely 1．School Feeding Programme、2．The Prevention and Treatment 

of Moderate Acute Malnutrition (MAM) Project. 

 

1.  School Feeding Programme 

 This programme is to provide school meals at the targeted 52 districts in Khatlon and 

Sughd Region GBAO and DRS where food security is not sufficient. It also aims to assist 

capacity building of Tajik government in operation and management of school meals. It 

is planned that involvement of WFP will be reduced gradually. Operation and 

management of school meals aims to be fully transferred to Tajik government by the 

year of 2027.  

 During the closure of school due to COVID-19 in 2020, food materials (fortified flour, 

vegetable oil and chick-pea) for school lunch were distributed to the household of school 

children. After the re-open of schools, hot and nutritious school meals were provided to 

the 1st to 4the grades of primary school students at approximately 2000 schools in the 

target districts. Times for school meals are utilized as educational opportunities of 

nutrition intake and hygiene for students. 

2.  The Prevention and Treatment of MAM Project 

 The project provides therapeutic food to PHC facilities for the treatment of Moderate 
Acute Malnutrition (MAM) of under 5 children. It targeted 4 districts (Balkhi、Shahritus、

Kulob、Dusti）  in Khatlon and Ayni district in Soghd. In 2020, more than 9000 

malnourished children had treatment at about 250 PHC facilities. Screening of 

malnourished children is conducted through house visits and immunization at PHC 

facilities.  

 In 2020, “Social behavior change communication plan on the prevention of malnutrition 

in Tajikistan”, to promote behavior change of community people for nutrition 

improvement, was finalized. The plan specified methods of diffusion of knowledge to 

community people by health promoters about food hygiene, reduction of usage of 

cocking oil and preservation of vegetables.  
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Aga Khan Development Network (AKDN) 
 

Date June 10, 2021 

Name of the person answers Guldarbogh Sadonshoeva 

Position Manager of Community Based Health Program 

  

Prior to the interview, we emailed AKDN to ask an overview of the project. The following is 

the answer to the mail. 
Project title Integrated Health and Habitat Improvement Project 

Period of the project From (month) (year) to (month) (year) 

Target districts of the 

project 

In Rasht Valley total seven districts. AKHS covers six districts of 

Rasht Valley: Rasht, Tojikobod, Sangvor, Nurobod, Rogun and 

Lakhsh districts, except Fayzobod.   

Components of the 

project 

IHHI II is funded by the Swiss Agency for Development and 

Cooperation (SDC) and the AKDN, and implemented by the 

AKDN – the Aga Khan Foundation (AKF) as lead and 

representative, Mountain Societies Development Support 

Programme (MSDSP), Aga Khan Health Services (AKHS), and 

Aga Khan Agency for Habitat (AKAH).  

The project focus will be fostering active engagement of 

communities and local authorities in participatory development 

planning informed by Integrated Watershed Management 

(IWSM), enhancing access to and quality of health, drinking 

water and sanitation services, and improving Natural Resource 

Management (NRM) and Disaster Risk Reduction (DRR). The 

project will also promote community behaviour that is healthier, 

safer, and more environmentally-sustainable.  

The target area covers the districts of Fayzobod (health 

components is not presented in this district), Rogun, Nurobod, 

Rasht, Tojikobod, Lakhsh, and Sangvor of Rasht Valley (Districts 

of Republican Subordination).  

The intended impact of the project is People benefit from basic 

public services in a peaceful and equitable society allowing them 

to improve their quality of life. To achieve this, the project will 

deliver the following outcomes: 1) Communities, including 
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women and youth, participate actively as stakeholders/actors in 

local development; 2) The population has access to and uses 

vital public services; and 3) People in the target area adopt 

healthier, more environmentally-sustainable, and disaster-safer 

behaviours 

Outcome one will be achieved by developing Integrated Village 

Development Plans (IVDPs) and Watershed Management Plans 

(WMPs) at sub-watershed level to address the development 

priorities of communities – plans will be owned and implemented 

by communities and local authorities, who will receive training to 

develop the plans. 

Outcome two will be achieved by constructing, 
rehabilitating, and conducting minor renovation of primary 
healthcare centres; provision of basic medical equipment to 
primary health care facilities; training health professionals 
including Family Medicine (FM) doctors, nurses and other 
health workers; establishment of a Clinical Excellence 
Centre for Continuing Medical Education (CME) via eHealth; 
establishment of safe and clean drinking water supply systems 

to provide villages access to safe and clean drinking water, 

construction of public flush toilets each catering to a strategic 

district centre, incentivising communities to construct private 

ecosan or flush latrines, and incentivizing them to improve their 

existing sanitation facilities using non-project resources; 

implementation of resilient NRM projects and sub-projects 

demonstrating soil bioengineering techniques; supporting youth 

and women-oriented income generating and livelihood 

development activities; and supporting marginalised members of 

communities through capacity building programs for integration 

into government activities related to risk reduction, including 

establishing emergency communication systems, safe 

havens/emergency shelters, and community emergency 

stockpiles..   

Outcome three will be achieved by delivering needs-based 

trainings on watershed management, soil bio-engineering, and 
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resilient NRM; implementing communications activities to 
promote healthier, more sanitary, and more 
environmentally-sustainable behaviours; organizing 

exchange visits to learn and replicate best practices in resilient 

NRM; establishing and capacitating community/government 

response teams; and building the capacity of government and 

communities to enhance the long-term sustainability of habitat 

interventions. 

Main activities of the 

project 

All the mentioned above components very close link to each 
other and implementation is in integrated manner. 

AKHS is mainly focus on health component and the main 

activities are: constructing, rehabilitating, and conducting minor 

renovation of primary healthcare centres; provision of basic 

medical equipment to primary health care facilities; training 

health professionals including Family Medicine (FM) doctors, 

nurses and other health workers; establishment of a Clinical 

Excellence Centre for Continuing Medical Education (CME) via 

eHealth; CME on MoHSP approved protocols on Non – 

communicable diseases; 

At community level AKHS established network of Community 
Health Promoters (CHPs) and implementing MoHSP approve 
Guidelines on partnership with Communities on health issues. 
AKHS at this level is responsible jointly with Healthy Life Style 
center to increase awareness of communities on prevention 
of the NCDs and previously were focused on prevention of 
water -borne diseases. 

Interview 

1. Clinical Excellence Center

 The center was established in GBAO first, then expanded to Muminobad, Khatlon, and

Rasht district.

 Clinical Excellence Center has the following roles. The Center is a tool for continue

medical education for health staff at district level as well as PHC level

 AKDN asked to have at least one room for the space for the center, and provided e-

health equipment. E-health is mainly to connect with PGMI (Post Graduation Medical 
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Institute) to receive the sessions for continuous education program for health staff. The 

topic is chosen based on doctors and nurses’ needs. 

 The Center also has the following roles as well.

1) Mini library

The Center also has a library with books and medical magazines. The library is for self

study for health staff.

2) Nursing competency

The Center clarifies nursing competency such as checking BP for nurses to have

appropriate simple nursing techniques.

3) Internet

The Center has internet access for the health staff to search latest health knowledge

and techniques. Also, the Center equips PC and printers for health staff to develop

presentation materials.

2. Water supply

 It is mainly implemented by Aga Khan Agency for Habitat (AKAH). What they did was to

collect water from water source to village center, and they placed pipes from village

center to each water place.

3. Community Health Promoter (CHP)

 CHP is a volunteer. Since it is a volunteer, you should be careful to choose the person.

Selection criteria is very important to choose right and enthusiastic person. The person

should be recommended by local hukumat, religious leader, and PHC staff. 

 AKDN pays accommodation and food for them. In addition, AKDN give a gift to CHP 

once a year. Gift is sometimes a money (20 USD) or goods the CHP requested (such as

shoes).

 AKDN developed health education brochures which convey very simple messages to

community people about importance of breastfeeding, immunization, WASH, prevention

of NCDs, necessity of exercises, harmful effects of smoking etc. AKDN provides

trainings for CHPs to understand those simple messages so that CHPs can easily

understand and provide them to people with brochures. In each topic, they have 1 or 2

days training (package). During the training, there is also discussion session between

participants.

 CHPs understand that they are bridges between health facility and community people.
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At the time of home visit by health staff, the CHP goes together with the staff (nurse). 

While nurse checks health status, the CHP provides health education. CHPs are big 

help of nurses who are busy with daily work at PHC facility in doing immunization, 

antenatal care, documentation and so forth. CHPs can support health staff as they 

conduct health education activities.  

 AKDN developed more than 1600 CHPs so far. One CHP is responsible to cover 50

households.

4. Working with Healthy Lifestyle Center (HLC)

 When HLC was established, it was very weak. The staff frequently changed. Still HLC

at district level is weak.

 Since MOH is strongly promoting that educational activities should be carried out

through HLC, there is no choice but to cooperate with HLC to avoid friction with the

Ministry.

 There is a new guideline in terms of health activities at community level, all the donors

must follow the guideline.

5. School health and nutrition

 As for nutrition, there is a stunting initiative and AKDN is implementing the project in

Muminobad by GIZ funding. Target is 30 villages in the district. Child is identified if she/he

has malnutrition, and is categorized into severe, or moderate if malnutrition case.

 There are many cases of stunting in GBAO. AKDN is implementing the activities such

as cooking demonstration and providing additional supplementation (such as F75 and

F100). They will be the implementor of GIZ project which is conducted in Khatlon Oblast.

6. Important main steps to support PHC 

 The salary of health staff, especially PHC level, is very low in Tajikistan. Therefore,

donors should focus on improving their working conditions to support them. There are 3

steps which donors should be noticed.

1) Infrastructure improvement (by renovation or reconstruction)

2) Providing training to refresh their knowledge

3) Providing basic equipment

 Everything should be in line with MOH standard.
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