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ABSTRACT

The WHO Primary Care Evaluation Tool (PCET) aims to provide a structured approach to evaluation of
service delivery, providing policy-makers and health care managers with evidence for improving reforms.
It focuses on health systems functions, such as governance, financing and resource-generation,and the
characteristics of a good primary care service delivery system, which include accessibility,comprehen
siveness, coordination and continuity. The methodology assesses whether primary health care service
delivery is supported by an adequate legal and normative framework, financing mechanisms, human
resource strategies, supply of appropriate facilities, equipment and drugs, and effective leadership. This
report provides an overview of findings from the use of PCET in Tajikistan, offering a structured overview
of the strengths and weaknesses of the country’s organization and provision of primary health care ser-
vices — including the voices of the professionals and patients concerned — to interested policy-makers
and stakeholders.
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FOREWORD

Primary health care (PHC) embodies the values and principles that WHO pursues in its world-
wide effort to help countries strengthen their health systems to make them more equitable,
inclusive and fair. WHO renewed its commitment to global health improvement, especially for
the most disadvantaged populations, in the world health report of 2008, which urges coun-
tries to strengthen PHC as the most efficient, fair and cost—effective way to organize a health
system. The title of that report underscored the urgency of its message: Primary health care
— now more than ever.

The WHO European Region has a particularly strong legacy (starting with the Declaration of
Alma-Ata in 1978) in developing health strategies that are based on scientifically sound and
socially acceptable interventions that promote solidarity, equity and active involvement of
various sectors and civil society. Health in the 53 WHO European Region Member States has
improved considerably, despite significant changes in the patterns and trends of disease oc-
currence, demographic profiles and exposure to major risks and hazards in a rapidly evolving
socioeconomic environment. The Region has also seen trends towards more integrated models
of care and greater diversity in the financing and organization of health systems. Govern-
ments are continuing to rethink their roles and responsibilities in population health and the
organization and delivery of health care, and the new WHO European health policy framework
— Health 2020 — is an example of such reflection. It reiterates that PHC stands out as one ofthe
pre-eminent instruments for integrating public health into the wider health sector and is the
means for supporting people-centred health systems.

This report evaluates PHC developments in Tajikistan, using a methodology that characterizes
a good PHC system as one that is comprehensive, accessible and coordinated and which en-
sures continuity. Tajikistan introduced impressive reforms towards developing health services
based on a PHC approach during the last decade. In the context of the national health strategy
for 2010-2020, progress in this direction includes formulation of national policies (such as the
basic benefit package), modernization of clinical practice, development of family medicine
practice and prioritization of training for practitioners.

The findings of this report confirm that the right direction has been taken, but opportunities for
improving family medicine by further developing clinical competencies, scaling-up standardiza-
tion of practice, strengthening the coordination of care and developing and institutionalizing

accountability arrangements at oblast and district levels remain.

We at the WHO Regional Office for Europe hope that thisreport will further inform PHC reform
in Tajikistan, which will bring health care closer to people’s needs and expectations.

Dr Hans Kluge

Director, Division of Health Systems and Public Health
WHO Regional Office for Europe

- Evaluation of the structure and provision of primary care in Tajikistan



EXEGUTIVE SUMMARY

The WHO Primary Care Evaluation Tool (PCET)
aims to support policy-makers, ministry of
health officials, front-line health managers,
practitioners and other stakeholders in moni-
toring the progress of primary health care-
related policies and reforms and providing
evidence for strengthening primary health
care (PHC).

Methods

The PCET recognizes that the performance of
a health system is determined by the way its
functions —governance/stewardship, resource
generation, financing and service provision
— are organized. It assesses the role of those
four health system functions in PHC services
and analyses key characteristics resulting
from their interaction in terms of accessibility,
continuity of care, coordination of care and
comprehensiveness. Indicators (or proxies) are
included for each function and characteristic.

The tool gathers information from different lev-
els and demand and supply sides to evaluate
the complexity of PHC systems. It consists of
three questionnaires, addressing the status,
structure and context of PHC at national level,
PHC physicians’ situation and views and pa-
tients’ experiences. An additional question-
naire for PHC nurses was developed for Tajiki-
stan. The questionnaires for PHC physicians,
PHC nurses and patients are prestructured,
with precoded answers. The national question-
naire contains prestructured and open-ended
questions, with room for statistical data.

The survey approach relies on respondents’
self-reported behaviour and experiences. Re-
ported involvement of physicians and nurses
in certain health services does not imply a
measure of quality. The results are therefore
estimations of the actual situation.

Evaluation of the structure and provision of primary care in Tajikistan _

The tool was implemented in several stages in
Tajikistan nationwide between 2010 and 2012.
Data were processed and analysed in autumn
2012. The findings were validated with policy-
makers, officials, stakeholders and national
experts in April and November 2013, and this
report was completed in September2014.

Key findings

Health outcomes in Tajikistan

At present, Tajikistan faces a double burden
of communicable and noncommunicable
diseases. Similar to trends across the WHO
European Region, leading causes of death
are related to noncommunicable diseases,
which account for more than half of mortality
nationally. These health trends, following the
post-independence civil war, have contributed
to the impoverishment of the population and
deterioration in health services, leading to the
re-emergence of many previously eradicated
diseases.

Maternal and child health outcomes are im-
proving, but maternal mortality and infant
and under-b mortality rates remain above the
averages for the Region.

An increasing burden of noncommunicable
diseases is reported in Tajikistan, with car-
diovascular disease, cancers and respiratory
diseases being the leading causes of death.The
estimated incidence of tuberculosis in 2011
was among the highest in the Region: Tajiki-
stan is not only among the 18 high-priority
countries for tuberculosis in the Region, but
is also among the 27 high-burden multidrug-
resistant tuberculosis countries globally. As
immunization coverage has deteriorated,
epidemic outbreaks of vaccine-preventable
diseases, such as typhoid fever and diphtheria,
have occurred.
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Governance/stewardship

Policy for PHC and family medicine has been
developing since 1998. The launch of a poverty-
reduction strategy and a paper on the concep-
tion of health sector reform in 2002 provided
further impetus for the development of PHC.
Specific stimulation was achieved through the
development of the national programme on
family medicine for 2011-2015 and its related
plan. A recent report from the programme
states that 10 outpatient facilities and 73 fam-
ily medicine units are currently operational in
the country, with 546 family medicine special-
ists and 655 family health nurses working at
primary care level(1). Despite several strategic
policy documents and regulation favouring
primary care, the pace of progress towards
family medicine is nevertheless slow.

Financing

Despite a slight increase, the proportion of
gross domestic product spent on publicly pro-
vided health care remains very low compared
to other countries in the Region(2). Efforts
have been made to redistribute funds from the
health care budget towards primary care, but
goals have not yet fully been achieved, prob-
ably as a result of underfunding of the health
system and ineffective budget allocation. The
largest part of total health expenditure is pri-
vate: out-of-pocket payments accounted for
almost two thirds of total expenditure in 2012,
mainly for pharmaceutical drugs(3). Access
to health services continues to be limited(2).

Human resources for health and medi-
cal education

Physician density in Tajikistan is relatively
low. Official data report 15 973 active physi-
cians in 2012, which equates to 205 physi-
cians per 100 000 population. Only 11.5% are
working in primary care, either as retrained
family doctors(FDs) or district physicians/
therapists (DPs). Numbers of FDs and nurses
are increasing following the introduction of
retraining programmes and a postgraduate
programme in 2009, albeit at modest pace. The
imbalance between rural and urban coverage
and the high migration of skilled health staff

to neighbouring countries are also human
resource issues of concern.

Patient rights and access to health
services

Patient rights are set out in the Law on Public
Health Protection, with several other laws hav-
ing indirect implications for patient protection.
The 2002 health reform programme addressed
patient information and involvement in service
planning and delivery. To date, no formal orga-
nization or association for defending patient
rights or informing the public about health care
issues exists. Patient complaint procedures
are in place and health facilities are obliged to
provide a complaints box for patients to sub-
mit comments, which are then addressed by
committees or at higher administrative level,
including the Ministry of Health.

Quality management

The State Surveillance Service for Medical
Activities has been responsible for regulating
the quality of medical care since 2008, when
the Ministry of Health adopted a methodology
for developing clinical practice guidelines that
includes involvement of key stakeholders. The
methodology is based on the internationally
accepted Appraisal of Guidelines for Research
and Evaluation (AGREE) instrument. The Cen-
tre for Evidence-based Medicine has been
established at the Tajik State Medical Uni-
versity, but despite this, quality assurance is
weakly developed and has not been integrated
into the daily practice of health care workers.

Service provision: survey results
for FDs, DPs, patients and nurses
in PHC

Response to the survey

Responses where received from 255 FDs, 225
DPs, 299 PHC nurses and 5255 patients who
visited a FD or DP.

Accessibility of care
Copayments present barriers to accessing
care and were widely reported by patients,

Evaluation of the structure and provision of primary care in Tajikistan



mostly related to drugs prescribed by FDs
or DPs but also to pay for a visit to a medical
specialist (after referral) or even to the FD or
DP. Copayments were cited as a reason to
abstain from or delay a visit to a doctor by a
quarter of patients.

Most patients live within 20 minutes’ travel
of their FD or DP; more than 40 minutes is
exceptional. Most FDs, DPs and nurses work
within 5 kilometres of a district hospital. Pa-
tients can generally see their FD, DP or nurse
the same day. Only a minority of FDs, DPs
and nurses offer weekly opening hours in the
evening, but patients are generally satisfied
with opening hours.

Access by wheelchair is not easily achievable
in most practices visited by patients. Although
FDs have fewer patients than DPs (1853 ver-
sus 1966), the number is still well above the
national standard of 1200 in rural areas and
1500 in urban. Staff shortages were reported
by almost half of FDs and DPs.

Patients have many contacts per year with
PHC workers, visiting FDs/DPs nine times
and being seen at home 10 times; the respec-
tive figures for seeing nurses are 11 and 16.
Most patients believe they have no freedom
of choice of doctor: they are assigned to their
FD or DP.

Coordination of care

FDs and DPs usually work with several other
physicians in the same premises; working solo
in a primary care facility is rare for doctors.
Many nurses work in so-called health houses
without physician support. Health houses are
structural units of rural health centres with a
staff complement of one family nurse and one
midwife per 750 population. They provide
treatments prescribed by doctors and under
medical guidance and supervision.

In contrast to DPs, FDs usually work with
nurses and have undertaken specialist training
in family medicine. Most FDs and DPs regularly
meet with other medical and nursing staff,

Executive summary

but FDs do so more often. Most FDs (84.5%)
and DPs (90.4%) regularly ask for advice from
medical specialists. FDs and DPs’ referral rates
seem low, but variation within both groups is
considerable. FDs have more frequent connec-
tions with community representatives.

Continuity of care

Patients’ clinical records are well kept by doc-
tors and nurses in primary care, but are paper-
based as a rule, as computers are not avail-
able. FDs and DPs frequently provide referral
letters to narrow specialists when patients are
referred, but reporting back from specialists
is weak. Patients are generally satisfied with
their FD or DP but are critical about medical
equipment and doctors’ responsiveness to
personal problems and worries.

Comprehensiveness of care

FDs clearly have access to better equipment
than DPs and nurses. Marked differences
in the equipment available to FDs and DPs
are seen regionally. Availability of laboratory
services and X-ray facilities is poor: one third
of FDs and DPs have no or insufficient ac-
cess to microbiological laboratory services
and one quarter no or insufficient access to
X-ray. Observed interregional differences
are wide.

FDs and DPs have a limited scope of practice,
with a narrow range of curative services of-
fered. Their role in first contact with patients’
health problems is modest, as is their involve-
ment in the treatment of diseases, although
FDs are involved to a greater extent than DPs.
Provision of medical procedures and preven-
tive services is outside the scope of practice
of FDs and DPs, so their involvement is ex-
tremely low.

FDs and DPs are nevertheless very active
in some domains, such as mother and child
health care, reproductive health and some
screening initiatives. Nurses are also active
in mother and child health care and reproduc-
tive health. Most FDs and DPs are involved in
tuberculosis health services through provid-

Evaluation of the structure and provision of primary care in Tajikistan
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ing information, monitoring at-risk groups or
providing treatment. Involvement in these
tasks is more limited for nurses.

Quality assurance

Many more FDs than DPs have clinical guide-
lines available and use them frequently: few
nurses have guidelines. Complaints boxes
and procedures for dealing with complaints
are much more common in FD practices. Only
half of patients know about a complaints box
in the practice of their FD or DP. FDs and DPs

spend many hours in professional reading,
amounting to the equivalent of a full working
week per month.

PCET selected indicators

Table ES1 provides an overview of findings
by a set of indicators from the surveys among
FDs, DPs, nurses and patients, summarizing
results of the PCET project in Tajikistan.

Table ES1. Selected indicators from the PCET project in Tajikistan

Department in Ministry of Health specifically dealing with PHC
) . ) FDs: 82%
FDs, DPs and nurses reporting a box and procedure for patient complaints DPs: 53%
in the practice N : 68"/0
Stewardship/ UISes: be 7o
gyoyernarce Patients reporting that a complaints box and procedure are available in the o
. . 50%
practice of their FD/DP
o FD/DP: 62%
FDs/DPs and nurses working in rural areas (surveys) Nurses: 78%
Patients reporting copayments for a visit to FD/DP 27%
e Patients reporting copayments for drugs prescribed by FD/DP 55%
Patients reporting delays or abstention from visiting a doctor because costs 259
could not be paid ?
Proportion of active physicians working in PHC 11.5%
FDs: 1 853
Average practice population per FD, DP and nurse (surveys) DPs: 1 966
Nurses: 1 429
PHC staff having completed a postgraduate specialist or retraining course Physicians: 30%
in family medicine Nurses: 32%
FDs: 45
Average age of PHC providers (in years) DPs: 48
Nurses: 40
) . . FDs: 36
Resource Reported time spent on professional reading (hours per month) DPs 39
generation Nurses: 14
Medical universities with a specialization in family medicine 2 (out of 3)
Number of professors of family medicine 1
. . . . ) FDs: 19
Medical equipment available to FDs/DPs (from a list of 30 items) DPs 14
Medical equipment available to nurses (from a list of 20 items) 11
Patients agreeing that practice equipment is sufficient 56%
. ) . e FDs: 26%
FDs/DPs reporting no or insufficient access to laboratory facilities DPs: 48%

m Evaluation of the structure and provision of primary care in Tajikistan
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. . . s FDs: 20%

FDs/DPs reporting no or insufficient access to X-ray facilities DPs 28%

Not using a computer FDs:90%

g P DPs: 82%

. . . , FDs: 2%

Using the computer for keeping patients’ records DPs: 4%

Proportion of patients living within 20 minutes’ travel of FD/DP practice 65%

FDs: 10

Average number of patient consultations per day DPs: 12

Nurses: 8

FDs: 24

Average number of home visits per week DPs: 22

Nurses: 33

FDs: 36

Average working hours per week DPs: 36

Nurses: 38

Average length of patient consultations (in minutes; patients’ survey) FDs/DPs: 20

Service Number of visits with FD/DP reported by visiting patients per year 8.9

Delivery Number of home visits by FD/DP reported by visiting patients per year 10

Access to Number of visits with nurse reported by visiting patients per year 114
services

Number of home visits by nurse reported by visiting patients per year 16.5

FDs: 31%

Offering evening opening at least once per week DPs: 49%

Nurses: 21%

Patients satisfied with current opening hours 92%

Patients reporting same-day consultations possible if requested 93%

Patients disagreeing that the waiting room is convenient 9%

Patients disagreeing that practice is accessible to people with disabilities 63%

or using wheelchairs °

FD/DP indicative referral rate to secondary-level specialists (as a proportion FDs: 5.5%

of all office and home care visits) DPs: 4.2%

FDs/DPs sharing premises with other FD/DP(s), PHC workers or medical FDs: 98%

specialists DPs: 90%

. . ) FDs: 90%

FDs/DPs reporting regular meetings with PHC nurses DPs 72%

. 0,

Service FDs/DPs reporting regular meetings with pharmacists ]g];s S 127202
Delivery

Nurses reporting regular meetings with FD/DP 60%

Coordination ——

. . S: o

FDs/DPs reporting always using referral letters DPs 82%

FDs/DPs reporting always receiving information from medical specialist FDs: 36%

after treatment has finished DPs: 30%

Patients agreeing that their FD/DP always informs medical specialist in 81%

case of referral ’

SOETICE ‘ . A FDs: 92%

Delivery FDs/DPs and nurses reporting that they keep full medical records routinely DPs: 90%

Nurses: 81%

Continuity Patients reporting that they have been with this FD/DP for at least one year 87%

Evaluation of the structure and provision of primary care in Tajikistan _
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FDs/DPs’ and nurses’ role in first-contact care (with 18 selected health g];z ggg
problems) (range of scores 1-4) Nurses: 2.63
FDs/DPs’ involvement in treatment of diseases (selection of 19 diseases) FDs: 2.53
(range of scores 1-4) DPs: 2.25
FDs/DPs’ involvement in the provision of 16 medical-technical and preven- FDs: 1.47
tive procedures (range of scores 1-4) DPs: 1.38
FDs/DPs’ coverage of public health activities (based on eight items; maxi- FDs: 70%
mum is 100%) DPs: 63%
Service . . ) FDs: 28%
Delivery FDs and DPs performing cervical cancer screening DPs: 24%
Comprehen- FDs: 89%
siveness FDs, DPs and nurses providing family planning/contraception services DPs: 86%
Nurses: 87%
FDs: 91%
FDs, DPs and nurses providing routine antenatal care DPs: 85%
Nurses: 91%
FDs: 45%
FDs, DPs and nurses performing tuberculosis screening/early diagnosis DPs: 41%
Nurses: 49%
FDs: 91%
FDs, DPs and nurses performing tuberculosis follow-up care DPs: 78%
Nurses: 47%
Nationally available number of clinical guidelines developed with inputs 430
from FDs -
Service ) . ) . FDs: 42%
Delivery FDs/DPs having regular meetings with local authorities DPs- 83%
= - 0,
Quality FDs/DPs reporting that they use clinical guidelines frequently FDS: 660/0
assurance DPs: 44%
L L . . . FDs: 48%
FDs/DPs reporting investigations of patient satisfaction DPs: 33%
Policy recommendations Coordinated action should be undertaken to

expand the role of FDs in line with the family

Key policy recommendations are reported medicine model.
below. e Survey results show that differences be-
tween the service profiles of FDs and DPs

Health policy aiming to strengthen primary are small; retrained FDs are expected to
care should be pursued vigorously. assume more comprehensive roles.
e The current lack of resources for primary
care poses a serious obstacle to the ongo- Shortage of staff in PHC, particularly FDs and
ing development of the primary care pro- nurses in rural areas, should be addressed,

gramme. Further efforts should be made to starting with a human resource plan.
allocate resources to achieve the targeted e (Official reports and the survey results point
40% of the health budget for PHC'in Tursun- to the serious problem of staff shortages.
zadeh, Spitamen and other pilot rayons. Quick solutions may not bepossible, but a
human resource plan can map the problem
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and enable decision-makers to distribute
scarce resources fairly.

The problem of unmet health needs in the

population should be investigated and action

taken to improve access to services, especially
in rural areas, and consequently promote re-
sponsiveness.

e Focus should be placed on the effects of
widespread copayments on the demand
for health care. A limited curative service
profile among FDs and DPs, limited diag-
nostic possibilities in PHC and low referral
rates to secondary care are indicative of
underdemand and unmet needs.

The basic benefit package should be further

revised and harmonized in relation to current

copayment schemes to explore inequities,
especially for identified population groups and
geographic areas.

e Attention should be paid to possible ineq-
uities arsing as a consequence of decen-
tralization. Growing regional autonomy
may result in differences in health care
service funding between districts and re-
gions, which may have implications for
(geographic) inequities.

Nurses in primary care should be more in-

volved in patient care and less in administra-

tion. This may alleviate the problem of physi-
cian shortages.

e Nurses can have greater involvement in
clinical work than is currently the case in
areas such as the management and follow
up of patients with noncommunicable dis-
eases, providing information and promoting
patient empowerment: these are important
domains for nurses. Administration can be
organized more efficiently and may largely
be delegated to other staff.

Sufficient equipment should be available in
primary care. FDs and DPs should have full
access to laboratory and X-ray facilities to en-
able them to function effectively as providers
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of first-contact care, delivering efficient triage

and undertaking gatekeeping roles.

e Patients are critical about the availability
and quality of practice equipment. Means
of transportation and primary care premises
and facilities also need to be considered,
particularly accessibility for people who use
wheelchairs and other mobility devices.
Many physicians report having insufficient
or no access to diagnostic laboratory and
X-ray facilities.

Computer use in PHC settings to, for instance,

maintain patients’ medical records, exchange

information with other health care workers and
facilitate distance learning should be further
developed.

e While financial resources to introduce com-
puters on a wider scale are currently lack-
ing, opportunities in relation to manage-
ment and clinical information and teaching
and education should be explored.

Joint action is needed at medical universi-

ties and in continuing medical education to

expand the competencies of FDs and primary
care nurses.

e Lack of competencies and skills among
physicians and nurses are an obstacle to
further expanding the scope of services at
PHC level and consequently to the realiza-
tion of reform aims. New approaches in
education and teaching should be explored,
including distance learning.
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1. EVGALUATING PRIMARY HEALTH
CARE: BAGKGROUND AND

APPLICATION

1.1 The theoretical framework
of the WHO Primary Care
Evaluation Tool

1.1.1 Why evaluate primary health
care?

Careful monitoring is necessary in any reform
process, but is especially required for large-
scale fundamental change such as implement-
ing health care reform in eastern European
countries in economic and political transition.
Strengthening primary health care (PHC)ser-
vices is a priority in many countries of the
WHO European Region, but the approach
varies greatly from west to east. In western
Europe, PHC is expected to address issues
such as rising health care costs and changing
demands resulting from demographic and epi-
demiological trends. In the central and eastern
part of the Region, however, countries once
part of, or closely allied to, the former Soviet
Union are struggling to improve significantly
the performance and cost—effectiveness of
their entire health systems. These countries
are now developing PHC (which used to func-
tion poorly if it existed at all) to improve health
system efficiency and bring responsive health
services closer to populations. Health care
reforms in many of these countries have been
part of profound, comprehensive changes in
essential societal functions and values (1).

Performance evaluations and measurements
play an increasing role in health care reforms.
Stakeholders need information to decide how
best to steer health system towards better out-
comes (2). In the past, reforms were not always
based on evidence, and changes were often
driven by political arguments or professional
interests rather than sound assessments. That
situation is changing. Health care stakeholders

are increasingly holding decision-makers to
account for their choices, demanding evidence
from them on issues such as the progress of
reforms.

In addition, demographic and epidemiological
changes require that health systems adapt to
new population demands. Effective adaptation
requires that systems evaluate health services’
responsiveness from the patient perspective.
Such evaluations can provide information on
services’ accessibility and convenience, health
workers’ treatment of patients, delivery of
communications that may affect patients’
behaviour and well-being, and health care
management at PHC level and beyond.

Health system evaluations and performance
assessments, however, should be contextu-
alized appropriately before they are used to
inform policy-making and regulation. Not only
do governments use such material directly,
but in exercising their stewardship role they
should also generate an appropriate flow of
information, make it available to other health
system stakeholders and ensure that relevant
analytical capacity is in place (3).

System evaluations and performance assess-
ments should be based on a proper framework.
Deriving indicators from an accepted frame-
work helps ensure that indicators are relevant
and cover key topics sufficiently. The follow-
ing sections describe the framework used to
develop the WHO Primary Care Evaluation
Tool (PCET).

1.1.2 PHC evaluation and the health
systems framework

A health system can be defined as a structured
set of resources, actors and institutions related
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to the financing, regulation and provision of
health actions to a given population. A health
action is any activity whose primary intent is to
improve or maintain health. The overall objec-
tive of a health system is to optimize the health
status of an entire population throughout the
life course, including a focus on premature
mortality and disability (3).

Health systems aim to achieve three funda-

mental objectives (1,4):

e improved health (including better health
status and reduced health inequality);

e enhanced responsiveness to the expec-
tations of the population, encompass-
ingrespect for the individual (including
dignity, confidentiality and autonomy) and
client orientation (including prompt atten-
tion, access to services, basic amenities
and choice of provider); and

e guaranteed financial fairness (including
fairness in household contributions to na-
tional health expenditure and protection
from financial risks resulting from health
care).

1. Evaluating primary health care: Background and application

A health system’s performance is reflected in
how successfully it attains these goals, but as
health conditions and systems vary among
countries, country context must be addressed
when comparing health system performance.
Measurement of performance should therefore
cover goal attainment and available resources
and processes.

The WHO health system performance frame-
work (Fig. 1) indicates that the performance of
a system is determined by the way in which
four key functions are organized (4):

e stewardship

e resource generation

e financing

e service provision.

Although the international literature presents
other approaches to performance measure-
ment (5-8), they employ similar insights or
related concepts. The four functions can be
applied to the whole health system of a country
or to PHC only, with specific subcharacteristics
for PHC service provision.

Fig. 1. WHO health system functions and objectives

Source: Murray & Frenk (4).

Functions the health care system performs

Stewardship

[
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1.1.3 What does each health system
function encompass?

1.1.3.1 Stewardship

Stewardship is an overriding function, over-
seeing all basic health system functions but
more broadly than regulation. It affects health
system outcomes directly and indirectly (1).
Stewardship encompasses the tasks of defin-
ing the vision and direction of health policy,
exerting influence through regulation and ad-
vocacy, and collecting and using information. It
has three main aspects: setting, implementing
and monitoring the rules for the health system;
assuring a level playing field for purchasers,
providers and patients; and defining strategic
directions for the health system as a whole.

Stewardship can also be subdivided into the
subfunctions of system design, performance
assessment, priority-setting, regulation, inter-
sectoral advocacy and consumer protection
(4). In short, stewardship involves governing,
disseminating information about, coordinating
and regulating the health system at various
levels.

1.1.3.2 Resource generation

Every level of a health system requires a bal-
anced range of resources to function properly.
They also need to be further developed to sus-
tain health services over time and across levels
and geographic areas. The required resources
include facilities, equipment, consumable
supplies, human resources, knowledge and
information.

It is especially crucial that the quantity and
quality of human resources adequately match-
es the demand for services across levels of
health care and are equitably distributed
throughout the country. Health providers’
skills and knowledge need to be up to date
and compatible with developments in tech-
nology and evidence-based medicine. Policy
development on human and physical resource
planning falls under the stewardship func-
tion, as do regulatory frameworks for assuring
high-quality service provision and consumer
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protection, but actual workforce volume, distri-
bution and professional development (includ-
ing training, continuing medical education
(CME) and research) are usually measured as
part of resource generation.

1.1.3.3 Financing

In general, financing deals with the mobiliza-
tion, accumulation and allocation of funds to
cover the health needs of the people, individu-
ally and collectively, in the health system (9).
The financing function in health systems is de-
fined by Murray & Frenk (4) as “the process by
which revenues are collected from primary and
secondary sources, accumulated in fund pools
and allocated to provider activities”. Three
subfunctions can be distinguished: revenue
collection, fund-pooling and purchasing. Rev-
enue collection means the mobilization of funds
from primary (such as households and firms)
and secondary (such as governments and donor
agencies) sources. Funds can be mobilized
through a number of mechanisms that vary
with context, such as out-of-pocket payments,
voluntary insurance rated by income, voluntary
insurance rated by risk, compulsory insurance,
general taxes, earmarked taxes, donations from
nongovernmental organizations (NGOs) and
donor agency transfers. Fund-pooling uses
various forms of health insurance to share and
reduce health risks. Purchasing is the alloca-
tion of funds to cover health providers’ costs
(forstaffing, durable goods and operations, for
example), whether institutional or individual,
for specific interventions (4). The way these
subfunctions are organized and executed af-
fects the accessibility of health services.

1.1.3.4 Service delivery

Service provision involves the mix of inputs
needed to deliver health interventions within
a specific organizational setting (4). It includes
preventive, curative and rehabilitative services
delivered to individual patients and larger
populations (through, for instance, health
education and promotion) in public or private
institutions. Providing services is what the
health system does: it is not what the health
system is.
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1.1.4 The Primary Care Evaluation
Framework

PHC characteristics vary from country to
country, and different definitions of what con-
stitutes PHC exist, but a comprehensive or
well-developed PHC system should have the
following characteristics (10):

Primary (health) care is that level of a health
system that provides entry into the system
for all new needs and problems, provides
person-focused (not disease-oriented) care
over time, provides care for all but very
uncommon or unusual conditions, and
coordinates or integrates care provided
elsewhere or by others.

The Primary Care Evaluation Framework (Fig.
2), from which the PCET has been developed,
encompasses the four health care system func-
tions (as described above) combined with the
four key characteristics of primary (health)
care services that are part of service delivery.

1.1.5 What do the four key
characteristics of a good PHC system
involve?

1.1.5.1 Access to services
In general, access to health services can be
defined as the ease with which health care is
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obtained (6). Alternatively, it can be seen as
“the patient’s ability to receive care where
and when it is needed” (12). Various physical,
psychological, sociocultural, informational and
financial barriers restrict accessibility. For in-
stance, the Primary Care Evaluation Scheme
addresses geographic obstacles (distance to,
and distribution of, general practices), ob-
stacles in the organization of PHC practices
(office hours, distance consultations, waiting
times) and financial obstacles (cost-sharing,
out-of-pocket payments).

1.1.5.2 Continuity of services

Health care interventions should be geared
to patient needs over an extended period and
cover subsequent episodes of care and treat-
ment. A general definition of service continuity
is “follow-up from one visit to the next” (13).
WHO provides a more comprehensive defini-
tion that takes into account the potential in-
volvement of several health care providers(12),
describing continuity as:

... the ability of relevant services to offer
interventions that are either coherent over
the short term both within and among
teams (cross-sectional continuity), or are
an uninterrupted series of visits over the
long term (longitudinal continuity).

Fig. 2. Primary Care Evaluation Framework

Stewardship

Delivery of primary care services

Resource
generation

Financing &
incentives

Source: WHO Regional Office for Europe (11).
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Several levels of continuity have been distin-
guished (14). First, informational continuity
signifies an organized body of medical and
social history about a patient that is acces-
sible to any health care professional caring
for him or her. Second, longitudinal continuity
points to an accessible, familiar environment
in which a patient customarily receives health
care from a provider or team of providers.
Third, interpersonal continuity is an ongoing
personal relationship between patient and
provider, characterized by personal trust and
respect (14). Reid et al. also add management
continuity, which is the provision of timely,
complementary services as part of a shared
management plan (15). The Primary Care
Evaluation Scheme includes informational,
longitudinal and interpersonal continuity of
care.

1.1.5.3 Coordination of delivery

PHC is the most common entry point to health
care and often provides a gatekeeping function
to other levels of care, so coordination of ser-
vices at PHC level is a key determinant of the
responsiveness of health service provision and
the health system as a whole. The potential
for problems in coordination are particularly
evident at the interfaces between primary
and secondary care and between curative
care and public health services in the field of
health promotion (16). A general definition of
coordination is “a technique of social interac-
tion where various processes are considered
simultaneously and their evolution arranged
for the optimum benefit of the whole” (9). In
terms of health care, it can be defined as (12):

... service characteristic resulting in coher-
ent treatment plans for individual patients.
Each plan should have clear goals and nec-
essary and effective interventions, no more
and no less. Cross-sectional coordination
means the coordination of information and
services within an episode of care. Longitu-
dinal coordination means the inter-linkages
among staff members and agencies over a
longer period of treatment.

1. Evaluating primary health care: Background and application

Dimensions of coordination in the Primary Care
Evaluation Scheme include collaboration in
the same PHC practice, collaboration between
PHC providers (such as general practitioners
(GPs), home care nurses and physiotherapists)
and collaboration between primary and other
levels of care through consultation and referral.

1.1.5.4 Comprehensiveness
Comprehensiveness can be defined as the
extent to which a health care provider directly
offers a full range of services or specifically
arranges for their provision elsewhere (17).
Comprehensiveness in the PHC setting refers
to the fact that services can encompass cura-
tive, rehabilitative and supportive care, as well
as health promotion and disease prevention
(16,18). It also refers to the ability simultane-
ously to consider several conditions (particu-
larly those that are chronic) for a single patient.
The comprehensiveness of services refers not
only to the range of services provided, but
also to practice conditions, facilities, equip-
ment and the professional skills of the primary
service provider. PHC workers’ links to com-
munity services and the community also play
arole. All these dimensions are incorporated
in the Primary Care Evaluation Scheme.

1.1.6 The Primary Care Evaluation
Scheme

Taking the Primary Care Evaluation Frame-
work (11) as its basis, the Primary Care Eval-
uation Scheme provides further details by
focusing on specific measurable topics and
items relating to essential features and na-
tional priorities for change in primary (health)
care and the facilitating conditions. The Pri-
mary Care Evaluation Scheme, which forms
the basis of the PCET, includes a number of
key dimensions that have been identified for
every PHC system function. Each dimension
has in turn been translated into one or more
information items or proxy indicators for the
dimension (Table 1).
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Table 1. Overview of selected functions, dimensions and information items

Stewardship

Resource
generation

Financing and
incentives

Service
Delivery

Access to
services

Delivery of
Care

Policy development

Professional development

Conditions for the care process

Conditions for responsiveness

Workforce volume

Professional development

Professional morale

Facilities and equipment

Health care/ primary care financing

Health care expenditures

Incentives for professionals

Financial access for patients

Geographic access

Organizational access

Responsiveness

Primary care policy priorities

(Re-)accreditation system for primary care
Quality assurance mechanisms for primary care
Laws and regulations

Human resources planning

Involvement of professionals and patients in policy
process
Patient rights; complaint procedures

Numbers and density

Role and organization of professionals
Education in primary care

Scientific development and quality of care
Job satisfaction

Medical equipment

Other equipment

Primary care funding

Expenditures on primary care
Entrepreneurship

Mode of remuneration

Cost sharing/out-of-pocket payment for primary care

Distance to primary care practice
Distribution of primary care physicians
List size

Primary care provider workload
Primary care outside office hours
Home visits in primary care

Electronic access

Planning of non-acute consultations
Timeliness of care

Service aspects

Clinics for specific patient groups
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Service Informational continuity
Delivery
Continuity Longitudinal continuity
Interpersonal continuity
Service Cohesion within primary care
Delivery
Coordination
Coordination with other care levels
Service Practice conditions
Delivery
Service delivery
Comprehen-
siveness
Community orientation
Professional skills

Source: WHO Regional Office for Europe (11).

To evaluate the complexity of a PHC system
properly, the PCET gathers information from
different administrative levels and supply and
demand sides (health providers and patients).
The PCET accordingly consists of three sepa-
rate questionnaires: one for experts focus-
ing on national PHC policies and structures,
one for PHC physicians and one for patients.
Together, the questionnaires cover the PHC
functions, dimensions and information items
identified in the Scheme. The physician and
patient questionnaires are prestructured; the
national questionnaire contains prestructured
and open-ended questions and lists statistical
data for submission.

Computerization of the practice

Medical records

Patient lists

Patient habits with first-contact visits/referrals
Endurance of patient—provider relationship

Patient—provider relationship

Primary care practice management
Collaboration among gps/fds

Collaboration of primary carephysician with other pri-
mary careworkers

Referral system/gatekeeping

Shared care arrangements

Premises, equipment

Medical procedures

Preventive, rehabilitative, educational activities
Disease management

Practice policy

Monitoring and evaluation

Community links

Technical skills

1.2 PCET development and pilot
testing

Development of the PCET commenced in
February 2007 and concluded in May 2008,
when the final instrument became available to
WHO for its health system support activities
with Member States. The successive stages
of development are briefly explained below.
The development process for the tool has been
described in more detail elsewhere (19,20).

1.2.1 Literature review
As a first step, researchers at the Netherlands
Institute for Health Services Research (NIVEL)
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conducted a directed literature review based
on the WHO performance framework (3) to
gather information on possible ways to mea-
sure the key PHC system functions. They
paid particular attention to PHC indicators
and existing PHC performance measurement
and evaluation tools and questionnaires and
produced a preliminary listing of dimensions
and items for the tool.

1.2.2 First consultation with experts
from the European Region

A meeting of international experts was con-
vened in March 2007 to discuss the outcomes
of the literature review. Primary objectives
were to: discuss and reach consensus on key
concepts and definitions; discuss and endorse
the provisional set of dimensions, proxy indi-
cators and information items for the PCET;
and improve the initial version of the Primary
Care Evaluation Scheme (Table 1) to develop
questions for the questionnaires. Participants
also took the first steps towards pilot imple-
mentation of the provisional tool.

1.2.3 Drafting, validating and
translating the questionnaires

Draft versions of the questionnaires were
developed on the basis of information and
feedback from the expert meeting. Experts’
comments were incorporated in new ver-
sions of the three questionnaires that were
subsequently tailored to the situation in the
countries in which the tool would be piloted
(the Russian Federation and Turkey). The
terminology was adapted to national situ-
ations and some additional questions were
included on topics relating to national PHC
priorities, at the request of health authorities
in the two Member States. The final versions
were translated into Russian and Turkish
with input from a PHC expert, then back-
translated into English and compared to the
original version.

1.2.4 Two pilots

The provisional tool was piloted in two prov-
inces of Turkey and two districts of Moscow
oblast, Russian Federation. Under the super-
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vision of the WHO Regional Office for Europe
and respective health ministries in the pilot
countries, local partners worked together with
the technical leader from NIVEL to organize
the details of the fieldwork, including sam-
pling procedures, fieldworker training and the
logistics of data collection and entry. Meet-
ings were organized with experts in both
countries to discuss and validate answers to
the national PHC questionnaires. Data were
analysed, conclusions and policy recommen-
dations formulated and a report produced for
each pilot implementation, including a section
on lessons learned (19,20).

1.2.5 Copenhagen consultation

meeting

A review meeting with international experts

discussed the draft report at the Regional

Office in Copenhagen, Denmark on 14-15

April 2008. The meeting revised the three

questionnaires, making some major changes.

Specifically, meeting participants:

e rewrote questions to encourage factual
responses instead of soliciting opinions;

e reordered the sequence of topics and ques-
tions;

e changed the national PHC questionnaire
into a questionnaire and a template for a
more comprehensive background docu-
ment to be prepared by a small team of
local experts (materials that a focus group
directed by WHO and NIVEL would sub-
sequently discuss and approve);

e reduced the size of the physician and pa-
tient questionnaires;

e made terminology and wording more con-
sistent throughout the questionnaires;

e decided to complement the survey re-
sults with other information sources
such as publicly available literature, in-
terviews with health care workers and
experts and personal observations during
site visits;

e determined that individual countries would
be able to add questions related to specific
national priorities; and

e decided that the final report would contain
a set of proxy indicators.
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After revision, the PCET was made available
to the countries of the European Region. An
implementation scheme describing the steps
involved in utilizing the PCET was prepared
to inform implementers in Member States.

1.3 Implementation of the PCET
in Tajikistan

Implementation of the PCET was agreed be-
tween the Ministry of Health and Social Pro-
tection (MoH) and the Regional Office in the
context of the 2010/2011 Biennial Collaborative
Agreement. Initial planning at WHO started
in August 2010, including the process of the
evaluation and profile for the national counter-
part institution and related logistical require-
ments. The MoH identified the Republican
Centre for Medical Statistics and Information
(RCMSI) as the national counterpart for project
implementation.

1.3.1 Country visits

Experts from the Regional Office and NIVEL
made two visits to Tajikistan to provide infor-
mation on the PCET and its implementation
and to prepare the fieldwork and data entry
jointly with counterparts.

1.3.1.1 First mission -2010

A first visit was made between 31 October and
4 November 2010, the purpose of which was
to introduce and discuss the methodology,
gather first-hand information about PHC in
Tajikistan, start designing the work with the
national counterpart (RCMSI) responsible for
the data collection and support the research
team and counterparts to prepare for the field-
work. A workshop with 30 participants, includ-
ing representatives from international donor
organisations, focused on adaptation of the
PCET to the situation in Tajikistan.

Consultations and the workshop resulted in

the following outcomes and refinements:

e the study would compare pilot areas with
non-pilot areas and urban with rural fa-
cilities;
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e the study would include nurses working
in remote health houses and PHC centres
without doctors and their patients, with
a new questionnaire being developed for
nurses;

e interviewers would personally administer
the questionnaire to patients; and

e the questionnaires would be translated
into Russian, Tajik and Uzbek.

Additional topics of antenatal care, immuni-
zation and tuberculosis (TB) care were sug-
gested.

1.3.1.2 Second mission — 2011

This mission took place on 4-7 July 2011 with
the purpose of finalizing preparations for the
fieldwork (the data collection), completing the
last round of adaptations to the questionnaires,
reviewing the draft nurse questionnaire, train-
ing fieldworkers, reviewing the sampling pro-
cedure (pilot and non-pilot, with selection of
eight districts from 70) and target response,
estimating the number of fieldworkers needed
(around 30), scheduling the fieldwork (Sep-
tember—December 2011) and coordinating
translation of questionnaires. The division
of roles for the next steps in the project were
also explained.

1.3.2 Observations from site visits
Nineteen site visits to urban and rural health
care facilities, mostly PHC centres and health
houses, were made during both missions.
The visits included viewings of the facility,
interviews with PHC managers, family doc-
tors (FDs), district physicians/therapists (DPs),
nurses, feldshers and medical specialists.

Observations from the visits can be summa-

rized as follows.

e The pilot rayons visited seemed to have
implemented family medicine (in terms
of human resources, equipment and CME
activities) better than non-pilot rayons.

e (Capitation-based funding and greater
financial autonomy were unequally dis-
persed across centres.
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Salary variation was seen, probably due
to lack of mechanisms for performance
management.

Low wages, coupled with unattractive-
ness of the work, are major challenges to
health reform. Many workers have addi-
tional jobs or occupations to make financial
ends meet.

Conditions for retraining are unattractive.
Many retrained doctors do not go back to
their original workplace after retraining; for
others, moving to Dushanbe for six months
to undergo retraining is nearly impossible
because of family and financial reasons.
Those retrained FDs who return to their
original workplace find they are unable to
practise as FDs because of the lack of a
supportive environment. In addition, their
patient populations are redistributed dur-
ing the retraining period.

Retrained FDs leave the country, particu-
larly for the Russian Federation, where
salaries are much higher.

Many female health care staff stop working
after they get married.

Medical reporting is extensive, outdated
and reportedly takes 15 minutes per pa-
tient.

The system of specialist supervision of FDs
is extensive and fragmented. Supervisors
are not familiar with family medicine and
the new tasks of FDs and continue to ap-
ply old criteria.

Clinical guidelines are available but could
not be located during most visits.
Maternal and child health care and the
prevention of infectious diseases are major
tasks for FDs, DPs and nurses.

FDs and DPs’ workloads seem rather low.
Physicians reported seeing 7-12 patients
during their three daily office hours and
made 3-5 home visits during the other
three hours.

FDs and DPs only work in office hours: they
have no out-of-hours duties.

PHC facilities are decent but very basic;
the absence of running water is common
and available equipment seems outdated.
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e Poor roads and lack of means of transporta-
tion (cars) interfere with the provision of ef-
ficient and responsive care, especially in rural
areas. Home visits are often made by walking
or travelling by donkey in remote areas.

1.3.3 Extension of the PCET and
adaptation to the context in Tajikistan
PCET questionnaires were adapted and extend-
ed for use in the national context of Tajikistan
in cooperation with stakeholders and coun-
terparts. No additional topics were suggested
for the national-level questionnaire, however.

1.3.3.1 Questionnaire for FDs/DPs

Terminology was adapted or answering cat-

egories modified or removed in several ques-

tions. Questions on employment status and

community representation were removed,

while new questions were added on:

e current practice of retrained FDs

e travel time to district hospital (in different
seasons)

e supplementary jobs of physicians

e information received from medical special-
ists after treatment

e numbers of other physicians working in
the same centre

e referrals to secondary/tertiary-level care
made during a four-week period

e perceived skills in performing specific labo-
ratory tests

e TBcare, in particular: identified new cases,
number of supervised households with
TB, number of patients currently receiv-
ing follow-up care, involvement in provi-
sion of follow-up activities, training on TB
care, division of roles between physicians,
nurses and feldshers, availability of (new)
information materials on TB.

1.3.3.2 Patient questionnaire

As in the questionnaire for FDs and DPs, ques-

tions and terminology were adapted and, where

necessary, answering categories amended or

removed. Questions were added on:

e frequency of visits at home by FD or DP in
the past 12 months
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e frequency of visits at home by a nurse in
the past 12 months.

1.3.3.3 Nurse questionnaire

A new questionnaire was developed, with 38

questions in the following categories:

e personal and practice information (11 ques-
tions)

e workload and time-spending (six)

e accessibility to patients (two)

e quality improvement (four)

e medical records and information (two)

e cooperation and coordination (two)

e medical equipment (two)

e clinical care (one)

e mother and child care/reproductive health
(one)

e TB care (seven).

1.3.4 Sampling and target populations

The samples needed to be sufficiently large to
enable comparisons of pilot and non-pilot areas,
urban and rural facilities and regions. RCMSI
identified the districts to be included in line
with the general sampling strategy developed

by the research team. Four regions were in-
cluded to ensure the survey provided nation-
wide coverage. Official lists of FDs, DPs and
PHC nurses were used as the sampling frame.
A target of 10 patients for each participating
physician was set for the patients’ survey.

All three regions and rayons of republican sub-
ordination (RRS) in Tajikistan were included
in the survey. The numbers of physicians and
nurses was small in the Gorno Badakhshan
Autonomous Region (GBAQO) due to the fact
that only 4% of the population resides here,
despite it representing 40% of the country’s
territory. All physicians being retrained as a FD
(up to October 2011) were included. The nurses
were working in rural health houses with no
physicians working on a daily basis. The tar-
get response among patients (10 for each FD
and DP in the survey) amounted to 234 (FDs)
plus 309 (DPs) multiplied by 10, giving a total
of 5430. Key data describing the sampling by
regions, districts and rayons are presented in
Table 2. Regions and districts from other than
reform-pilot areas were also selected.

Table 2. Selected regions: key data and number of PHC staff included for surveys

(October 2011)
Rural Tota! out- Included (target)
. Health patient
Region health .
houses physi-
centres .
cians

Spitamen 116.2 9 4 101 43 58 34
Sughd

Gonchi 139.0 16 22 8 67 65 2 44

Shahrinau 96.7 15 14 1 74 31 43 35

Faizabad 82.6 7 30 3 50 1 5 20
RRS Turzun- 242.7 27 50 7 259 60 75 85

zadeh

Gissar 245.0 35 41 7 156 50 31 52

Sarband 38.9 3 8 2 20 10 10 12
Khatlon

Khuroson 92.2 11 24 6 35 35 - 16

Rushan 23.8 6 30 4 12 2 10 15
GBAO

Ishkashim 29.8 6 20 3 12 12 - 13
TOTAL 309 234 326
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1.3.5 Response

The response of 255 among FDs exceeded the
target of 234 as more FDs completed retraining
after the target was set. The response among
DPs of 225 was 73% of the target and that
among nurses (299) represented 92%.

Fieldworkers recruited more than the targeted
number of patients, with 5255 enlisted. No
information was kept by fieldworkers about
the number of patients who refused to be
interviewed.

1.3.6 Role of fieldworkers

A team of 30 fieldworkers and their drivers was
involved in collecting the data. Fieldworkers
conducted personal interviews with patients
they had recruited and distributed question-
naires to the FD, DP or nurse in the centre: if
they preferred to be personally interviewed,
the fieldworkers obliged.

Fieldworkers were recruited and trained by
RCMSI. Their training addressed context and
objectives of the survey, basic principles and
structure of the PCET and the type of questions
used, specific questionnaire topics, ways to
approach and assist respondents (establish-
ing a good rapport, offering clear explanations
and stressing confidentiality), creating a suit-
able environment for patients to complete
the questionnaire, checking readability and
completeness of answers, and logistical is-
sues, such as allocation to locations, planning
and transport.

1.3.7 Information-gathering at
national level

A team of MoH experts contributed to answer-
ing the questionnaire to enable information on
PHC from a national perspective to be gath-
ered. Information from the questionnaire and
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statistical data were complemented by other
sources of information to provide the overview
on PHC provided in Chapter 3.

1.3.8 Data processing, analysis and
reporting

RCMSI was responsible for data entry, using
a software program provided by NIVEL. Raw
data files were sent to NIVEL for processing
and analysis. Codes that would have enabled
linkages of data from patients to be matched
to those of their own physicians were unfor-
tunately not completed during the fieldwork.

1.3.9 Validation and finalization of the
report

Validation workshops for the first draft report
delivered by the NIVEL research team were
conducted in June and November 2013 with
representatives from the MoH, government
and agency officials, health providers, national
experts, development partners and WHO ex-
perts. Delegates discussed the methods and
structure of the evaluation, study results and
recommendations.

Following the workshop and based on par-
ticipants’ recommendations, a group of na-
tional experts updated information on PHC
regulation and incorporated comments from
workshop participants and others into a new
version of the report. Additional inputs pro-
vided by stakeholders who did not attend
the validation events were also gathered and
integrated.The new draft report was translated
into Russian and submitted to MoH specialists
for clearance. The final update of information
was performed by the Regional Office in col-
laboration with the research team at NIVEL.

Details on the application of the PCET in
Tajikistan are summarized in Table 3.
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Table 3. Key data on the application of the PCET in Tajikistan

Elements of implementation | Explanation

Target groups FDs

DPs

PHC nurses

Patients visiting FDs, DPs and PHC nurses

Health care experts (for information at national level)

Locations (rayons) Sughdoblast
Spitamen
Gonchi

RRS
Shahrinau
Faizabad
Tursun-zadeh
Gissar
Khatlon
Sarband
Huroson
GBAO
Rushan
Ishkashim

Type of data collection Surveys among FDs, DPs and PHC nurses (in rural health houses) using pre-
structured questionnaires (distributed and supported by fieldworkers)
Patients: survey using prestructured questionnaires (personally administered
via interviews conducted by fieldworkers)

Health care experts: mixed approach, with a questionnaire and meeting for
validation and feedback

Observations/interviews during practice visits by research team

Method of recruitment/inclusion | FDs and DPs: pilot and non-pilot practices in selected districts in all four
regions of Tajikistan

PHC nurses: health houses in same districts

Patients: 10 patients attending the practice of FDs/DPs and PHC nurses in
health houses

Health care experts identified and recruited by MoH (for information at
national level)

Planned sample sizes FDs: 234 (initial)

DPs:309

PHC nurses: 326

Patients (of FDs and DPs included in the survey): 5 430

Response FDs: 255 (including FDs retrained after survey design)
DPs: 225 (73%)

PHC nurses: 299 (92%)

Patients: 5 255 (more than initial target)

Instructions RCMSI was instructed about sampling method, recruitment, study popula-
tions, lists of staff, logistics of surveys

Fieldworkers received training for their roles

Respondents (patients) were introduced to the survey and received explana-
tions from fieldworkers

Coordination of fieldwork RCMSI and WHO country office
Fieldworkers: information to patients; administration of data collection
NIVEL: general supervision

Data entry RCMSI under auspices of NIVEL
Analysis and draft reporting NIVEL
Validation and final report NIVEL with inputs from the Regional Office and MoH
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2. INTRODUCTION TO TAJIKISTAN

2.1 The country

Tajikistan is a landlocked country situated in
central Asia bordering Kyrgyzstan in the north,
China in the east, Afghanistan in the south
and Uzbekistan (Fig. 3). It covers a total area of
143 100 km?, mostly comprising mountainous

areas. The capital city of Dushanbe is situated
in the west. Almost 80% of the population is
Tajik, followed by just over 15% Uzbek and
other groups such as Russian and Kyrgyz.
The official religion is Islam and most of the
population is Sunni Muslim.

Fig. 3. Tajikistan (showing location in central Asia)
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Source: reproduced by permission of the United Nations Publications Board.

The country became independent in Sep-
tember 1991, after the collapse of the Soviet
Union. A civil war ensued, lasting to 1997; this
has hampered economic stability and growth.
Tajikistan is an active member of the Economic
Cooperation Organization, a platform for pro-
moting, developing and improving trade and
investment in central Asia which, besides
Tajikistan, involves Afghanistan, Azerbaijan,

the Islamic Republic of Iran, Kazakhstan, Kyr-
gyzstan, Pakistan, Turkey, Turkmenistan and
Uzbekistan. Its goals are to develop a uni-
fled market, achieve sustainability, remove
barriers and develop infrastructure (21). The
economic relationship between the European
Union (EU) and Tajikistan is regulated through
a partnership and cooperation agreement,
which was signed in 2004 and came into
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force in 2010. Trade is steadily growing, with
the EU becoming the country's third trading
partner (after Russia and China) in 2008 with
a 10.3% external trade share. The EU imports
aluminium, textiles and clothing, while exports
into Tajikistan mainly comprise machinery,
agricultural produce and chemical products.

Although the economic situation is improving
gradually, Tajikistan remains one of the poor-
est countries of the former Soviet Union. The
economy recovered after the civil war with
steady economic growth between 2000 and
2008 (on average 8% per annum), but the global
economic crises in 2009 had an adverse effect,
with gross domestic product (GDP) falling 3.9%
in 2009. Steady improvements have been seen
since then; in 2013, GDP reached 7.4% growth.
Notably, almost 49% of GDP (US$ 4.1 billion)
is accounted by remittance inflows (22). A
strong correlation can be observed between

remittances and domestic consumption, with
the latter increasing due to the growth of the
former. Approximately 60% of food is imported,
90% by rail. Despite the efforts of the Govern-
ment of Tajikistan, it is still one of the poorest
countries in Europe and central Asia, with a
GDP per capita of US$ 871 in 2012 against
an average of US$ 9 340 for Commonwealth
of Independent States (CIS) countries (Fig.4).
The main sources of income are cotton, agri-
culture and aluminium production. Economic
inequalities are significant, with just 20% of
the population receiving nearly half of total
income.

Tajikistan is divided into the three adminis-
trative regions of Sughd, Khatlon and GBAO
and the RRS. Each oblast is divided into sev-
eral rayons, which are further subdivided into
jamoats (village-level, self-governing units).

Fig. 4. GDP rates, USS per capita, central Asia and CIS (2012)
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2.2 Population and health

According to estimates from 2012, the popu-
lation of Tajikistan is 7 807 212, with an ex-
pected growth rate of 1.9% and a migration
rate of —1.21 per 1000. Just over a quarter live
in urban areas (26.4%) with 704 000 residing
in Dushanbe. The male to female ratio is 49.5%
to 50.5%. The total population fluctuates an-
nually, in contrast to the steadily decreasing

2. Introduction to Tajikistan

the past decade (24,25), but data on popula-
tion characteristics and health-related topics
remain of questionable accuracy and consis-
tency (26).

Table 4 summarizes these and other key in-
dicators for Tajikistan compared to averages
for central Asian countries of Kazakhstan,
Kyrgyzstan and Uzbekistan and the Republic
of Moldova and Ukraine (23).

trend observed in neighbouring countries over

Table 4. Selected demographic, health and lifestyle indicators, 2012 data (unless
otherwise indicated)

Indicator Rep:fblic
stan stan Moldova stan
Population 0-14 years (%) 356.92 24 4¢ 30.2¢ 16.2 14.5 33.0°
Population 65+ years (%) 4.4 6.7¢ 4.5° 10.0 15.2 4.5%
Life expectancy at birth (years) 737 68.6° 70.0¢ 711 71.3 70.5°
Crude death rate (per 1 000) 4.0 8.9° 6.6° 11.1 154 542
Live birth rate (per 1 000) 27.8 22.7 27.14 11.1 11.2 21.0
Eﬁﬁ?ﬁg f/iz;an) 35 27 310 13 15 2.2
?g:‘?gggggﬁg: . 329 137 475 304 12.9 202
Infant deaths (per 1 000 live births) 14.12 16.5° 22.3° 9.8 8.4 15.02
Infectious and parasitic disease SDR® 28.7¢ 16.7° 20.1¢ 14.8 28.8 21.3°
Diseases of circulatory system SDR 560.6° 621.1° 701.9° 659.0 667.1 754.2°
Malignant neoplasm SDR 72.8% 157.0° 114.0° 163.2 163.1 77.4%
Chronic liver disease and cirrhosis SDR 34.6° n.a. 63.0° 82.1 n.a. 44 6%
External-cause injury and poison SDR 32.9% 116.4° 86.8° 85.1 83.5 48.72
Regular daily smokers 15+ (%) n.a. n.a. 2082 27.1° 23.3¢ n.a.
gliigsag’e"rhi;g;sumpﬂon 15+ 0.3 6.6° 2.4° 6.1° 8.4° 2.5

22005 data.

2009 data.

2010 data.

42011 data.

¢SDR = standardized death rate.

Source: WHO Regional Office for Europe (23).
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Fig. 5. Life expectancy at birth (years) in Tajikistan, WHO European Region and

globally
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Source: WHO (27).

Average life expectancy at birth for people in
Tajikistan (again, 2012 figures) is 68 years (67
for men and 69 for women), which is lower
than that for the European Region (76 years)
by eight years on average (27). Life expectancy
at birth in Tajikistan, the European Region and
globally is shown in Fig. b.

The population is relatively young, with the
proportion under 15 years much greater than

W Tajikistan

M wuo
European
Region

B Giobal

2012

that of people over 60 (35.9% and 4.8% respec-
tively). This can be explained in part by the
high birth rate, reported in 2012 as 3.8 children
per woman, compared to the European Region
average of 1.6 (23). Maternal and under-5 mor-
tality rates, however, remain high. As shown
in Table b, maternal mortality is higher only in
Kyrgyzstan and Turkmenistan and the infant
mortality rate is among the highest relative to
the central Asian republics and Kazakhstan.

Table 5. Maternal and infant mortality rates in Tajikistan,
central Asian republics and Kazakhstan (2012)

Maternal mortality ratio® Under-5 mortality rate®

Kyrgyzstan
Tajikistan
Turkmenistan
Uzbekistan

Kazakhstan

@Per 100 000 live births (interagency estimates).
"Per 1000 live births, both sexes.
Source:-WHO (27).

75 27
44 58
61 53
36 40
26 19
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Fig. 6. Leading causes of death across the life course in Tajikistan (2010)
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Source:Institute for Health Metrics and Evaluation(31). Reproduced with permission from the Institute for Health

Metrics and Evaluation.

Tajikistan now faces a double burden of com-
municable and noncommunicable diseases
(NCDs), which account for 62% and 32% of
disability-adjusted life-years respectively (25).
Similar to trends elsewhere in the European
Region, NCDs account for more than half (59%)
of mortality, with the proportion of deaths
caused by NCDs increasing with later life (Fig.
6). Cardiovascular and circulatory diseases ac-
count for the greatest proportion (39%). These
health trends reflect impoverishment of the
population and deterioration of health services
following the civil war and post-independence
years, during which many previously eradi-
cated diseases re-emerged due to poor public
health services affecting water quality and
health education (29,30).

2.2.1 Maternal and child health

Infant and under-5 mortality rates (34 per 1000
and 43 per 100 000 live births, respectively) are
decreasing but remain higher than averages
for the Region (32). The maternal mortality rate
is also decreasing, from 65 deaths per 100 000
live births in 2010 (33) to 37 in 2011, accord-
ing to official data. National data indicate that

over half of infant mortality (57%) occurs in the
neonatal period, with leading causes of death
beyond this stage including diarrhoea, lower
respiratory-tract and other infectious diseases
(see Fig. 6). Leading causes of maternal deaths
nationally are nonpregnancy-related condi-
tions, including hypertensive disorders (26%),
hepatitis (13%) and cardiovascular conditions
(8.4%).

In relation to child immunization against vac-
cine-preventable diseases, 88% of children
aged 18-29 months in 2012 received all basic
WHO-recommended vaccinations (32). Tajiki-
stan demographic and health survey data also
show the underweight trend remains high,
with only a 1% decrease in children under
5 years whose weight is below two or three
standard deviations for their age (from 17% in
2005 to 16% in 2012). In this context, the MoH
continues to support women and children’s
health through initiatives such as promoting
the use of contraceptives (achieving 29% in
2012, up from 5% in 1991) and issuing a law on
childhood immunization and the national pro-
gramme for immunization for 2011-2015 (34).
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Fig. 7. Changes in the leading causes of death, 1990-2010
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“Number in brackets represents the estimated deaths by cause, all ages, males and females in 1990 and 2010.
Source: Institute for Health Metrics and Evaluation(31). Reproduced with permission from the Institute for Health

Metrics and Evaluation.

2.2.2 NCDs

The burden of NCDs in Tajikistan is reported
to be increasing, with leading causes of death
attributed to cardiovascular disease (39%),
cancers (7%), respiratory disease (3%), dia-
betes (2%) and other NCDs (8%) (28). Fig. 7
shows the growing burden, with an increase
in ischaemic heart disease, strokes and cir-
rhosis between 1990 and 2010 paralleled by a
decrease in childhood diseases such as lower
respiratory-tract infections and preterm com-
plications. Looking to the age-standardized
death rate for all NCDs, higher mortality rates
are recorded for females (760 per 100 000)
than males (678): the biggest contributor is
higher rates of cardiovascular disease and
diabetes among women. Dietary risks, high
blood pressure and household air pollution are
the main risk factors contributing to the bur-
den of NCDs, particularly cardiovascular and
circulatory diseases. In addition, an estimated
40% of the population are overweight with 9%
being considered obese, highlighting levels
of physical activity and dietary patterns (28).

2.2.3TB

The case notification rate for TB has shown
a decreasing trend since the early 2000s but
remains nearly three-fold higher than in the

early 1990s. Tajikistan is among the 18 high-
priority countries in the European Region
and 27 high-burden multidrug-resistant TB
(MDR-TB) countries globally for intensified
TB prevention and control. The estimated TB
incidence rate of 90 cases per 100 000 in 2011
was among the highest in the Region and
well above the regional averageof 33 (Fig. 8).
This high and persisting TB burden has been
linked to factors such as late diagnosis, low
public awareness about prevention methods
and unequal distribution of disease among
already marginalized populations, including
those living in poverty, prisoners, migrants
and people who are HIV-positive.

Much attention has been given to strength-
ening the delivery of TB services, signalling
the commitment to improving prevention and
control interventions. Achievements to date
include: implementing the WHO-recommend-
ed directly observed treatment, short-course
strategy since 2002, achieving full coverage
by 2007; increasing the trend towards ambula-
tory treatment from the first day, rising from
9.6% in 2009 to 39.2% in 2011 and 45.3% in
2012; and continuing to increase coverage of
MDR-TB treatment for diagnosed patients,
up from 63% in 2011 to 70% in 2012.
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Fig. 8. Trends in TB incidence per 100 000 population, WHO European Region

and Tajikistan, 1990-2011
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2.2.4 Immunization

Financial constraints have had a serious
impact on health promotion and disease
prevention since the collapse of the Soviet
Union, resulting not only in the reoccurrence
of epidemic outbreaks of communicable dis-
eases such as typhoid and TB, but also regular
outbreaks of anthrax and Crimean—Congo
haemorrhagic fever. Immunization coverage

Fig. 9. Infant immunization rates, 2010
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deteriorated, leading to outbreaks of diphtheria
and other vaccine-preventable diseases, es-
pecially among children, but slow and steady
restoration of coverage has been seen since the
implementation of the national immunization
programme in 1994. Polio outbreaks in 2002
and 2010 were eradicated. Fig. 9 provides data
on infant immunization rates.
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Source: WHO Regional Office for Europe (23).
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2.3 The health care system

The health care system in Tajikistan was based
on the system of the former Soviet Union, the
Semashko model, which emphasizes a cura-
tive focus with an extensive infrastructure
and large numbers of health professionals.
Health care was comprehensive, but patients
had limited choices due to the hierarchical
management system. The system stayed in
place after the collapse of the Soviet Union,
but facilities and equipment were destroyed
in the civil war or became outdated due to
economic constraints. The workforce rapidly
decreased due to high emigration rates. The
health system therefore needed to change and
is currently undergoing significant transition.

Organization of health care services complies
with the general administrative structure of
the country, meaning the MoH is responsible
for health services at national level and local
authorities at oblast and rayon levels for most
regional, rayon and rural health services. The
MoH does not control the total health budget
(29): health budgets are allocated centrally
from the Ministry of Finance directly to finan-
cial units at oblast level. The MoH directly
controls the budgets of health care facilities
at republican levels.

The Law on Health Protection was adopted
in 1997 and updated in 2002. It describes

the tasks of the MoH and, although complete
implementation has not been achieved, ad-
dresses important issues such as the develop-
ment of a national health policy, development
and implementation of national disease-control
programmes, pharmaceutical policy develop-
ment and licensing control, and certification
of institutions and personnel in the health
care sector (35).

Total health expenditure per capita is low
compared to other countries in the Region
(Table 6) and is higher only than Kazakhstan
among CIS countries in relation to proportion
of GDP spent on health. The cost of health care,
however, remains largely with the population,
as out-of-pocket payments comprise 60.06%
of total health expenditure, which is by far the
highest in the Region.

Information on health care resources and uti-
lization is provided in Table 7. The number of
hospitals and hospital beds is high compared
to other countries, but health personnel num-
bers across all categories are low. Low GP num-
bers are similar to elsewhere in the Region,
but the number of physicians is lowest. This is
reflected in the number of outpatient surgical
procedures per year per 100 000 people: Tajiks
make an average of 4.2 outpatient visits per
year, which is low compared to other countries.
The number of dentists is extremely low (0.7
per 100 000 population).

Table 6. Selected health care expenditure indicators, 2012

Indicator I_rallk' Kyr- Republic [ ., . o | Uzbeki- S
istan gyzstan | of Moldova stan

Total health expendi-
ture as % of GDP
(WHO estimates)

5.8 48

Total health expendi-
ture (PPP? US$ per
capita)

41.65 341.67

Private households’
out-of-pocket payments
on health

(% of total health
expenditure)

60.1 41.7

“Purchasing power parity.
Source: WHO Regional Office for Europe (23).

7.1

34.8

11.7 7.6 59 6.3
357.04 na na n.a
45.3 42.4 441 39.33
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Table 7. Selected health care resources and utilization indicators, 2012

Indicator Tajikistan Kyrgyz- Republic Ukraine | Uzbekistan
stan of Moldova
5.72 5.5 2.6 2.4 5.2 2.6°

Hospitals
(per 100 000)

Hospital beds

a b
(per 100 000) 488.7 700.7 476.1 622.6 890.7 438.9

Physicians

(per 100 000) 169.68* 349.5 1956.8 282.6 349.42 205

GPs

(per 100 000) 23.6° 31.2 31.6 52.2 37.1 26.8

Nurses

(per 100 000) 400.0* 804.51 610.61 641.86 762 1129.0

Dentists

(per 100 0000) 15.9 41.2 17.8 46.9 67.6 17.3

Pharmacists

(per 100 000) = 80.6 5.16 52.6° 4.0 3.8

Inpatient surgical
procedures per year 19129 4304.3 3035.4° 46975 5 357.72 27614
(per 100 000)

Outpatient contacts

45 6.9 3.5% 6.5 10.72 9.1
(per person per year)

22011 data.
2010 data.
Source: WHO Regional Office for Europe (23).
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3. PHG IN TAJIKISTAN: HEALTH
SYSTEM GONTEXT

This chapter addresses policies, regulations
and structures relevant to PHC, with a special
focus on the following areas: policy develop-
ments, aspects of financing, workforce, edu-
cation of providers, quality assurance and the
role of patients.

The chapter is based on responses to the
national-level questionnaire from a team of
experts and official statistical data, inputs
from experts contracted ad hoc to update the
information in 2013 and other literature and
reports from the country.

The description of results follows the structure
of health systems functions and characteris-
tics, as described in Chapter 1. The chapter
provides the context for the results of surveys
of FDs/DPs, PHC nurses and their patients
described in Chapters 4-6.

3.1 Stewardship/governance!

3.1.1 Past reforms

Tajikistan introduced reform strategies for
PHC in several regions in the 1990s. Family
medicine was introduced in 1998 by the MoH
decree on the Staged Transfer to Organization
of Primary Health Care Based on Principle
of General Practitioner (Family Doctor) for
1998-2000. One of the main priorities of reform
in the health sector was the development of
quality PHC based on family medicine and
general practice was included in the official
list of medical specialties in 1998.

Two strategic documents — a poverty-reduc-
tion strategy paper (36) and the conception

1 This section is based on Khodjamurodov & Rechel (29),
responses to the PCET national-level questionnaire and
information provided by the Health Policy Analysis Unit
of the MoH.

of health sector reform (37) — provided further
impetus for introducing PHC based on family
doctors into health system reforms.

The poverty-reduction strategy includes deliv-
ery of basic social services to the population,
with an emphasis on targeting poor groups.
This has been translated into the following
health sector priorities: the development of
PHC services, improvement of the quality of
health services, provision of accessible and
affordable health services and strengthening of
public health services and medical statistics.
The paper introduced the monitoring of four
indictors directly linked to population health:
infant and maternal mortality rates per 1000
live births; the percentage of the population
with access to reproductive health services
and safe drinking water; and communicable
diseases rates.

The conception of health sector reform, ap-
proved by Government resolution No. 94 of
4 March 2002, included the strengthening of
PHC services among its eight main objectives.
It stated that health houses would function as
the first point of contact and adopt a gatekeep-
ing role for the entire population, particularly
for people in rural areas in which second-
ary care facilities were not available. It also
emphasized the need to increase the quality
of care provided in PHC and rationalize the
hospital sector to consolidate resources and
improve efficiency. Other objectives envisaged
increased funding for health and decreased
out-of-pocket payments, investment in human
resources for health (particularly for PHC),
regulation of the largely unregulated market
for drugs, increased management capacity
in the sector, development of an information
system and engagement of people in health
reforms to create a sense of personal respon-
sibility for health.
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In relation to the last objective, a 2004 refer-
endum amended the state’s role in the health
sector (Article 38 of the Constitution of the Re-
public of Tajikistan), allowing the introduction
of formal copayments. Further measures and
reforms undermined the high level of unofficial
under-the-table payments as undocumented
practice in PHC.

The above-mentioned documents, along with
the health care financing strategy for 2005—
2015 (approved in 2005) and the national health
strategy for 2010-2020, have set the ground
for all ongoing reforms and initiatives towards
establishing a family medicine-based health
services delivery model.

3.1.2 Health system governance:
institutional arrangements

The roles of government bodies relevant to
the health system are as follows.

The MoH is responsible for planning, manag-
ing and regulating health services and de-
veloping and implementing national health
policies and strategies. It also purchases medi-
cal equipment, drugs and technology. The
monthly collegium, chaired by the Minister of
Health, is an important decision-making body
within the ministry. The MoH has departments
in the regions (oblasts) and districts (rayons)
that manage health facilities technically and
financially, working closely with local admin-
istrations.

The Government regulates and controls the
national budget, and consequently the share
for health care. Together with the MoH, it
develops health policies and strategies, laws,
orders and other legislative norms on the plan-
ning and implementation of health-related
programmes and infrastructure.

The Ministry of Economics and Trade is in-
volved in estimating and establishing the na-
tional budget, including the share for health
care. The Ministry of Finance decides on
health care’s share of the national budget and
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transfers funds to the MoH and local entities
and authorities. It also monitors utilization and
establishes audited accounts for deliberation
in parliament. The Committee on State Income
and Taxes collects the public taxes and lev-
ies that form the basis for public spending
on health care. The Ministry of Education
oversees medical education programmes and
makes decisions (in coordination with the
MoH) on medical curricula.

Various republican centres operate under the
umbrella of the MoH, managing or oversee-
ing specific programmes. These include the
Republican Centre for Family Medicine, Re-
publican Centre for Healthy Lifestyles, National
Centre for Reproductive Health, Institution of
Preventive Medicine, Republican Centre for
Nutrition, Republican Centre for Immuno-
prophylaxis, Republican Centre for Eastern
Medicine and the Republican Centre for Tu-
berculosis Control.

The State Service for Supervision of Medical
Activities, established in 2008, is in charge of
monitoring and regulating quality in health
care, including all public and private providers
and accreditation and certification procedures.
The State Surveillance Service for Sanitary
and Epidemiological Services is responsible
for the prevention, monitoring and control of
infectious diseases, occupational health, food
safety and environmental health. It runs a net-
work of laboratories and provides statistics on
communicable diseases. The RCMSI (formerly
known as Medstat) is responsible for collecting
and analysing all routine data produced by the
public health system and reported to the MoH.
The Statistics Agency (Goskomstat), under
the President of the Republic of Tajikistan,
collects vital statistics such as data on births
and deaths. The Service for State Control over
Pharmaceutical Activities is responsible for
registration of medicines and introduction
of the list of essential drugs. It also plays an
important role in accreditation and licensing
pharmaceutical activity, controlling drug qual-
ity and inspecting pharmacies.
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3.1.3 Centralized and decentralized
health governance

3.1.3.1 PHC within the MoH

Overall responsibility for the development and
implementation of PHC and family medicine
reforms lies with the MoH. Health reforms,
including those for PHC and family medicine,
were under the Department for Coordination,
Planning and Implementation of Reforms and
responsibility for the provision of health ser-
vices at primary care level under the Depart-
ment of Service Delivery Management from
1994. MoH reorganization in December 2013
established the Department for Health Re-
forms, Primary Health Care and International
Relationships to succeed the Department for
Coordination, Planning and Implementation
of Reforms, with responsibilities for service
delivery at primary care level and a dedicat-
ed unit for PHC. The Department of Service
Delivery Management no longer has direct
responsibility for provision of services at pri-
mary care level.

3.1.3.2 Regional differences in PHC

The organization of health care services follows
the administrative structure of the country. The
MoH is responsible for health service delivery
at national level, while local authorities at
oblast and rayon level are in charge of most
regional, district and village-based health ser-
vices. The MoH therefore does not control the
health budget (29) as health budgets from the
national state budget are allocated centrally
by the Ministry of Finance directly to finance
departments at oblast level. The MoH directly
controls only budgets for health facilities at
republican level.

Administrative levels affecting how the health

sector is governed are:

e  MoH (republican level);

¢ health departments at regional (oblast) level
and city executive authorities (khukumats)
in Dushanbe;

e central, rayon or city hospitals that also
perform the functions of rayon or city health
care departments; and

¢ village (jamoat) level, governing the core
of PHC services.

3.1.4 PHC policy development
PHC-relevant laws, acts, programmes and
policy documents are briefly described below
in chronological order.

e 1997: Law No. 421 of 15 May 1997 of the
Republic of Tajikistan on health care pro-
tection. This defines interalia that the
executive authorities of the state are re-
sponsible for the protection of the health
of the population.

e 1998: Order No. 236 of 23 June 1998: staged
implementation of family medicine. This
addresses the introduction of family medi-
cine to the health care system and the
development of staffing norms for this area,
and provides the basis for other legal ini-
tiatives.

e 2002: Government Decree No. 94 of 4
March 2002: conception of health sector
reform in the Republic of Tajikistan. This
decree indicates that PHC is one of the pri-
orities of health care reforms in Tajikistan,
defining a new structure for PHC and trans-
forming the multilayered structure in rural
areas into a two-tier system. Health houses,
each linked to a rural health centre, referral
centre and new second level of the health
system, were identified as first-contact
points in rural areas. Also significant in
2002 was the Resolution of the Government
of the Republic of Tajikistan No. 252 of 30
December 2002 on the new organizational
structure for PHC and Decree No. 436 of b
November 2002: health care strategy for the
Republic of Tajikistan to 2010. The latter
builds on the WHO health for all strategy
and advocates a multisectoral approach to
health with a particular focus on improving
the health of mothers and children (29).

e 2004: Government Decree No. 169 of 1
January 2004: strategy to rationalize the
provision of care in medical facilities
2011-2016. This decree addresses issues
such as equitable distribution of outpa-
tient and inpatient services throughout
the country, including the relevant provi-
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sion of resources to primary and secondary
medical facilities.

2005: Order No. 584 of 31 October 2005:
new standards on family medicine, which
details responsibilities of health facilities
and staff members and includes a list of
required equipment, staffing norms and
workload (29).

2006: Order No. 13 of 12 January 2006:
development of the family medicine model
in the Republic of Tajikistan. This presents
the countrywide introduction of family
medicine as the organizational model in
PHC and addresses questions about infra-
structure and human resources.

2008: Government Decree No. 600 of 12
December 2008: basic benefit package
to citizens of the Republic of Tajikistan in
state health care facilities, which intro-
duced a basic benefit package relevant to
the provision of PHC and family medicine
and included a list of 1200 items subject
to formal copayments (29). The June 2008
decree of the MoH and Ministry of Finance
on management and financing structure of
primary care facilities in the MoH system
allocates at least 40% of the city/district
budget to PHC.

2009: Government Decree of 16 June 2009:
revision of the basic benefit package and
introduction of 12 copayment categories
(29).

2010: Law No. 676 of the Republic of Tajiki-
stan of 29 December 2010 on family medi-
cine defines the legal basis and responsi-
bilities for the provision of PHC in line with
principles of family medicine at different
levels, including national, local khukumat
and specialist. Resolution of the Government
of the Republic of Tajikistan No. 368 of 2
August 2010: the national health strategy
of the Republic of Tajikistan for 2010-2020
defined the development of PHC as one of
the priorities of health reforms and empha-
sized the need to continue the development
of effective service delivery systems through
integrating vertical services into PHC.
2011: Government Decree No. 330 of 1 July
2011: programme for family medicine de-
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velopment for 2011-2015 aims to improve
population access to medical care and in-
tegrate medical and sustainably developed
services at PHC level in line with principles
of family medicine, including objectives
for further development.The strategic plan
for the rationalization of medical facilities
for 2011-2020 also addresses improved
population access to medical services
and defines new standards of planning,
on which the health network will be de-
veloped in future.

e 2012: the plan for implementation of the
programme for development of family medi-
cine addresses the provision of sustainable
services in PHC in line with family medi-
cine principles.

Other relevant policy documents are sum-
marized in Annex 1.

3.1.5 Professional regulation and moni-
toring

The MoH is the main regulator for health pro-
fessionals and services in Tajikistan, using
processes that have not changed much since
the Soviet period. As mentioned above, how-
ever, the MoH issued new standards for family
medicine in 2005 through Order No. 584 that
provided a detailed description of health staff
in PHC health facilities and defined norms,
required equipment and workload.

In accordance with approved norms at PHC
level, FDs require a Tajik State Medical Uni-
versity (TSMU) diploma of higher education,
a certificate of completion of internship and
a diploma in general medicine, in addition
to specialization in family medicine. Nurses
can start work after completing the general
practice stream of one of Tajikistan’s medical
nursing colleges.

All physicians, including FDs, and nurses must
recertify every five years. To do so, they must
meet a number of established criteria, attend
CME courses, take part in professional devel-
opment activity and submit a report about
their work practice to the MoH. Opportunities
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for CME are scarce, however, due to lack of
financial resources, so noncompliance has
had little effect on continued medical practice
for FDs. Discussion on how to improve this
situation is ongoing, with other countries’
accreditation and certification systems being
examined.

Formal requirements for physicians working
in PHC are (theoretically) the same regard-
less of whether they work in public or private
practice, but there is little private practice in
PHC (exceptions are pharmacists, dentists
and some diagnostic centres and private prac-
tices in Dushanbe). Private health services are
regulated by the Law on Health Protection
of 1997: under Article 14, physicians are al-
lowed to practice privately and be reimbursed
through user fees, employer contributions or
private health insurance. The Government
hasrecently simplified licensing requirements
and reduced the registration fee to encourage
private practice.

3.1.6 Conditions for the health care
process

3.1.6.1 Primary care workforce norms
The Order of the MoH No. 584 of 31 October
2005 approved staff schedule norms relative
to population numbers for FDs, therapists and
paediatricians that are similar to those estab-
lished in other post-Soviet countries (Table
8). PHC physician shortages, especially in
rural areas, nevertheless mean that in many
instances, actual numbers deviate from the
norms.

3.1.6.2 Mode of practice

Different modes of practice exist in rural and
urban areas. In rural, PHC is delivered through
health points, health houses (dom zdorovia or
hohahoi salomati, formerly feldsher—midwife
posts), rural health centres and rural hospitals. In
urban, polyclinics and family medicine centres
are the main modes of practice. Accordingly,
combinations of physicians and other PHC staff
working from the same (physical) practice and
solo-practitioner practices exist. Many health
houses are staffed by a retrained feldsher or
PHC nurse who is supported by a doctor once
a week or as necessary. There are no detailed
statistics on how PHC teams are allocated,
but experts estimate that in many rayons in
Khatlon oblast, for example, feldshers provide
PHC services on a single-handed basis, with
only occasional support from other providers. In
2007, there were 134 health points, 1692 health
houses, 593 rural health centres, 52 district (city)
health centres and 24 urban health centres: the
134 health points were headed by 98 feldshers
and 36 FDs in single-handed mode.

3.1.6.3 PHC gatekeeping

Patients (including adolescents to age 18
years) are usually assigned to a PHC facility
in their area and a specific FD in the centre.
Patients need a referral to be treated by a
medical specialist so must visit a FD first,
except in emergencies. No information was
available on the extent of patients bypassing
their FDs and going direct to specialists.The
MoH is promoting integration between levels
of health care, but there is very little follow up
for patients after specialist or hospital care,
so referrals back to PHC to support further
treatment are not common.

Table 8. Population numbers per full-time PHC worker, official norms

Type of PHC physician Population numbers/official norms

FD
DP/therapist

Paediatrician

1 200-1 500*
1300

850

21200 patients (children and adults) per FD in rural areas; 1500 in urban (Khodjamurodov & Rechel (29)).
Source: PCET national-level questionnaire; Khodjamurodov & Rechel (29).
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3.1.7 Conditions for responsiveness

3.1.7.1 Stakeholder organizations
Professional associations in PHC currently
have no major role in the development of health
policy and registration or regulation of health
professionals, either specifically in relation to
PHC or for the health sector. At PHC level, an
association for family medicine doctors has
been established, but is generally not yet ac-
tive at policy level. First steps are now being
taken (“on paper,” as some experts say) to
expand its function in advocating for the ef-
fective implementation of family medicine at
all levels. More generally, physicians tend to
influence policy-making through networking
and informal means.

Health care workers are represented by a pro-
fessional union, the executive body of which,
the Central Committee of the Trade Union for
Medical Staff of the Republic of Tajikistan,
participates in negotiations and protects the
interests of medical staff. The union advo-
cates for regular salary increases with the
Government and has representative branches
at regional and local levels. Trade unions have
considered themselves as stakeholders since
the time of the Soviet Union and still feel close
to the Government.

Various local and international NGOs have
been established or commenced work in the
Tajik health care sector since independence.
Most of the more than 80 local NGOs active in
health are supported by international agencies.
Their focus is mainly on community-based
health programmes that are closely linked to
some of the goals of family medicine: health
promotion and education of the population,
HIV/AIDS prevention, reproductive health,
safe motherhood, nutrition, mental health,
drug use, safe water and sanitation.

Donors and bilateral and multilateral agencies
have also been engaged to support health re-
forms since independence, providing policy,
technical and funding support. Key actors
include the Aga Khan Fund, the EU, the Ger-
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man Agency for International Cooperation, the
Swedish International Development Coopera-
tion Agency, the Swiss Agency for Develop-
ment and Cooperation, the United Kingdom
Department for International Development,
the United States Agency for International
Development (USAID), WHO and the World
Bank. To address aid fragmentation, these
development partners have made efforts to-
wards adopting a sector-wide approach. Many
policies issued by the Government are based
on this cooperative approach or were jointly
developed by the Government and develop-
ment partners.

3.1.7.2 Patient rights and patient orga-
nizations

The 1997 Law on Health Protection places re-
sponsibility on executive authorities of the state
for the protection of population health. Patient
rights are described in the Law on Public Health
Protection, Article 22: Rights of Citizens for
Health Protection and Social Security in Case
of Complete or Partial Loss of Employability.
Several other laws have indirect implications
for patient protection. The 2002 health reform
programme, for instance, addressed patient in-
formation and patient involvement in planning
and delivery of services. No formal organization
or association focusing on defending patient
rights or informing the public about health care
issues currently exists.

3.1.7.3 Patient empowerment and pa-
tient information

The health reform programme of 2002 set out
five objectives, one of which dealt with patient
information and involvement. The programme
(37) stated that the population:

. should be actively involved in plan-
ning, operations and supervision pertain-
ing to medical and sanitary aid using local
and other resources and opportunities ...
measures providing comprehensive, pre-
cise and timely information of issues with
respect to health, medical and sanitary
aid through various information channels
should be developed.
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Accordingly, the MoH created an Internet site
from which people can access information
and news on the health sector (38). The mass
media report regularly on matters relating to
health reforms, including health promotion and
healthy lifestyles, but there is no consistent
quality control over what is published. Many
community health-based projects supported
by NGOs and international partners have com-
ponents of health information and education
and usually work closely with local khukumats
and community councils (mahalla), but these
institutions do not have a clear formal role.

3.1.7.4 Patient complaint procedures

Patient complaint procedures are well estab-
lished as they were part of the Soviet health
care system. Each health facility is obliged to
provide a complaints box in which patients can
deposit handwritten comments. Complaint
committees convene regularly to discuss is-
sues with local khukumats. Responses are
issued in writing or, if they suggest a major

problem, are referred to the next administrative
levelor to the MoH and the Minister.

3.2 Resource generation?

3.2.1 PHC workforce

The health care system generally has a short-
age of health care professionals, and this is
reflected in PHC. Professionals are also un-
equally distributed, both functionally and
geographically (29).

Shortages are reported for a number of PHC
workers (Table 9), particularly FDs, nurses and
physiotherapists. Shortages of gynaecologists,
dentists and pharmacists are considered less
important, although the number of dentists
per 100 000 population is far below averages
of other CIS countries.

2 This section is based on responses to the PCET nation-
al-level questionnaire and Khodjamurodov & Rechel (29).

Table 9. Shortages reported for PHC professions

FDs u

PHC nurses

Gynaecologists and

obstetricians

Dentists L]
Pharmacists ]
Physiotherapists

Source: PCET national-level questionnaire.

Table 10. Health professionals (individuals) per 100 000 population, 1990-2011

(selected years)

167 157 169 170

Physicians 255

Dentists 15 15 15 17 16
Pharmacists 12 11 = = =
Nurses 597 420 340 393 400
Midwives 129 63 54 53 53

Source: WHO Regional Office for Europe (23).
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The outflow of medical personnel during and
after the civil war is commonly identified as
the leading cause of the current shortage. An
estimated 10 000 physicians left the country
or started working in other sectors to support
their families between 1990 and 1999 (29). The
decline was especially dramatic in relation to
the number of nurses and midwives, particu-
larly in PHC. Table 10 provides an overview of
the health workforce in selected years between
1990 and 2011, demonstrating a decline in
physicians per 100 000 population from 255
to 170.

The situation in PHC is similar: only 11.5% of
physicians worked as FDs or DPs in 2012, and
the ratio of FDs per 100 000 population was
24. The ratios for other personnel in PHC were
also low compared to international standards:
for nurses, for instance, it was 438 and for
pharmacists 10 in 2009.

As Table 11 shows, however, retraining pro-
grammes and the creation of a regular Master's
programme in general medicine are beginning
to bring benefits. Numbers of active FDs and
nurses have been increasing since 2009, from
1578 to 1842 doctors (2012) and 1721 to 3083
PHC nurses.

According to RCMSI data, the number of
active physicians in Tajikistan in 2012 was
15 973(39). With a population of 7.8 million in
2012, this translates to a ratio of 205 physicians
per 100 000 population.

Planning for health workers remains based on
standards developed during the Soviet period.
The MoH initiated a revision of the standards
in 2010 to bring them into line with the coun-
try’s current reality and context. This work
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is still in progress, with only draft standards
developed. The MoH launched an assess-
ment to identify the main gaps and develop
a comprehensive policy on human resources
for health in 2013. Preliminary findings show
that between 2009 and 2011, posts at hospital
level increased by 4.6% for doctors and 1.4%
for nurses. Actual staff working in health facili-
ties are fewer than the official figures suggest,
however, due to the fact that a single member
of staff can occupy 1.75 posts or more.

There is a shortage of skilled health profession-
als at outpatient and inpatient levels. Health
professionals are mainly concentrated in urban
areas. Young graduates prefer to stay in urban
settings, leading to an uneven distribution of
the health workforce in the country (40).

3.2.2 Professional development and
education

3.2.2.1 Professional organizations and
journals

Professional associations of doctors or nurses
existed in the Soviet period but acted only as
scientific societies. New associations have
been established over the past few years,
including the National Association of Nurses,
Association of Doctors and Association of
Family Doctors, but they do not yet play a for-
mal role in accreditation or management and
have a negligible impact on health policy (41).
Despite this, doctors are involved in political
lobbying, with members of the Association of
Family Doctors and National Association of
Nurses being part of the Central Attestation
Commission under the MoH and participat-
ing in a CME programme. Scientific—practical
conferences on priority issues for FDs take
place monthly.

Table 11. FDs and PHC nurses, 2009-2012

Number of FDs Number of PHC nurses

2009 1578 1721
2012 1842 3083

Source: PCET national-level questionnaire; Khodjamurodov & Rechel (29).
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There is so far no specific professional journal
on family medicine published in the country.
In general, most health care workers have
little access to modern periodicals and medi-
cal literature. A MoH website that publishes
government resolutions and decisions of the
board in the health sector is relevant to profes-
sional associations.

3.2.2.2 Medical education

Tajikistan has scarce education resources com-
pared to neighbouring countries, particularly
in relation to PHC, where most doctors had
received very focused training as specialists
as part of the Soviet system. Medical educa-
tion for PHC workers now includes a major
element of retraining which started in 1996
with a four-year course for upgrading feldshers
in medical colleges but which now focuses on
graduate doctors and PHC nurses.

There are three main medical universities
or medical education institutes for physi-
cians in Tajikistan, and the TSMU has four
faculties. The bachelor’'s degree in general
medicine, paediatrics and public health takes
five years of study, usually followed by a
Master’s programme of two to three years.
FD training is provided at undergraduate
and postgraduate levels, the undergraduate
element being provided through a six-year

programme at TSMU followed by three years
of clinical practice.

Family medicine specialists in Dushanbe have
additional three-year postgraduate training
(a one-year clinical internship and two-year
residency). The postgraduate six-month re-
training programme for physicians is offered
by the Tajik Institute for Post-diploma Vo-
cational Training of Medical Staff and the
Republican Educational and Clinical Centre
of Family Medicine, which has branches in
Dushanbe, Khatlon, Sughd, Tursun-zadeh,
Vahdat, Shahrinau, Rasht, Penjikent, Dangara,
Shaartuz, Istaravshan and Kanibadam. The
programme consists of 23 modules and 200
tests, and participants have to document in
detail the treatment of at least 500 patients
for close review. The Republican Training
and Clinical Centre of Family Medicinealso
organizes seminars and CME conferences.

Fundamental nursing education is offered
at medical faculties. It lasts three years and
includes specialization in family nursing of
one year (42).

Retraining programmes and the institutes
that provide them (summarized in Table 12)
have been heavily supported by international
technical programmes.

Table 12. Institutes of medical education involved in retraining of doctors and

nurses: duration of education

. Medical . .
Institute edlcé Duration of education
education for

Bachelor (five years) and Master's (two years) in general
TSMU physicians medicine, paediatrics and public health

Postgraduate/Master’s programme (two years)

Postgraduate training: retraining programme in family
Tajik Institute for Post-diploma | physicians medicine (six months), one-year clinical internship and
Vocational Training of Medical two-year clinical residency
Staff

nurses Retraining programme in family medicine (six months)

Republican Training and Clini- physicians Retraining programme in family medicine (six months)
cal Centre for Family Medicine nurses Retraining programme in family medicine (six months)
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Faculties of family medicine for training FDs
were introduced at the Tajik Institute for Post-
diploma Vocational Training of Medical Staff
and in eight medical centres across the country
in 1998 and at TSMU in 1999. The programmes
started gradually: only 11 of the quota of 40
students registered for the training programme
in family medicine at TSMU in its first year in
2004, for example (29). The first eight trainers for
FDs (four) and nurses (four) were trained in St
Petersburg, Russian Federation, in 1996/1997.
Thereafter, up to 2002, 16 GPs and eight nurses
undertook an 11-month training as trainers in
family medicine in Kyrgyzstan. Since 2002,
the Tajik Institute for Post-diploma Vocational
Training of Medical Staff has been training the
trainers in family medicine.

TSMU merged two faculties (heath care and
paediatric) into one general medicine faculty
in 1996 with the purpose of training GPs (FDs).
It established its first family medicine faculty
in 1999 and a second in 2001. The Tajik Insti-
tute for Post-diploma Vocational Training of
Medical Staff established a family medicine
department in 1999 to retrain general special-
ists as FDs. Several specialists were retrained
in neighbouring countries and abroad (in Bish-
kek, London and Israel) to increase the avail-
ability of FDs in the short term.

One hundred and four physicians had gradu-
ated by 2012. Retraining programmes have
seen a rising trend: in 2005, after three years
of operation, 442 doctors and 412 nurses had
been retrained, but in 2012 alone the figures
were 220 and 490.

Students have to agree to practice as a FD for
a minimum of three years in an assigned loca-
tion after their study to obtain their diploma.
Local authorities (khukumats) are also party to
these agreements, as they have to provide ac-
commodation for the newly retrained doctors.

3.2.3 Quality assurance mechanisms
and indicators

The State Surveillance Centre for Medical
Activities was established in 2008 and is re-
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sponsible for regulating the quality of medical
care in all public and private health facilities in
the country. Commonly used mechanisms to
monitor PHC services include internal controls
within practices and practice inspections by
supervisors and local authorities. Obligatory
periodic tests of physicians’ and nurses’ pro-
fessional knowledge and skills (outside the
relicensing process) and external clinical au-
diting using medical records are not common.

The MoH has set minimum criteria for tech-
nical equipment in PHC (Order No 584 of 31
October 2005). Indicators for monitoring the
process of PHC and family medicine are set
in the context of the reform programme, but
not in a structural way. The MoH also uses
questionnaires for doctors, nurses, managers
and the public to evaluate service provision,
but only in a rather ad hoc manner.

3.2.3.1 Clinical guidelines

The MoH aims to improve the quality of PHC
jointly through externally supported projects.
At present, well over 30 clinical guidelines
have been developed; these are distributed
by the Republican Centre for Family Medicine
and its branches.

Since 2008, the State Surveillance Service for
Medical Activities is responsible for regulating
the quality of medical care. Commonly used
mechanisms to monitor PHC services include
internal controls in practices and practice in-
spection by supervisors and local authorities.
Additionally, the MoH adopted a methodology
for developing clinical practice guidelines
(CPGs) in 2008 that includes prioritization of
CPG topics, formation of CPG development
working groups, coordination of reviews and
approval mechanisms, and delineation of roles
and responsibilities of key stakeholders. An
expert group on developing CPGs through
an evidence-based medicine approach was
established by the MoH in November 2013.
The group consists of six experts with a rotat-
ing chair and reports to the Deputy Minister
for Health Services. It meets regularly a few
times each month.
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The Centre for Evidence-based Medicine is
based at TSMU. CPG development meth-
odology is based on the internationally ac-
cepted Appraisal of Guidelines for Research
and Evaluation (AGREE) instrument. A 2012
study conducted by the USAID-funded Quality
Health Care Project assessed the coordination
of evidence-based medicine and CPG devel-
opment at health-administration level (health
systems) and its integration into medical edu-
cation programmes and service-delivery level
(points of care). Approximately 100 physicians
from the TSMU, tertiary centres and PHC facili-
ties were surveyed. Using a five-point Likert
scale, respondents assessed the integration
of evidence-based medicine at system level
(including, for example, coordination of its
introduction and development at the MoH) at
2.4; integration into the education system was
rated 2.3 and health-facility level 2.5.

The Centre for Evidence-based Medicine plays
a central role in the working group responsible
for updating the essential drug list, but this
process is not linked to the development and
update of CPGs, which are usually created
under different procedures.

The MoH is seeking to improve the quality of
PHC through donor-supported projects, such
as the WHO standards of evidence-based med-
icine that have recently been introduced in
seven maternity wards. The USAID/ZdravPlus
project, the Swiss Agency for Development
and Cooperation/Sino and the German Society
for International Cooperation are working to
develop clinical standards and protocols for
family medicine.

Despite progress in clinical guidelines devel-
opment, acceptance of the need to improve is
widespread and CPGs need to be integrated
into the daily practice of the health workforce
at all levels.

3.2.3.2 Research

The TSMU and the Tajik Institute for Post-
diploma Vocational Training of Medical Staff
are active in research. Research activities are

coordinated by the Department for Medical
and Pharmaceutical Education, Science and
Human Resources Policy at the MoH, many of
them linked to international agencies.

3.3 Financing and incentives

3.3.1 PHC financing and expenditure
The Government adopted in 2006 a decree
(No. 25 of 3 April 2006) on strengthening PHC
by means of separating the PHC funds flow
from secondary health care level and shifting
the funding balance from hospitals towards
PHC facilities. A joint decree of the MoH and
Ministry of Finance on improvement of man-
agement and financing systems in PHC facili-
ties in pilot districts (No. 609 of 25 December
2006) followed; this was rolled out throughout
the whole country in 2008.

An attempt to introduce a new health service
purchasing mechanism at PHC level — capita-
tion —was launched in 2007 within the frame-
work of the national health sector financing
strategy for 2005—2015. It was introduced only
partially: per capita purchasing of health ser-
vices at PHC facilities applied only to unse-
cured budget-line items such as utility costs,
travel and drugs, but the greatest proportion of
health facilities’ expenditure (88-90%, accord-
ing to MoH financial reports) is associated with
personnel wages, which emerge from secured
budget-line items. This partial capitation was
introduced countrywide by the end of 2010.

Work on introducing full capitation at PHC
level (inclusive financing of all health facility
costs) started in pilot districts in 2013 within
the framework of a joint decree of the MoH and
Ministry of Finance (No. 98/25 of 28 February
2013). A virtual analysis was conducted during
March 2013 in the framework of the existing
budget of health care facilities to introduce
complete per capita financing in two cities
of Sughd oblast (Kairakum and Istaravshan).
A detailed analysis of all PHC health care fa-
cilities in Sughd oblast was carried out in
May 2013, based on another joint decree (No.
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237/49 of 24 April 2013), and full capitation
was scaled-up for the whole Sughd oblast
(without any increase in funding) during the
second half of the year. The MoH and Minis-
try of Finance aim to work on developing a
national standard for planning PHC facilities’
expenditure based on capitation, but the for-
mal purchasing mechanism will be improved
in the meantime.

3.3.2 Financial incentives

3.3.2.1 Payment mechanisms

To improve the quality of, and access to, health
services, the MoH will pilot an additional new
purchasing mechanism offering financial in-
centives to PHC medical personnel; it is called
performance-based financing and is supported
by the World Bank. A coordination committee
was established under the MoH to develop
and implement the project. A draft package
of indicators was created, based on which
the quality of health services at PHC facilities
would be assessed and incentives offered
relative to performance. The aim is to pilot
the developed methodology and package of
indicators in PHC facilities in Spitamen rayon
of Sughd oblast during 2014. It will then be
implemented in eight rayons during five years,
with the Government taking over the initiative
if results are positive.

3.3.2.2 Income levels
The Government recognized that wages for
health workers at PHC level were low so de-

3. PHC in Tajikistan: Health system context

cided in 2009 to increase them through the
regulation on strengthening PHC. Family
practitioners’ wages consequently achieved
parity with those of inpatient doctors by 2013,
reaching around US$ 123 to US$ 153 per month
(Table 13). The same trend could be observed
for the salaries of nurses operating at PHC
level, but wages for health workers remain very
low compared to other sectors of the economy,
despite the Government's repeated efforts to
increase salaries in recent years. Becoming a
physician or FD is therefore not very enticing
from a financial perspective, and low salaries
do not help to raise the low status of health
professionals in relation to other professions
(40). Doctors and nurses frequently take sev-
eral additional positions in the health sector
or elsewhere (such as agriculture or working
with an international NGO) to earn additional
income. They also rely on informal payments
and in-kind contributions.

3.3.3 Financial access to health

Public health expenditure remains low in Ta-
jikistan (27.7% of total health expenditure in
2012) despite slight growth between 2007
and 2011. Consequently, private expenditure
represents the highest share of total health
expenditure, with out-of-pocket payments
reaching 62.5% in 2012 (approximately one
third of which (28%) was expenditure on
pharmaceuticals). Access to health services
remains limited despite Government efforts
over the last decade.

Table 13. Estimated gross monthly incomes (2013)

Professional group Estimated average gross income per month (USS)

FD/GP
PHC nurses
Inpatient doctors

Inpatient nurses

Source: MoH data, 2014.
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The MoH introduced a basic benefit package
in 2012 to ensure equal access to health ser-
vices and formalize unofficial payments. Pen-
sioners over 80 years, veterans and casualties
of the Great Patriotic War, disabled children
under 18 and children under 1 year are among
the beneficiaries, based on their social status.
The package was piloted in two rayons in
2004 and had expanded to eight by 2009 (43).
It has been revised three times in response to
a survey evaluating trends in patient financial
burden and was expanded in 2014 to a further
eight rayons; it is expected to be rolled out to
the whole country in upcoming years.

The Government adopted a decree on the
procedure of health service provision in pub-
lic health facilities in 2008 which determines
the types of health services provided for free
and those that require copayments (made by
the public). Initially it was envisaged that the
decree would be applied to all types of health
services, but it was implemented initially only
in relation to laboratory, diagnostic, dental and
high-technology services. The measure was
nevertheless rolled out across the country in
2010. It should be noted that the copayments
policies for this decree and the basic benefit
package are not consistent.

The MoH conducted four waves of study be-
tween 2007 and 2013 to identify the financial
burden on the population. Findings showed a
mixed picture of basic benefit package impact
on patients’ financial burden at hospital level.

The proportion of patients who paid out of
pocket decreased in pilot areas after its intro-
duction, but payments doubled. Implementa-
tion of the basic benefit package also reduced
the proportion of patients who paid at hospital
level, but the overall financial burden remains
high. This situation has arisen because the
copayment scheme introduced with the basic
benefit package only partially replaced the
entire amount of unofficial payments.

Tajikistan employs a national essential drug
list and formulary that is largely consistent
with WHO exemplars. Access to quality medi-
cines, particularly at outpatient level, is still
limited and represents the main source of
out-of-pocket expenditure (44). Indeed, out-
of-pocket purchases of medicines is growing
and currently represents 94% of all out-of-
pocket money spent on health care. VAT of
around 29% on average was introduced on
medicines in 2012.

3.4 PHC service delivery

3.4.1 National data on utilization and
provision of services

The health care system traditionally has fo-
cused on the development of hospitals. Links
between primary and secondary care in rela-
tion to the sequence of treatment and distri-
bution and screening of patients in primary
care are weak (29).

Table 14. Key indicators of utilization of PHC services®

e T

Number of patient contacts with FDs/DPs per 1 000 population per year 4.2
Number of referrals made by FDs/DPs to medical specialists (per 1 000 patient contacts) Up to 300
Number of hospital admissions from GPs (per 1 000 patient contacts) Up to 200
Number of drug prescriptions by GPs (per 1 000 patient contacts) n.a.

aThe PCET survey among FDs/DPs and nurses also considered the frequency of contacts: the results are presented

in Chapter 4.
Source: MoH interview, 2012.
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The MoH has started to restructure primary
care, supported by funds and expertise pro-
vided by the Regional Office, the World Bank,
the Swiss Agency for Development and Co-
operation and the Asian Development Bank.
Primary care reform pilots are underway in
eight regions across three areas.

The average number of patient visits to pri-
mary care facilities and PHC staff in 2009
was 4.2 per (Table 14). There are no detailed
statistics about referral from FDs, but it is as-
sumed that about one third of their patients
are referred (equivalent to between 150-200
patients per 1000 patient contacts).

Data on drug prescriptions and use of medi-
cines at PHC level are scarce. Expenses for
purchase of medicines declined significantly
after the proclamation of independence in
1991, but the cost of pharmaceuticals, most
of which are imported, has increased substan-
tially since then. The list of essential medi-
cines introduced in 1994 is regularly reviewed
but does not adequately provide medical fa-
cilities with all the necessary pharmaceutical
supplies. The latest list of essential drugs,
approved in September 2007, includes 282
named medications and 14 types of medical
goods. The revised new list of essential drugs
for 2012 includes 363 types of medicines but
many pharmacists and doctors do not know
about it and do not use it.

Quality control of medicines is insufficient, so
many fake and counterfeit drugs and medi-
cines of poor quality come into circulation.
Poor availability of medicines has led people
to rely on unsafe self-medication and some
have turned to traditional healers.

FDs allocate 10—15 minutes per patient ex-
amination. In contrast to district doctors, FDs
visit patients at home, providing preventive
advice when appropriate. Current FD patient
list sizes are above the national average of
1500 people, which could be explained by a
shortage of FDs.

3. PHC in Tajikistan: Health system context

Information on the provision of PHC services
based on FD, DP, PHC nurse and patient sur-
vey responses are presented in Chapters 4-6.

3.5 Current issues and plans for
PHC

The national health strategy for Tajikistan,
covering 2010-2020, confirms the strengthen-
ing of PHC as one of the main pillars of the
provision of health services. Although much
of the necessary fundamental work has been
completed over the last decade, implemen-
tation of reform has generally been slow. A
number of issues affects the ongoing reform
process and implementation of family medi-
cine at PHC level.

One of the most serious challenges mentioned
by almost all experts in this area is the lack
of financial resources, coupled with lack of
human resources for PHC: these are seen as
the key barriers to fully implementing PHC re-
forms. There is a need for 5000 family doctors
and 1000 family nurses, but young graduates
are reluctant to specialize in family medi-
cine due to the still relatively low salaries (in
comparison to other specialties and profes-
sions in other sectors) and the rather difficult
working conditions, especially in rural areas,
where support from team members is weak
and infrastructure and equipment outdated
or insufficient.

The sector is underfunded, with the lowest
per capita spending on health in the European
Region. Serious governance issues associated
with the lack of funding include marked dis-
parities in the level of health care expenditure
across regions and rayons beyond the typical
rural-urban divide. As a consequence, the pro-
vision of PHC varies in relation to availability
of health staff, infrastructure, user fees and,
accordingly, quality of care —which leaves part
of the population of Tajikistan underserved. In
addition, oversized hospital structures still cre-
ate barriers to necessary investment in PHC.
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In some ways, decisions made at national
level are difficult to translate into the frag-
mented and decentralized budget system, in
which local rayons and regions that are often
not involved in the central decision-making
process have the last say. This is also an is-
sue for stakeholders working at the front line,
with weak representation of FDs and nurses
at policy level and their inability to take part
in decision-making processes in a structured
way. Experience in many countries has shown
that empowering these groups results in bet-
ter decisions and increases health workers’
motivation to deliver improved services to
the population.

Experts also called for further improvement
of PHC in relation to quality of care, linked
closely to lack of human resources, qualifica-
tions of health workers, lack of investment in
health facilities and infrastructure and insuf-
ficient equipment available for FDs and nurses.
PHC doctors and nurses need the means and

equipment to provide the quality of services
demanded by the population to inspire their
trust in PHC and dissuade them from bypass-
ing PHC by accessing hospital care directly.
Chapters 4 and 5 provide a good overview of
the available resources in the pilot rayons for
this study and show clearly that improvement
is needed.

Finally, financial and physical access to PHC is
still an issue in Tajikistan. Informal payments
persist in some regions despite the introduc-
tion of a basic benefit package and official
copayments, particularly in regions where
financial incentives and wages for doctors are
lowest. Patients delay or do not seek medical
care because copayments are too high. Physi-
cal access to PHC facilities is still of concern,
especially in the very remote mountainous
regions of the country, mostly because road
conditions are poor and public transport is not
available. Whole villages are cut off during the
winter season.
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4. THE POSITION OF FDs AND DPs IN

4.1 Results of the survey

This chapter presents the results of the sur-
vey among FDs and DPs in four regions:
Sughd oblast (Spitamen, Gonchi districts and
Chkalovsk town), RRS (Tursun-zadeh, Shah-
rinau, Hissar and Faizabad), GBAO (Rushan
and Ishkashim) and Khatlon oblast (Sarband
and Khuroson). The results are based on ex-
periences and opinions of the FDs and DPs
who participated in the study. The survey
addressed the following topics: respondent
and practice characteristics; workload and
use of time; access and availability of services
to patients; various aspects of quality of care;
use of clinical information; coordination and
cooperation; available medical equipment;
and several dimensions of clinical task profiles,
including mother and child care and TB care.
Results presented in tables are broken down
by region and type of physician (FD and DP).

4.2 Respondent characteristics

The survey had a total response of 480 FDs
and DPs. Responses from the GBAO region
(10) were too few to be included in calculations
and these are not represented in the tables,
but reference to them is made in the text.

Most tables either present findings by region
or type of physician (FD or DP). A distinction is
made in some between FDs and DPs working
in urban and rural areas.

Table 15 shows that most respondents (71%)
are FDs, but the proportion of FDs in Sughd is
much smaller than in the other regions. Most
physicians in Sughdand RRS work in rural
settings, while in Kathlon region, most work
in urban areas. All participants from GBAO
region work in rural settings.

Table 16 provides key profile data on the FDs/
DPs and their practices. Almost half of FDs
and well over one third of DPs are women. The
average age is 46 years, but FDs are somewhat
younger and have a little less experience as
physicians. Practically all FDs and DPs work
with the general population, meaning they
attend to male and female patients of all age
groups. Physicians in the Sughd oblast re-
gion are older than in other regions, and rural
doctors are older than their urban colleagues
(47 and 45 years respectively, not in table).
Almost two thirds of the FDs/DPs had com-
pleted a postgraduate or retraining programme
to become a FD or are undertaking such a
programme (not in table).

Table 15. FDs and DPs by region and urbanization

FDs and DPs

FDs 88 58,3 221

DPs 77 46.7 51

Urban: 53 31.5 116
e inner city 24 14.3 62
e suburban area 3 1.8 46
e small town 26 155 8

Rural 115 68.5 168

Total 168 100.0 274

81.3 21 75.0 330 71.0
18.8 7 25.0 136 29.0
42.3 24 85.7 193 447
22.6 13 46.4 99 23.7
16.8 4 14.3 53 15.8
2.9 3 25.0 41 12.2
57.7 4 14.3 277 61.6
100.0 28 100 470 100.0
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Table 16.Summary of characteristics of FDs and DPs

Totals

Characteristics
Gender:

* male 172 52.1 85 63.0 258 54.9

e female 1568 47.9 50 37.0 212 451
Average age (years) 452 48.0 46.0
Average years working:

e asaDP 14.1 15.7 145

e asaFD 24 0.7 2.0

e as another type of doctor 2.7 5.2 3.4

® total 19.6 21.6 19.9
Patient categories:

® male 326 98.8 130 96.3 461 98.1

o female 825 98.5 132 97.8 462 98.3

e all age groups 326 98.8 135 100 466 99.1

4.3 Accessibility of care

4.3.1 Organizational access

4.3.1.1 Workload

Tables 17 and 18 show results on various as-
pects of workload. Although the average list
size of FDs is smaller (1853 patients against
1966 for DPs), it is well above the national av-
erage of 1500. The average list size in Sughd
oblast is smaller than in RRS and Khatlon. The
average number of patient consultations in the
office is relatively low (10 for FDs and 12 for
DPs), but the number of home visits relatively
high (24 per week for FDs and 22 for DPs). In

Khatlon, however, fewer home visits are made
than in the other regions. Both groups of doc-
tors work around 36 hours per week and report
spending the equivalent of a full working week
per month on professional reading, not includ-
ing hours spent searching the Internet and
attending courses (reported by 20%), which
amount to an additional 18 hours.

Forty-five per cent of FDs and 46% of DPs
report staff shortages (Table 17). The reported
shortage of FDs is largest in RRS and for PHC
nurses in Sughd. Support staff availability
seems sufficient.

Table 17. Workload of FDs and DPs and their use of time

Aspects of workload

List size (number of patients) 306
Number of patient consultations per day 330
Number of home visits per week 325
Number of working hours per week 323
Number of hours reading per month 323
Number of hours searching the Internet 61
per month
Number of hours attending courses/train- 139
ing per month
Reported staff shortages:
e FDs 97
e PHC nurses 46
e support staff 2
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Table 18. Workload of FDs/DPs and their use of time, by region

Khatlon

S | Number | Mean | Number | Mean | Number | Mean |
List size (number of patients) 167 1772 236 1 936 27 1990
Number of patient consultations per 168 15 274 98 8 119
day
Number of home visits per week 167 21.4 264 25.9 28 153
Number of working hours per week 167 36.8 261 35.9 28 35.1
Number of hours reading per month 168 36.0 274 37.0 28 33.8
Number of hours searching the Inter- 29 61 50 146 4 165
net per month
Nupgber of hours attending courses/ 47 59 112 66 20 64
training per month
Reported staff shortages:

e FDs 91 51.6 97 81.4 19 68.4

e PHC nurses 91 47.3 97 16.5 19 31.6

e support staff 91 11 97 2.1 19 0

4.3.1.2 Patients’ access and availability
of services

Patients can generally see their doctor (FDs
and DPs) the same day in each of the regions
(Tables 19 and 20). On average, about one
third of the doctors (more DPs than FDs) re-
port opening in the evening at least once per
week. Evening opening is more common in
Sughdthan RRS, but is not reported at all from
Khatlon. Khatlonis also the exception when it
comes to monthly Sunday opening: it is rather
rare there compared to Sughd and RRS, where
it is offered by around half of respondents. Dif-
ferences between FDs and DPs are small in
this respect. A telephone number for patients
to call when practices are closed is generally
available.

Sessions or clinics for all patient groups identi-
fled are more frequently reported by FDs than
DPs. Sessions for pregnant women and family
planning are most common, being reported by

at least two thirds of FDs and well over half of
DPs, and hypertension and diabetes sessions
are reported by almost 60% of FDs and almost
50% of DPs. Fewer FDs and DPs from Khat-
lon report running special sessions (except
for hypertension). Sessions for patients with
hypertension and for older people are more
frequently reported in Sughd than RRS, where
one third of respondents have no sessions at
all (a considerably greater proportion than in
the other regions).

FDs work further from district hospital loca-
tions than DPs. More than three quarters of
DPs but only two thirds of FDs work within
5 km of one. Distances are generally higher
in RRS: half of respondents there work more
than 5 km away. This represents only a small
difference in travel time, however; the district
hospital can be reached in most cases within
30 minutes, even in winter.
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Table 19. Indicators of access to practice sites

T T
e N ) B s
326 98.8 135 99.1

Aspects of patients’ access

Same-day visits possible 100.0 470
Evening opening at least once per 102 309 6 48.9 469 36.4
week ' ’ ’
Sunday opening (during day) at least 144 436 64 474 470 453
once per month
Phone number available when practice 301 919 196 933 470 919
is closed
Sessions for special patient groups:
o diabetes 191 57.9 61 45.2 348 67.5
e hypertension 197 59.7 67 49.6 348 74.1
e family planning 223 67.6 79 58.5 348 85.1
e pregnant women 236 715 77 57.0 348 88.6
e older people 158 47.9 44 32.6 348 57.2
e other 75 22.7 26 19.3 348 28.5
No 'chmcs or sessions for special 7 15 36 267 460 237
patient groups
Practice s_1tu§1ted 5 km or more from 143 433 3 237 487 357
nearest district hospital
Travel time to district hospital less
than 30 minutes:
* in winter 206 62.4 87 64.4 462 64.5
® in other seasons 42 12.7 16 11.9 99 56.5

Table 20. Indicators of access to FD/DP practices, by region

Aspects of patients’ access m
%

Same-day visits possible 168 100.0 274 98.5 28 100.0
Evening opening at least once per 167 485 274 208 28 00
week
Sunday day opening at least once per 168 53.0 274 445 28 71
month
Phone number available when practice 168 970 274 887 28 2.9
is closed
Sessions for special patient groups:
e diabetes 147 67.9 177 67.8 24 62.5
e hypertension 147 79.6 177 68.9 24 79.2
e family planning 147 89.1 177 87.6 24 41.7
e pregnant women 147 88.4 177 915 24 66.7
e older people 147 65.3 177 54.2 24 29.2
e other 147 51.0 177 136 24 0.0
No f;hmcs or sessions for special 162 93 o7 236 27 111
patient groups
Practice sltugted 5 kl'n or more from 168 226 273 498 28 00
nearest district hospital
Travel time to district hospital less
than 30 minutes:
® in winter 163 69.9 271 60.5 28 71.4
e in other seasons 29 448 64 57.8 6 100.0
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4.3.1.3 Quality improvement

Clinical guidelines, expert directives and pro-
cedures for dealing with patient complaints
are tools to improve the quality of care, while
evaluations can be used to assess the satisfac-
tion of patients and community representa-
tives. Tables 21 and 22 show results on use of
quality-improvement methods.

Three quarters of respondents have clinical
guidelines available, with FDs more heav-
ily represented. Guidelines seem to be used
frequently when available, particularly among
FDs. Availability and use is lower in RRS.

4. The position of FDs and DPs in PHC

Complaints boxes and procedures for deal-
ing with patient complaints are much more
common in FD practices. Practices in RRS
are doing more in this respect than Sughd
and Khatlon, while a complaints procedure is
absent in most practices in the GBAO region.

Evaluation methods such as patient satis-
faction surveys, community interviews and
job satisfaction interviews with practice staff
are not generally practised, but are more fre-
quently used by FDs. Sughd region is clearly
behind RRS and Khatlon in using evaluation
and feedback activities.

Table 21. Availability and use of clinical guidelines, complaints procedures and
evaluation methods in FD and DP practices

Availability of clinical guidelines

Applying clinical guidelines:

e frequently 217
e occasionally 50
* seldom/never 27
® guidelines not available 36
Having a box and a procedure for deal- o7
ing with complaints
Using evaluation methods:
* investigation of patient satisfac-
tion 158
® interviewing community repre- 138

sentatives about satisfaction with
the practice

¢ interviewing FDs, DPs and nurses 161
about job satisfaction
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Table 22. Availability and use of clinical guidelines, complaints procedures and
evaluation methods in FD and DP practices, by region

Availability of clinical guidelines

Applying clinical guidelines:

e frequently 168
e occasionally 168
* seldom/never 168
* guidelines not available 168
Having a box and a procedure for deal- 168
ing with complaints
Using evaluation methods:
* investigation of patient satisfac-
tion 167
® interviewing community repre- 167

sentatives about satisfaction with
the practice

¢ interviewing FDs, DPs and nurses 167
about job satisfaction

4.4 Continuity of care

4.4.1 Informational continuity

Keeping patients’ clinical records is a precon-
dition for ensuring quality and continuity of
care. Tables 23 and 24 suggest that patients’
records are well maintained by practically all
FDs and DPs in all regions (although slightly
less so in RRS).

Having a system for retrieval of information is
as important as having a system for storage.
The identification of specific patient groups
through, for instance, shared risk or diagno-
sis may enable the adoption of efficient ap-
proaches to monitoring and prevention. FDs
and DPs’ practice information systems seem
reasonably capable of generating such lists,
but more DPs report that the lists can easily
be retrieved. Fewer FDs and DPs in the RRS
region find that lists can easily be made from
their medical files.

Computers are barely used throughout the
country, with 87% of doctors indicating that
they do not use a computer (computer-use
among FDs is even rarer than among DPs).

e | s | o
e I e B e B
168 81.6 274 73.4 28 86.7

72.0 274 51.1 28 75.0
7.7 274 20.4 28 10.7
42 274 11.7 28 0.0

16.1 274 16.8 28 143

66.1 274 79.6 28 60.7

19.8 274 665 28 64.3

162 274 453 28 64.3

26.9 274 49.6 28 64.3

Regional differences are apparent, with 95%
of respondents in Sughd indicating that they
do not use a computer compared to 85% in
RRS and 68% in Khatlon. If a computer is used
at all, it is most often for searching medical
information on the Internet. Seven out of 10
respondents in the GBAQO region indicate that
they use a computer.

Exchange of information between FDs/DPs
and medical specialists and hospitals about
patients who are referred or hospitalized is
a core element of continuity of care. Referral
letters can play an important role in exchange
processes. Almost 80% of respondents indicate
that they use referral letters for all referred
patients, with DPs doing slightly better. Rou-
tine use of referral letters is lower in RRS than
Sughd and Khatlon. In relation to receiving
information from medical specialists after
treatment in secondary care is complete, only
one third of respondents (more FDs than DPs)
indicate that they (almost) always receive it
in reasonable time. Transfer of information is
better in Khatlon region, where it is almost
twice as high as Sughd and RRS.
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Table 23. Availability and use of clinical information and use of computers, by

FDs and DPs

Topics

Keeping patients’ records:
e routinely for all contacts 303 91.8 122 90.4 470 91.5
e unless it is too busy 18 55 6 4.4 470 5.1
e for frequent patients only 6 1.8 1 0.7 470 15
e except for minor complaints 35 10.6 10 7.4 470 9.6
E_asy to generate a hgt of patients by 208 691 107 793 470 723
diagnosis or health risk
Using the computer for:
et o | 8| 26 | 5 | a1 | am |
b & 7 21 4 3.0 470 24
¢ medicine prescriptions 2 409 ! e Y -
* keeping patients’ medical records 2 15 . g IO o
o writIi)n grgferral letters 6 18 4 Sy Y 21
. search%n medical information 27 e 14 s Y e
: g 296 89.7 110 81.5 470 87.4
® not using a computer
Usglg referral letters for all referred 259 785 110 815 470 79.4
patients
(Almost) always receiving information
from specialists after completion of 118 35.8 40 29.6 470 34.3
treatment

Table 24. Availability and use of clinical information and use of computers, by

region

Topics

Ke.efr’;ft’iﬁzlt;ef‘faﬁ‘zi‘zf; y 168 97.0 274 872 28 100.0
o unless it is too busy 168 3.6 274 5.8 28 7.1
e for frequent patients only 168 0.6 274 15 28 71
- A 168 2.4 274 14.2 28 7.1
e except for minor complaints
Efasy to generate a 11§t of patients by 168 911 074 580 28 100.0
diagnosis or health risk
Using the computer for:
e booking appointments
. Writinggbil}f:/ﬁnancial administra- 182 o el 239 2 e
ton 168 0.6 274 2.6 28 10.7
e medicine prescriptions i 0.6 274 0.7 28 0.0
® keeping patients’ medical records e 2 27 248 2 up
e writing referral letters i o 274 e 28 71
e searching medical information i o 274 12.4 28 143
) 168 94.6 274 85.0 28 67.9
® not using a computer
Us1pg referral letters for all referred 168 940 274 69.0 28 9.9
patients
(Almost) always receiving information
from specialists after completion of 168 33.9 274 31.8 28 60.7
treatment
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4.5 Coordination of care

4.5.1 Cohesion within PHC

Table 25 provides information on medical staff
working in the same premises as the respond-
ing FD/DP. A large majority of FDs/DPs work in
premises with several other physicians, with
only a few DPs and very few FDs working solo.
Two FDs/DPs working exclusively in the same
building is also uncommon: most (71 %) work
in the same building with other FDs/DPs and
medical specialists, most commonly dentists,
gynaecologists, surgeons, ear, nose and throat
specialists and ophthalmologists (not in table).
On average, six FDs/DPs work in the same
premises with eight medical specialists.

Tables 26 and 27 show information about other
disciplines working in the practice.

More than 80% of FDs work with retrained
PHC nurses, in contrast to DPs, only 42% of
whom report doing so. Doctors in RRS work
more often with retrained nurses (79%) than
their colleagues in Sughd and Khatlon. Most
FDs and DPs also work with (non-retrained)
practice nurses. DPs work more frequently
with midwives or birth assistants, although
retrained nurses may to some extent substitute
for midwives. Working with pharmacists is
much less common, but is found more com-
monly among DPs.

Table 25. Medical staff working in the practice or centre, by region

Working in the same

practice/centre

FDs working solo 0 0.0 7
DPs working solo 8 10.4 6
Two FDs/DPs working

in the same building L i e
Three or more FDs/DPs

working in the same 168 20.8 274
building

FDs/DPs and medical

specialists working in 168 72.0 274

the same building

Only medical special-
ists working in the 168 3.0
same building

274

43
I 7 e e e e

Total number of FDs/

DPs worklng with 53 0-15 68
respondent in the same

building

Total number of medical

specialists working 6.4 0-46 87

with respondent in the
same building

3.2 0 0 330 2.1
11.8 0 0 135 10.4
10.2 28 3.6 470 7.0
131 28 14.3 470 15.9
69.7 28 82.1 470 71.3

470

0-47 8.1 0-47
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Table 26. Other disciplines working in the practice or centre, by FD and DP

Other disciplines

PHC practice nurses 266 80.6 57 42.2 480 69.4
Practice nurses (non-retrained) 277 83.9 123 91.1 480 85.7
Midwife/birth assistant 226 68.5 117 86.7 480 73.8
Pharmacist 33 10.0 27 20.0 480 13.0
Other 20 6.1 4 3.0 480 5.1

Table 27. Other disciplines working in the practice or centre, by region

Khatlon
Other disciplines
PHC practice nurses 168 56.0 274 78.8 28 57.1
Practice nurses (non-retrained) 168 76.2 274 90.5 28 96.4
Midwife/birth assistant 168 71.4 274 72.6 28 100.0
Pharmacist 168 13.7 274 13.9 28 0.0
Other 168 1.2 274 7.7 28 3.6

Most respondents have regular meetings with so have more intensive cooperation with them
other medical and nursing staff, as shown in than FDs. Interregional differences are modest,
Tables 28 and 29. More FDs report frequent although Sughdis behind RRS and Khatlon in
meetings, particularly with colleagues and relation to frequent meetings involving FDs/
nurses. DPs work more often with midwives DPs, midwives and pharmacists.

Table 28. Face-to-face meetings of FDs and DPs with other PHC workers

Face-to-face meeting at least once

per month with

Other FDs/DPs 297 90.0 94 69.6 478 84.6
PHC nurse(s) 298 90.3 97 71.9 473 86.0
Midwife/birth assistant(s) 206 62.4 90 66.7 470 65.0
Pharmacist(s) 71 215 23 17.0 463 21.0

Table 29. Face-to-face meetings of FDs and DPs with other PHC workers, by
region

Face-to-face meeting at least once Khatlon

per month with m %

Other FDs/DPs 167 83.8 273 84.2 28 92.9
PHC nurse(s) 164 80.5 271 88.2 28 96.4
Midwife/birth assistant(s) 165 55.2 267 68.5 28 89.3
Pharmacist(s) 167 32 268 29.9 28 3b.7
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4.5.2 Contact with other care levels
and the community

As Tables 30 and 31 show, the frequency of
FDs/DPs seeking advice from medical special-
ists is generally high, with little differences
between FDs and DPs. Fewer FDs “sometimes”
or “frequently” ask for advice from paediatri-
cians and internists, however; this could be
explained by the retraining programme in
family medicine aiming, among other things,
to enable FDs to substitute (to some extent)
for tasks traditionally provided by these two
specialties. Fewer FDs/DPs in RRS report seek-
ing advice from medical specialists than those
in Sughd and Khatlon.

Data presented in Table 30 suggest that the
family physicians surveyed do not have suf-
ficient knowledge in the fields of, for instance,

paediatrics, gynaecology and ophthalmology,
so seek advice frequently. Tables 32 and 33
present the number of patients referred by FDs
and DPs to medical specialists in the four-week
period prior to completing the questionnaire.

The number of referrals is not high. The aver-
age referral rate of FDs (5.5%) is higher than
that among DPs (4.2%), but variation within
both groups is considerable. On average, FDs
report more referrals to gynaecologists than
DPs, but the opposite is true for referrals to
internists. Referrals are higher in RRS than in
Sughd and Khatlon (referral rates reported by
the 10 respondents from GBAO are lower than
in the other regions). It should be noted that
self-referrals and other bypasses of primary
care are not included in these figures.

Table 30. Consultation and advice between FDs and DPs and medical specialists

“Frequently” or “sometimes”
asking advice from m o
Paediatrician(s) 233 70.6 115 85.2 465 75.5
Internist(s) 247 74.9 120 88.9 467 79.4
Gynaecologist(s) 309 93.6 128 94.8 470 941
Surgeon(s) 299 90.6 127 94.0 469 €19
Neurologist(s) 304 92.2 130 96.3 469 93.6
Dermatologist(s) 279 85.4 113 83.7 464 86.0

Table 31. Consultation and advice between FDs and DPs and medical specialists,

by region

“Frequently” or “sometimes”
asking advice from m %
Paediatrician(s) 165 84.2 272, 68.0 28 96.4
Internist(s) 165 84.2 274 75.9 28 85.7
Gynaecologist(s) 168 100.0 274 90.9 28 89.3
Surgeon(s) 167 95.8 274 89.1 28 96.4
Neurologist(s) 167 98.2 274 90.5 28 96.4
Dermatologist(s) 162 92.0 274 81.0 28 100.0
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Table 32. Self-reported number of patients referred by FDs and DPs to medical
specialists during the previous four weeks

1.2

Paediatrician 0-18 1.2 0-10 1.2 0-18
Internal diseases specialist 14 0-20 1.9 0-45 1.5 0-45
Gynaecologist 1.6 0-21 11 0-14 15 0-21
Surgeon 1.1 0-20 0.9 0-20 11 0-20
Neurologist 1.6 0-30 15 0-12 1.6 0-30
Dermatologist 0.6 0-10 0.5 0-10 0.6 0-10
Ear, nose and throat specialist 0.8 0-12 0.6 0-10 0.7 0-12
Ophthalmologist 0.9 0-20 1.0 0-42 0.9 0-42
Other specialty 0.9 0-22 0.6 0-8 0.8 0-22
I NS N

Total referrals per four weeks 10.9 9.9 9.8
Soponed s spacenagectal | o

#These self-reported referral rates should be taken as indicative only.
PFDs:10 consultations per day =200 per month, 100/200x10.9=5.5%.

°DPs: 11.9 consultations per day = 238 per month, 100/238x9.9=4.2%.

dTotal: 10.5 consultations per day = 210 per month, 100/210x9.8=4.7%.

Table 33. Self-reported number of patients referred by FDs/DPs to medical
specialists during the previous four weeks, by region

Patients referred to specialists Khatlon

Paediatrician ( 01716 8) 168 ( 017;) 5) 274 ( 8451) 28
Internal diseases specialist ( O(if 0) 168 (0:75) 274 (02:27 4) 28
Gynaecologist ( 017;1 a) 168 ( 01725 1) 274 (017'270) 28
Surgeon 0.9 0-7 1.2 0-20 0.7 04
Neurologist 15 0-30 1.7 0-20 1.0 0-5
Dermatologist 0.7 0-6 0.5 0-10 0.4 0-10
Ear, nose and throat specialist 0.8 0-8 0.7 0-12 0.5 0-10
Ophthalmologist 0.8 0-20 1.0 0-42 0.8 0-20
Other specialty 04 0-6 11 0-22 0.5 0-4
I N
Total referrals per four weeks 8.98 10.45 8.79
Sepotad lemlaseperemamectal | o

aThese self-reported referral rates should be taken as indicative only.
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Table 34. FD and DP connections with the community

Regular meetings with

Local authorities 274

Community/social workers 221

Table 35. FD and DP connections with the community, by region

Regular meetings with

Khatlon

Local authorities 168

Community/social workers 168

DPs maintain better connections with the
community. Regular meetings with local au-
thorities are reported by 88% of DPs but only
42% of FDs (Table 34). Regular meetings with
social/community workers are reported by 64%
of FDs and 78% of DPs. Differences between
regions are modest (Table 35).

4.6 Comprehensiveness of care

4.6.1 Practice conditions

FDs and DPs were asked whether health edu-
cation materials, such as leaflets and posters,
are displayed and available in the waiting room
of their practice. Results are shown in Tables
36 and 37. Most respondents report having a

84.4 274 83.6 28 92.9

64.2 274 70.1 28 75.0

wide range of health education materials avail-
able, with over 90% displaying information on
healthy diet, sexually transmitted infections
(STIs), vaccinations and contraception and
over 80% on cardiovascular disease, smok-
ing cessation, diabetes and self-treatment of
colds and coughs. Gaps relate to information
materials on obesity (reported as available in
only two thirds of practices) and social services
(fewer than half).

FDs report better availability of materials on
two topics: obesity and self-treatment of colds
and coughs. Availability is lower in RRS than
in Sughd and Khatlon, particularly for obesity,
diabetes, self-treatment of colds and coughs
and social services.
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Table 36. Availability of health education materials for patients in waiting rooms

of FDs/DPs
Available health education
materials
Cardiovascular disease risks 285 86.4 122 90.4 470 87.2
Healthy diet 326 98.8 131 97.0 470 98.3
Smoking cessation 287 87.0 118 87.4 470 87.3
Obesity 218 66.1 65 48.1 470 61.3
Diabetes 280 84.8 118 87.4 470 86.7
STIs 323 97.9 132 97.8 470 97.9
Vaccinations 326 98.8 133 98.5 470 98.7
Contraception 325 98.5 133 98.5 470 98.5
Self-treatment of colds and coughs 295 89.4 139 421 470 88.7
Social services 139 421 48 35.6 470 40.9
Average material available 85.0% 78.3% 84.4%

Table 37. Availability of health education materials for patients in waiting rooms
of FDs/DPs, by region

Available health education
materials m %
Cardiovascular disease risks 168 96.4 274 81.4 28 89.3
Healthy diet 168 99.4 274 97.8 28 96.4
Smoking cessation 168 91.1 274 84.7 28 89.3
Obesity 168 70.2 274 55.6 28 64.3
Diabetes 168 97.0 274 78.1 28 92.9
STIs 168 97.6 274 97.8 28 100.0
Vaccinations 168 994 274 98.2 28 100.0
Contraception 168 994 274 98.2 28 96.4
Self-treatment of colds and coughs 168 96.4 274 82.8 28 100.0
Social services 168 458 274 368 28 60.7
Average material available 89.2% 81.0% 88.9%

4.6.2 Medical equipment

FDs and DPs were asked to indicate which
items of medical equipment from a list of 30
they had at their disposal. Table 38 and Fig.
10 show that FDs (with on average 19 items
from the list) are clearly better equipped than
DPs (14). Marked differences can be observed
between the regions (Table 39 and Fig. 11).
Practices in Sughd are poorly equipped, with

an average of only 13 items, but the situation is
much better in RRS, with 20 items on average.
Khatlon is best equipped, the average number
of items in that region being 24. It should be
noted that this only provides an indication of
the quantity of equipment as reported by FDs
and DPs; it does not offer information about
the quality of the equipment and whether it
is ready to be used effectively.
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In relation to individual items, stethoscopes, all regions). The 25 other items are less widely
thermometers and tongue depressors are al- available in at least one of the regions. Fewer
most universally available, and tape measures than 30% of FDs/DPs have access to a car for
and infant scales are widely available (in at home visits.

least three quarters of the FD/DP practices in

Table 38. Items of practice equipment available to FDs and DPs

90

Number of items

15 or fewer 92 27.9 66.7 184 52.4
16-20 79 239 16 11.9 96 216
21-25 116 35.2 18 13.3 136 36.8
26-30 43 13.0 11 8.1 54 24.9
Total 330 100.0 136 100.0 470 100.0

Average number of items available

(from list of 30) 19.0 13.7 175

Table 39. Items of practice equipment available to FDs/DPs, by region

67

Number of items

15 or fewer 116 69.0 245 1 3.6
16-20 31 185 64 234 1 3.6
21-25 17 10.1 109 39.8 10 36.7
26-30 4 24 34 12.4 16 57.1
Total 168 100.0 274 100.0 28 100.0

Average number of items available

(from list of 30) 12.9 19.6 248
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Fig. 10. Practice equipment for FDs and DPs (%)
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Fig. 11. Available practice equipment by regions for FDs and DPs (%)
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The availability of microbiological labora- quarter report likewise for X-ray facilities.
tory services and diagnostic X-ray facilities The situation is more favourable for FDs for
in primary care is poor (Tables 40 and 41). both diagnostic facilities but is particularly
Almost one third of FDs/DPs report that mi- concerning in Sughd, with 60% having no or
crobiological laboratory services are not or poor access to laboratory services and 45% no
are insufficiently available and almost one or poor access to X-ray.
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Table 40. FDs and DPs’ access to laboratory services and X-ray facilities

Availability of microbiological labora-
tory services:

fully available in practice or building 86 26.1 25 185 470 24.5
fully available outside practice or 161 48.8 45 33.3 470 44.0
building

not or insufficiently available 83 25.2 65 48.1 470 31.5
Availability of X-ray facilities:

fully available in practice or building 113 34.2 58 43.0 470 37.0
fully available outside practice or 150 455 39 28.9 470 40.6
building

not or insufficiently available 67 20.3 28 28.1 470 22.3

Table 41. Access of FDs and DPs to laboratory and X-ray services, by region

Type of service and degree of Khatlon

Availability of microbiological labora-
tory services:

fully available in practice or building 168 28.0 274 19.0 28 57.1

fully available outside practice or 168 12.5 274 65.7 28 214

building

not or insufficiently available 168 59.5 274 15.3 28 214

Availability of X-ray facilities:

fully available in practice or building 168 40.5 274 33.6 28 50.0

fully available outside practice or 168 14.9 274 56.2 28 42.9

building

not or insufficiently available 168 446 274 10.2 28 7.1
The ability of FDs, DPs and nurses indepen- performed tests in practices are urine protein,
dently to perform laboratory tests is also rel- haemoglobin and blood sugar tests (respec-

evant to this area (Tables 42 and 43). Skills tively reported by 49%, 49% and 43% of FDs/
levels are generally low. The most regularly DPs).

Table 42. Available skills to perform laboratory tests in FD and DP practices

Skills in testing for
I N e T s

Haemoglobin 179 54.2 50 37.0 470 49.2
Leucocyte count in blood 76 23.0 18 183 470 20.2
Blood sugar 172 521 29 221 470 43.0
Leucocyte count in urine 73 22.1 22 16.3 470 20.6
Protein count in urine 185 56.1 45 33.3 470 494
Helminth-eggs count in faeces 68 20.6 20 14.8 470 19.4
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Table 43. Available skills to perform laboratory tests in FD and DP practices, by
region

*ewa | o | e |
e B e B e B
168 39.3 274 57.3 28 28.6

Skills in testing for

Haemoglobin

Leucocyte count in blood 168 14.3 274 24.8 28 10.7
Blood sugar 168 345 274 50.0 28 25.0
Leucocyte count in urine 168 20.2 274 212 28 17.9
Protein count in urine 168 45.2 274 51.56 28 53.6
Helminth-eggs count in faeces 168 25.0 274 17.9 28 0.0

4.6.3 Health service delivery

4.6.3.1 Clinical task profiles

Three elements of FDs and DPs’ clinical task
profiles are distinguished: their role as first
contact for patients’ health problems; the pro-
vision of medical-technical procedures; and
the treatment and follow up of diseases. Each
task has been measured by means of lists of
items which together indicate FDs and DPs’
degree of involvement (details of the methodol-
ogy are provided in Chapter 1).

The first-contact role was measured with 18
items reflecting a variety of health problems
of men, women and children, and had a maxi-
mum score of four. FDs/DPs could indicate
whether their patients would address them
with these problems either “(almost) always”,
“usually”, “occasionally”, “seldom/never” or
“do not know". Fig. 12 and 13 summarize the
results, with more detail provided in Table
A2.1 (Annex 2). Percentages refer to FDs/DPs
who estimated that they would be “(almost)
always” or “usually” be the doctor of first con-

tact; percentages in brackets are those who
responded “occasionally”.

FDs’ role in first contact is no stronger than that
of DPs: their scores are equal. Examination of
individual items reveals that FDs report lower
involvement in three of four items on health
problems of children and equal involvement
on the remaining item. FDs are more involved
in three of the five items on women'’s health
problems, but are only marginally more in-
volved than DPs if non-medical problems (such
as relationship problems and issues related to
work) are considered. FDs and DPs in Sughd
have a stronger role in first contact with health
problems than those in RRS and Khatlon.

An additional question (not in the table) asked
whether FDs and DPs are available to provide
palliative care (including management of pain)
for patients with cancer. Approximately one
third answered that they are “(almost) always”
or “usually” involved in these activities (40% in
Sughd region, 37% in RRS and 32% in Khatlon).
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Fig. 13. FDs and DPs’ clinical tasks profile, by region
4.0
3.5
3.0
B sught
25 M rrs
B Khatlon
2.0
1.5
1.0

First-contact score Treatment score

Tables 44 and 45 list eight activities, including
screening, specific examinations and rehabili-
tation. FDs and DPs are heavily involved in
these activities, with the exception of screen-

Medical-technical
procedures

ing for cervical and breast cancer. FDs are more
involved in six of the activities, and FDs/DPs
in the Sughd region more so than those in the
other regions.

Evaluation of the structure and provision of primary care in Tajikistan _



4. The position of FDs and DPs in PHC

Table 44. FDs and DPs’ involvement in activities for specific groups

Involvement in

Examination/screening for STIs 266 80.6 98 72.6 470 78.3
Examination/screening for HIV/AIDS 264 80.0 100 74.1 470 78.3
TB examination/screening 282 85.5 108 80.0 470 84.1
Influenza vaccination for high-risk 264 800 %4 696 470 770
groups

Rehabilitation care 242, 783 85 63.0 470 70.2
Examination/screening of children in 303 918 195 9.6 470 9.1
schools

glczrmcal cancer examination/screen- ® 279 2 237 469 271
Breast cancer examination/screening 140 42.4 41 304 470 39.2
Total coverage for specific groups 70.2% 63.3% 68.2%
(range 0-100%) “r o o

Table 45. FDs and DPs’ involvement in activities for specific groups, by region

Khatlon

Involvement in:

Examination/screening for STIs 168 82.1 274 75.9 28 78.6
Examination/screening for HIV/AIDS 168 82.7 274 75.2 28 82.1
TB examination/screening 168 89.3 274 79.6 28 96.4
Influenza vaccination for high-risk 168 780 274 763 28 786
groups

Rehabilitation care 168 75.6 274 69.7 28 42.9
Examination/screening of children in 168 959 274 909 28 857
schools

iCr):z]rvmal cancer examination/screen- 167 38.9 274 293 28 36
Breast cancer examination/screening 168 53.0 274 33.6 28 10.7
Total coverage for specific groups 74.3% 65.4% 59.8%
(range 0-100%) e R o

Addressing mother and child health and re-
productive health issues is common among
FDs and DPs. All respondents usually provide
some form of family planning and contra-
ceptive services to all or most women in the
practice population. Routine antenatal care,
immunization and paediatric surveillance

are also common tasks, as shown in Tables
46 and 47.

FDs are more involved in providing these ser-
vices than DPs, and FDs and DPs in Sughd
are most heavily involved, followed by RRS
and Khatlon.
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4. The position of FDs and DPs in PHC

Table 46. Services provided by FDs and DPs to mothers and children in the
practice

Services provided to all or most

patients who need

Family planning and contraception 292 88.5 116 85.9 470 87.8
Routine antenatal care 300 90.9 115 85.2 470 89.3
Normal immunizations (for children 315 955 11 822 469 919
under 7 years)

Routine paediatric surveillance (for 312 946 112 83 470 913

children under 7 years)

Table 47. Services provided by FDs and DPs to mothers and children in the

practice, by region
m-m %

Services provided to all or most

patients who need

Family planning and contraception 168 98.8 82.8 28 71.4
Routine antenatal care 168 95.8 274 86.1 28 82.1
Normal immunizations (for children 167 %6 274 9.0 28 750
under 7 years)

Routine paediatric surveillance (for 168 952 274 905 28 750

children under 7 years)

As some respondents did not provide data
about their involvement in TB care, Tables
48 and 49 are based on information from just
over half.

FDs/DPs who answered the questions jointly
identified 580 new cases of TB in 2010, with
a minimum of one and a maximum of 50. The
mean number of new cases identified was 1.6.

Differences between FDs and DPs in involve-
ment in TB care are small, but those between
regions are somewhat larger, with relatively
more activity in RRS. Respondents from the
GBAO region, however, report a much higher
average of 9.4 new cases per FD/DP.

Table 48. TB care provided by FDs and DPs

TB care

Number of new cases identified

Number of households supervised per
day

Number of patients receiving follow-up

187
treatment

Evaluation of the structure and provision of primary care in Tajikistan _

2.2 79 26 283 2.3

2.1 61 2.0 250 2.1



4. The position of FDs and DPs in PHC

Table 49. TB care provided by FDs and DPs, by region

Khatlon

o | wumber | btean | Number | Meen | Number | aesn |
Number of new cases identified 104 1.7 142 2.2 21 1.3
Ic\ll:;nber of households supervised per 109 25 148 26 26 24
Number of patients receiving follow-up 85 16 141 23 24 23

treatment

On average, one FD/DP (or staff member)
supervises 2.5 households with a TB case
(identified in 2010) and 2.2 patients receive
follow-up TB treatment, as prescribed by a
phthysiologist (TB specialist). Fourteen per
cent are not actively involved in follow-up
TB care, but for those who are, involvement

Around three quarters of FDs and one third of
DPs have been trained to provide elements of
TB care (Table 52). Most doctors were trained
in 2008, but some had their training as long
ago as 1976. FDs and DPs in RRS and Khatlon
are more likely to be trained in TB care than
those in the Sughd region (Table 53).

most commonly takes the form of performing
daily supervision of TB drug intakes (Tables
50 and 51).

Table 50. Involvement of FDs and DPs (or their staff) in TB follow-up care

Involvement of FD/DP or staff
No patients receiving follow-up TB 89 270 48 356 439 319
treatment ’ ’ ’
LI\II;)‘C involved in activities of TB follow 31 94 29 215 495 146
Involved in:
e writing free prescriptions 57 17.3 18 13.3 235 23.0
e periodic handing over of TB drugs 83 25.2 9 101 239 25.1
e performing daily supervision of 126 38.2 38 28.1 238 39.0
intake of TB drugs

Table 51. Involvement of FDs and DPs (or their staff) in TB follow-up care, by

region

Involvement of FD/DP or staff

No patients receiving follow-up TB 167 389 244 291 28 143

treatment i ' '

Not involved in activities of TB follow

up 159 196 238 12.6 28 3.6

Involved in:
e writing free prescriptions 78 47.4 133 12.0 24 4.2
e periodic handing over of TB drugs 78 115 137 37.2 24 0.0
e performing daily supervision of 78 48.7 136 40.4 24 0.0

intake of TB drugs
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4. The position of FDs and DPs in PHC

Table 52. Training of FDs and DPs (or their staff) in TB follow-up care

T T N
e N e B s

Training of FD/DP or staff in

How to give information to the general

public on TB and TB prevention 248 75.2 52 385 479 647
The procedure to follow in case of 241 730 47 248 478 62.3
suspected TB

How to counsel TB patients 242 73.3 48 35.6 478 62.8
How to apply d.1rect1y observed treat- 244 739 48 356 479 63.0
ment of TB patients

Table 53. Training of FDs and DPs (or their staff) in TB follow-up care, by region

Training of FD and DPs(or their

staff) in

How to give information to the general 168 554 273 696 28 679
public on TB and TB prevention ' ’ ’
The procedure to follow in case of 167 515 273 678 28 679
suspected TB

How to counsel TB patients 167 52.7 273 67.4 28 71.4
How to apply dluectly observed treat- 168 518 273 67 4 28 821
ment of TB patients

FDs (or their nurses) are more frequently monitoring,are small. FDs and DPs in Sughd
involved in directly observed treatment of are more involved in activities related to TB
TB than DPs. Differences between FDs and care than those in the other regions (Tables
DPs in relation to other activities, such as 54 and 5b).

providing information, early diagnosis and

Table 54. Involvement of FDs and DPs (or their nurses) in TB-related activities

FD/DP or nurse primarily

involved in

Providing information ffmd preventing 286 86.7 114 844 470 86.2
TB among the population

Identification/early diagnosis of TB 149 452 55 407 470 440
cases

Monitoring and follow-up of at-risk 25 76.4 98 726 470 75.3
groups

D1r§ct1y observed treatment of TB 282 855 23 68.9 470 80.9
patients
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4. The position of FDs and DPs in PHC

Table 55. Involvement of FDs and DPs (or their nurses) in TB-related activities,
by region

FD/DP or nurse primarily

Providing information ffmd preventing 168 935 074 836 8 679
TB among the population

Identification/early diagnosis of TB 168 518 074 283 28 53.6
cases

Monitoring and follow-up of at-risk 168 851 074 723 28 46.4
groups

Dchtly observed treatment of TB 168 839 074 807 28 64.3
patients

The vast majority of FDs and PDs in all regions the previous 12 months for use in the wait-
confirmed receipt of new information materials ing room or distribution to patients (Tables
about TB (such as posters and leaflets) during 56 and 57).

Table 56. New information materials on TB received by FDs and DPs (or their

nurses)

T T N
TB materials

| Number | % | Number | % | Number | % |

New TB information materials re-

ceived during previous 12 months | e e L e £ pes

Table 57. New information materials on TB received by FDs and DPs (or their

nurses), by region
TB materials
| Number | % | Number | % | Number | % |

New TB information materials re-
ceived during previous 12 months

96.4 274 83.9 28 92.2

| 168
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0. NURSES AND THEIR POSITION IN

5.1 Results of the survey

This chapter presents results of the survey
among nurses working in health houses or rural
health centres with or without daily availability
of a physician. The results are based on the
nurses’ experiences and opinions. The survey
addressed the following topics: respondent
and practice characteristics; workload and
use of time; access and availability of services
to patients; various aspects of quality of care;
medical records and use of clinical information;
coordination and cooperation; available medi-
cal equipment; clinical care; mother and child
care; and reproductive health and TB care.

5.2 Respondent and practice
characteristics

A total of 299 nurses responded: 78 from
Sughd, 194 from RRS and 27 from Khatlon.

The average age was 40.3 years, ranging from
2210 63. They had been working as nurses on
average for 14 years but with a wide range of
experience, varying from just having started
to over 40 years. In relation to urbanization,
the survey considered inner cities, suburban
areas and small towns as urban (as opposed
to rural); eight nurses could not define their
working area and have been added to the
rural group.

Table 58 establishes that nursing care is usual-
ly provided by women: 89.3% of the responding
nurses are female. Most (77.6%) characterise
the place in which they currently work as rural.
Almost all work for a patient population con-
sisting of males and females of all age groups.

Table 58. Nurses, by region and urbanization

Gender:
* male 11 141
e female 67 85.9
Total 78 100.0
Average age (years) 395
Average years working as
10.2
a nurse or feldsher
Urbanization
Urban: 34 43.6
e inner city 0 0.0
e suburban area 1 1.3
e small town 33 42.3
Rural 43 55.1
Not known 1 1.3
Patients seen by nurse:
* male 78 100.0
e female 78 100.0
e all age groups 78 100.0
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14
180

194

32
26

162

185
190
189

o [ % | [ 5]

7.2 9 33.3 34 10.7

92.8 18 66.7 265 89.3

100.0 27 100.0 25 100.0
411 37.9 40.4
16.9 10.9 14.6

16.5 6 22.2 72 29.8

13.4 2 7.4 28 13.0

2.6 4 14.8 10 7.4

0.5 0 0.0 34 41.1

83.5 21 77.8 226 77.6

0.0 0 0.0 1 1.3

5.9 27 100.0 290 97.4

98.4 27 100.0 295 99.0

97.4 27 100.0 294 98.3




5. Nurses and their position in PHC

Table 59. Summary of characteristics of nurses, by region

Characteristics of

nurses

Work place:

health house

rural health centre
with daily physician
rural health centre
without daily physi-
clan

Nurses who have complet-

- 21
ed are training programme

26.9

Table 59 provides key profile data about the
nurses and their workplaces. Almost two thirds
are employed by a health house, although this
applies to only 15% in Sughd region, where
most (65.4%) work in a rural health centre
without daily availability of a physician. Re-
spondents from the other regions indicate
that most rural centres have a physician avail-
able on a daily basis. A third have completed
(31.5%) or are currently completing (3.4%) a
specialized family practice retraining course.

5.3 Accessibility of care
5.3.1 Organizational access
5.3.1.1 Workload

Table 60 provides an overview of various as-
pects of workload as reported by the partici-

66

68.6 20 74.1 165 65.4
20.1 7 2569 61 20.5
11.3 0 0.0 73 49.1
34.0 5 185 92 315

pating nurses. The average number of patient
visits per day is 8.3, home visits 32.7 per week
and working hours 37.5 per week.The nurses
spend on average 14.2 hours per month read-
ing professional journals or accessing nursing
information and another 6.6 hours on training
and attending courses.

Regional differences on reported shortages of
staff (existing for more than six months) are
substantial. Shortages of doctors are most
often cited in the RRS region (65.9%) and short-
ages of nurses in Khatlon (75.0%).
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5. Nurses and their position in PHC

Table 60. Nurses’ self-reported workload and use of time

Aspects of workload

List size (number of

. 78 1687 185
patients)
Numper of patient con- 78 101 194
sultations per day
Number of home visits 75 409 194
per week
Number of working 75 296 194
hours per week
Number of hours read- 75 167 178

ing per month

Number of hours at-
tending courses/train- 22 7.8 78
ing per month

I ==

Number reporting staff

shortages:
e doctors 21 19.0 41
® nurses 21 57.1 41
e support staff 21 23.8 41

5.3.1.2 Patients’ access and availability
of services

Patients can see the nurse on the same day
(Table 61), at least during office hours. One
fifth of the nurses reported opening in the
evening at least once per week. If practices
are closed, it is standard procedure that a
telephone number is provided for patients
who need support out of hours.

Activities or so-called patient schools for spe-
cific patient groups are available for pregnant
women (96.5%) and for providing information
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Total

1311 27 1499 290 1429
7.3 27 10.2 299 8.3
31.6 27 17.3 299 32.7
35.7 27 446 299 37.5
13.2 27 134 280 14.2
5.6 14 10.2 114 6.6
65.9 4 25.0 66 48.5
31.7 4 75.0 66 42.4
2.4 4 0.0 66 9.1

on family planning (82.6%). Special sessions
for people with diabetes and hypertension are
offered to a lesser degree and activities for
older people are far less common: just 58.7%
reported such sessions.

Table 61 shows that most nurses (79%) work
within 5 km of the nearest FD/DP practice,
although this applies to only 22.2% in the
GBAO region. Just over half indicate that the
distance to the nearest hospital is at least b
km, with those in the GBAO region again
reporting the longest distances.



5. Nurses and their position in PHC

Table 61. Indicators of access to the practice

Aspectsofpationts | Soohd | RRS | wbaton | fom |

Same day visits are pos- 78 100.0 194 985 27 100.0 299 99.0

sible

Evening opening at least 78 308 194 196 27 3.7 299 211

once per week

Sunday opening (dur-

ing day) at least once per 78 59.0 194 24.7 27 3.7 299 31.8

month

Phone number available 78 885 194 845 27 96.3 299 86.6

when practice is closed

Sessions for special patient

grf’uiibetes 74 716 100 67.0 27 25.9 201 63.2
. hvpertension 74 70.3 100 69.0 27 481 201 66.7
. fazgﬂ — 74 82.4 100 87.0 27 66.7 201 82.6
R yait Womgen 74 98.6 100 97.0 27 88.9 201 965
. I;l dg:l N 74 55.4 100 71.0 27 22.2 201 58.7

peop 74 473 100 6.0 27 0.0 201 204

e other groups

No sessions for special 78 5.1 194 474 0.0 229 32.1

patient groups

More than 5 km distance

from this practice to 74 216 190 17.9 27 407 291 21.0

nearest office with a daily

available FD/DP

More than 5 km distance

from practice to nearest 69 26.1 177 63.3 28 40.7 273 51.8

district hospital

5.3.1.3 Quality improvement differences between urban and rural nurses,

Table 62 shows use of different methods of but evaluative methods to determine the sat-
quality improvement. Complaints procedures isfaction of patients, community representa-
are more frequently reported than clinical tives and practice personnel are used more
guidelines and evaluative methods, with few in urban settings.
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Table 62. Availability and use of clinical guidelines, complaints procedures,
evaluation methods and CME

Quality improvement

Availability of clinical

guidelines 77 46.8

Applying clinical guide-
lines:

e frequently
occasionally
seldom/never
guidelines not avail-
able

78
78
78
78

3.8
1.3
43.6
51.3

Having a box and a pro-
cedure for dealing with
complaints

78 449

Using evaluation methods:
* investigation of patient
satisfaction
interviewing commu-
nity representatives
about satisfaction with
the practice
interviewing nurses
about job satisfaction

78 47.4

. 78 23.1

78 33.3

5.4 Continuity of care

5.4.1 Informational continuity

Regularly keeping nursing records of medical
information given to patients is a precondi-
tion of quality and continuity of care and is
part of the daily practice of two thirds of the
nurses (Table 63). Retrieval of information is
equally important, as the identification of pa-
tient groups on the basis of shared diagnosis,
health risk or age can support effective ap-
proaches to active monitoring and prevention.
Nurses' practice information systems do not,
however, seem to be tailored to generating
such lists (not in table).

The information that accompanies patients
when they are referred to medical special-
ists or are hospitalized (and also follows them
after treatment) represents a core element of
cooperation between primary and secondary
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| wumber | % | ummber | % | Number | | umbor |_%_|

194

194
194
194
194

190

193

194

193

19.6 27 26,9 298 27.2
18.0 27 111 799 13.7

2.6 27 14.8 799 3.4

7.7 27 7.4 799 17.0
71.6 27 66.7 299 65.9
47.9 27 444 204 67.7
38.3 27 37.0 298 40.6
29.9 27 33.3 299 284
32.6 27 40.7 298 335

care. Most respondents indicate that they
always (or usually) inform (by telephone or
letter) the FD/DP or medical specialist about
referred patients. Computers are not widely
used, with only five of the 25 nurses who an-
swered this question reporting computer use,
most commonly for searching information on
the Internet (not in table): this finding might
not be representative due to the low response
and should be considered only as indicative.

As Table 63 shows, information materials are
widely available within the centres, with 72.7%
of the listed materials available in all practices.
Information on vaccinations, STIs, healthy diet
and contraception are particularly widely avail-
able; information on self-treatment of colds
and coughs, smoking cessation, diabetes and
cardiovascular disease tends to be available
to a lesser degree.
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Table 63. Medical records and information material

Medical records and

information material

Keeping patients’ records:
e routinely for all con-
tacts 78 84.6
e unless it is too busy 78 17.9
e for frequent patients 78 0.0
only
e except for minor com- 78 0.0
plaints
Qardlovascular disease 78 808
risks
Healthy diet 78 98.7
Smoking cessation 78 84.6
Obesity 78 35.9
Diabetes 78 89.7
STIs 78 97.4
Vaccinations 78 100.0
Contraception 78 96.2
Self-treatment of colds and 78 987
coughs
Social services 78 42.3
Average material available 82.4%

5.b Coordination of care

5.5.1 Cohesion within PHC

All respondents work with one or more nurses
and auxiliaries in the same health centre, but
only one respondent indicated that a midwife
was also present.

Practice nurses work in almost all health
houses, but other health professionals are

T T T
R S T e L

194 78.9 27 88.9 299 81.3
194 6.7 27 111 299 10.0
194 5.7 27 0.0 299 3.7
194 232 27 0.0 299 15.1
194 52.1 27 92.6 299 63.2
194 91.2 27 100.0 299 94.0
194 59.8 27 81.5 299 68.2
194 28.9 27 40.7 299 31.8
194 47.9 27 96.3 299 63.2
194 93.3 27 100.0 299 94.0
194 98.5 27 100.0 299 68.2
194 91.8 27 100.0 299 318
194 80.4 27 88.9 299 63.2
194 21.6 27 296 299 94.0
66.6% 83.0% 72.7%

less commonly present (Table 64). Feldshers
are rare in Sughd and Khatlon, while midwives
are present in most health houses except in
the Khatlon region. FDs are not available in
the health houses in Sughd and only rarely in
Khatlon, and DPs are not available in either
region. Support staff nevertheless work in most
health houses. The number of staff working
in a health house can vary greatly between,
but also within, regions.
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Table 64. Health professionals working in health houses

Working in the

health house

Practice nurses 93.6 194
Feldshers 78 12.8 194
Midwives 78 91.0 194
FDs 78 82.1 194
DPs 78 5.1 194
Support staff 78 62.8 194
Total 78 100.0 194
Total number of

following workers Range

in health house

Practice nurses 7.8 0-17 3.1
Feldshers 0.3 0-12 0.5
Midwives 1.7 0-21 0.7
FDs 7.0 0-17 0.5
DPs 0.1 0-1 0.2
Support staff 11 0-11 0.9

T T T
e | [
78

Total
T T )
95.9 27 100.0 299 95.7
52.1 27 22.2 299 39.1
67.0 27 40.7 299 70.9
29.4 27 3.7 299 40.8
15.5 27 0.0 299 11.4
61.9 27 88.9 299 64.6
100.0 27 100.0 299 100.0
Range Range Range
0-31 1.9 1-3 4.2 0-31
0-1 0.2 0-1 0.4 0-12
0-3 0.5 0-2 0.9 0-21
0-3 0.0 0-1 2.2 0-17
0-4 0.0 0 0.2 0-4
0-21 1.0 0-2 1.0 0-21

Table 65.Face-to-face meetings with other professionals

Face-to-face meeting at

least once per month
with

T T T
| Nombor | % | Numbor | % | Number | % | Number | % |
78 61.5 192

FDs/DPs 60.9 27 b5.6 297 60.6
Other nurse(s)/feldshers 78 78.2 193 66.8 27 100.0 298 72.8
Midwife/midwives 78 60.3 193 67.% 27 63.0 298 58.7

Regular meetings with FDs/DPs and other
nurses are reported by all respondents (Table
65) and most had them with practice midwives
and social workers.

5.6 Comprehensiveness of care
5.6.1 Medical equipment

Participating nurses were asked to indicate
which items of equipment from a list of 20 they
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have at their disposal in their centre. Table 66
and Fig. 14 show that the average per nurse
is 11 items. Half (48.6%) have between 11 and
15, but four items (aspirator, peak flow meter,
urine test strips and the use of a car for home
visits) are not available to more than half.
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Table 66. Number of items of equipment available to nurses (from a list of 20)

Numberofitemsof | Soohd | RRS | haton | fom |
S
17 218 8 4.1 0 0.0 25 16.1

5 or fewer

6-10 38 48.7 54 27.8 8 29.6 100 35.9
11-15 20 256 105 54.1 19 70.4 144 52.3
16-20 3 3.8 27 13.9 0 0.0 30 12.9
Total 78 100.0 194 100.0 27 100.0 299 100.0

Average number of items

per nurse (from list of 20) e C S S

Fig. 14. Items of medical equipment available to nurses, by region

0
Aspirator 1

26
Emergency kit
Haemoglobinemeter
Speculum
Gynaecological couch
Ear syringe

Wound stitch-kit
Enema

Urine test strips
Vision chart
Otoscope M Knhatlon

Car for home visits M rrs
Dressing/bandages
[ | Sught
Height measure
Scales (infants)
Scales (adults)
Tape measures
Syringes/needles
Tongue depressor
Thermometer

Stethoscope

Sphygmomanomter

Table 67 shows that on average, a quarter of in performing other laboratory tests are much
responding nurses indicate that they are suf- lower, ranging from 2.6% to 8.8% of nurses
ficiently skilled to perform haemoglobin tests possessing relevant skills.

and urine protein counts. Self-reported skills
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Table 67. Self-reported skills in performing laboratory tests

Self-reported skills for

T T T
R S T e L
78 111 299 25.7

Haemoglobin 17.9 194 30.9 27

Leucocyte blood count 78 2.6 194 8.8 27 0.0 299 6.4
Blood sugar 78 2.6 194 11.3 27 0.0 299 8.0
Leucocyte count in urine 78 2.6 194 5.7 27 0.0 299 4.4
Protein count in urine 78 26.9 194 247 27 269 299 254
gzlcrzisnth'eggs count in 78 38 194 52 27 0.0 299 44

5.6.2 Delivery of services

5.6.2.1 Role as first contact for patients’
health problems

The first-contact role was measured with 10
items relating to a range of problems of men,
women and children. Nurses could indicate
whether their patients present with these
usually”,
“occasionally”, “seldom/never” or “do not
know”. Fig. 15 and Table 68 show the results.

n o

problems either “(almost) always”,

Percentages refer to nurses who estimated that
they would be “(almost) always” or “usually”
the person of first contact and percentages
in brackets to those who ticked the answer
“occasionally”.

Fig. 15 and Table 68 show a relatively small
difference between regions in nurses’ role as
the health professional of first contact. The first
contact score is based on 10 items (maximum
score is four).

Fig. 15. Nurses’ role in first contact for patients’ health problems

4.0

3.6

3.0

2.5

2.0

1.5

1.0

2.92

M sughd
M rrs

M xnhatlon

First-contact score
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Table 68. Nurses’ role in first contact with patients’ health problems

the first contact in case
o | Number | o | Namber | %a | Number | %a | Numbor | %a |
78

Child with rash (252) 194 (ggg) 27 (gg';) 299 (ggg)
Child with severe cough 78 (?32) 194 (Z;lg) 27 1(8005) 299 (ng)
Child aged 7 with enuresis 78 (‘31;3) 194 (gzg) 27 (?gg) 299 éfg)
Sggearged i hesing 78 ég% 194 (gg:é) 27 (géig) 299 (gffn
YXZE?&? ;g;rijr?;g;; o 1 (?22) L (Z;IZZ) & (ﬁ’ﬁ) ZES (Zgig)
o ey R | 7g (égé) 194 (%Zé} 27 (22:3) 299 (2‘21:?1)
Z\S;i?;aged o 78 (411‘31}13) 194 (gié) 27 (‘11:31:‘51) 299 (Séié)
ﬁﬁi@fﬁffn% i 78 ég;i) 194 (ggg) 27 (ﬁ :?) 299 éﬁ;‘)
ot ;ik‘?lr:ri? o 8 (37613) 193 (fgg) 27 (ﬁ:i) 298 (;?:g)
Man with symptoms of TB 78 (ggg) 193 (?gg) 27 (fgg) 298 (2:132)
(T;;t;é 2(io_r4e) 1f)or first contact 247 265 292 263

“Percentages are the sum of responses “(almost) always” and “usually” to being the person of first contact; those in
brackets refer to responses of “occasionally”.

bAnswers have been weighted as follows to calculate the score: seldom/never = 1; occasionally = 2; usually = 3; (al-
most) always = 4.

5.6.2.2 Mother and child health/repro- tion services and routine antenatal care to all
ductive health or most women. Immunization and paediatric
Mother and child health and reproductive surveillance are also clear PHC nursing tasks.
health in Tajikistan fall within the remit of PHC Table 69 shows the extent to which nurses are
nurses. Most respondents indicate that they involved in these services.

usually provide family planning and contracep-

Table 69. Services provided by nurses to all or most mothers and children

Total

=] I
299 86.7

Nurses providing the

Family planning/contra-

following services to all
78 85.9 194 85.7 27 96.3

ception

Routine antenatal care 78 84.6 194 92.3 27 100.0 299 91.0
Routine immunization for 78 987 104 95.4 27 1000 | 299 96.7
children under 7 years

Routine paediatric surveil-

lance of children under 7 78 97.4 194 93.8 27 70.4 299 92.6

years
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Table 70. TB care provided by PHC nurses

e | ws | e | o

TB care by PHC

nurses

Number of new cases

identified 4

15

Number of households

supervised per day 39

1.4

Number of patients
receiving follow-up
treatment

25 1.2

5.6.2.3 TB care

A substantial minority of respondents could
not provide numbers in relation to the TB
care they offer or did not answer the ques-
tions. Those who answered identified that they
cared for 297 new cases of TB in the popula-
tion in 2010, with a minimum of zero and a
maximum of 10 new cases in the RRS region.
The average number of new cases identified
by nurses was 1.4 (Table 70); it was higher in
the GBAO region (2.15) (not in Table). On aver-
age, 1.3 households with TB cases identified
in 2010 are being supervised by nurses and
1.7 patients currently receive follow-up TB
treatment, as prescribed by a phthysiologist.

Only a minority of nurses in all regions have
been instructed or trained specifically to pro-

127

123

68

5. Nurses and their position in PHC

14 26 1.3 194 14
1.2 25 14 187 1.3
1.8 18 1.9 111 17

vide TB care (Table 71). On average, nurses
had received their most recent training in 2008,
but for some this was as long ago as 1982.

Almost two thirds indicated that they provide
information on TB and TB prevention to the
public, with the highest number in Khatlon
(Table 72). Identification and early diagnosis,
however, is performed by fewer than half, with
the highest percentage (63.8%) being found
in Sughd and the lowest (33.3%) in Khatlon.
Monitoring and direct observations are per-
formed on average by half of the nurses, but
again regional differences exist.

Table 71. Nurses’ training in TB follow-up care

Training on

How to give information to
the general public on TB
and TB prevention

78 37.2

The procedure to follow in

case of suspected TB (&

383

How to counsel TB pa-

. 78
tients

35.9

How to apply directly
observed treatment of TB
patients

78 385
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194

194

193

193

Total

47.4 27 48.1 299 448
47.4 27 40.7 299 43.1
47.2 27 40.7 298 43.7
45.6 27 48.1 298 44.0




5. Nurses and their position in PHC

Table 72. Involvement of nurses in TB-related activities

Nursesprimaly | Soohd | RRS | whawon | fow |
S [iuaaber || dfusnbos | % | Dusmbor || 56| towsabor | % |

Providing information on

TB and TB prevention to 69 58.0 194 63.9 27 74.1 290 63.4
the public

e S B T et 69 63.8 193 46.1 27 B3 289 491
sis of TB cases

Monitoring and follow up 69 52.2 192 47.9 27 296 288 472
of at-risk groups

Directly observed treat- 69 217 192 57.3 27 815 288 51.0

ment of TB patients

Most nurses in Sughd and RRS and all in and leaflets) in the past 12 months for use in
Khatlon indicate that they had received new the waiting room or to distribute among their
information materials on TB (such as posters patients (Table 73).

Table 73. New information materials on TB received

Sughd |  RRS | Khaln | ol |
TB materials
| Number | % | Number | % | Number | % | Number | % |
New TB information ma-

terials received during the 78 70.5 194 71.6 27 100.0 299 73.9
past 12 months
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6. PATIENTS’ VIEWS AND
EXPERIENGCES IN PHG

6.1 Results of the survey

Patients in each FD and DP practice included
in the survey were asked by trained field-
workers to take part in interviews about their
perspectives of the care provided in the PHC
practice. The aim was to achieve a response
from 10 patients per practice. The survey
methodology is described in more detail in
Chapter 1.

This chapter describes the subjective views
and experiences of patients related to particu-
lar FD and DP practices, which should enable
an evaluation of these systems from a users’
perspective. However, the practice codes on
the patients’ questionnaires were not properly
maintained during the fieldwork, so specific
links cannot be made. Answers of patients of
FDs therefore cannot be compared to those
of patients of DPs.

6.2 Respondent characteristics

The survey had a response from 5255 patients:
1733 were from Sughd, 3157 from RRS and

361 from Khatlon. Three quarters (74%) were
female (Table 74); it is not unusual for women
to be over represented among patients visiting
PHC facilities.

The average age of respondents is 37.5 years,
with a minimum of 16 and a maximum of 99.
Those from Sughd average 36.3 (the young-
est) and from Khatlon 40. Respondents from
the GBAO region are older (42 years) (not in
table). Table 75 shows the age distribution of
respondents by category. The largest group
(59%) is between 21 and 40 years and fewer
than 20% are older than 50.

Over a quarter of the patients who completed
the questionnaire are employed (16.6%) or
self-employed (10.1%) and 7.5% are retired.
Almost half (45.4%) are mainly involved in
looking after their family and home. On aver-
age, 14.3% are unemployed, with the lowest
unemployment rate being found in the RRS
region. In Khatlon, 34.6% live with their own
family, including children, but the figure is
much higher in Sughd and RRS (79.7% and
74.6% respectively).

Table 74. Gender distribution of patients, by region

Characteristics
Gender:
e male 502 29.0 793 25.1 75 20.8 1370 26.3
e female 1231 71.0 2364 74.9 286 79.2 3881 74.0
Total 1733 100.0 3157 100.0 361 100.0 5251 100.0
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6. Patients' views and experiences in PHC

Table 75. Patients’ age, occupational background and living situation

Patients’ backgrounds

"o | ww | e
36.3 37.8 40.0 7%

Total

Average age (years)
Age (years):
e less than 20 93 54 104 3.3 19 5.3 221 43
e 21-30 624 36.0 1129 35.8 101 28.0 1854 35.4
e 31-40 423 24.4 761 241 94 26.0 1278 24.3
e 41-50 320 185 540 171 67 18.6 927 17.7
e 51-60 191 11.0 412 13.0 32 8.9 635 12.2
e over 60 82 47 210 6.7 48 13.3 340 7.1
Total 1734 100.0 3160 100.0 361 100.0 5 255 100.0
Occupation:
e in school/education 99 5.7 68 2.2 4 11 171 4.2
e unemployed 308 17.8 344 10.9 56 15.5 708 14.3
e unable to work 10 0.6 10 0.8 3 0.8 38 04
e looking after family/home 616 35.5 1559 494 162 449 2337 454
e employed 309 17.8 516 16.3 29 8.0 854 16.6
e self-employed 197 11.4 303 9.6 20 5.5 520 10.1
® pensioned/retired 60 3.5 234 7.4 47 13.0 341 75
e other 134 7.7 109 2.3 40 111 283 6.1
Total 1733 100.0 3158 100.0 361 100.0 5252 100.0
Living situation:
e alone 55 3.2 69 2.2 20 5.5 144 3.0
e with parents 155 8.9 351 111 13 3.6 519 10.3
e with husband/wife 133 7.7 279 8.8 186 51.56 598 21.8
e with family (including chil- 1382 79.7 2354 74.6 125 34.6 3861 75.1
dren)
e other 9 0.5 103 3.3 17 47 129 3.3
Total 1734 100.0 3156 100.0 361 100.0 5251 100.0

6.3 Accessibility of care

6.3.1 Financial access

The PHC services listed in Table 76 are usually
available free of charge, except for prescribed
medication or injections. On average, over half
of respondents report full or partial payment
for medicines or injections prescribed by their
FD/DP (the figure is highest in Sughd (72.8%)).

Additionally, 41.2% report that they had to
pay for a visit to a specialist after referral by
their FD, but differences between regions
are large, as Table 76 shows. At least 30% of
respondents in the Sughd region report having
to pay for all services and 96.4% in the GBAO
region indicate (co)payment for medicines and
injections (not in table).
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6. Patients' views and experiences in PHC

Table 76. Services for which (co)payment from patients is required

Type of service

o | we | e |

Total

Visit to FD/DP 628 36.2 418 13.2 1 0.3 1047 27.0
Medicines or injections pre- 1263 | 728 | 1254 | 397 | 114 | 316 | 2631 | 552
scribed by FD/DP ’ ’ ’ ’
A visit to a specialist after referral

by FD/DP 860 49.6 1127 35.7 31 8.6 2018 41.2
Home visit by FD/DP 631 36.4 607 19.2 37 10.2 1275 27.5
Regular check up of baby or 552 | 318 192 6.1 4 11 748 | 250
young child

Table 77. Patients reporting delaying or abstaining from service use due to

copayments

Sughd
In the past year decided:

Khatlon

not to visit or delay a visit be-

cause the visit could not be paid &t

33.3

Almost 25% on average report that they have
decided not to visit, or to delay a visit, to their
doctor because of (co)payments (Table 77),
with the highest indication of this financial
barrier to access reported in the Sughd region
(one third of patients) followed by RRS (10.1%).
Very few reported this in Khatlonand GBAO.

6.3.2 Geographic access and
responsiveness

The following aspects of service delivery
of the primary care centre or policlinic are
considered: attainability and accessibility;
opening hours and convenience; and patient-
friendliness.
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320 10.1 1 0.3 899 25.0

Table 78 and Fig. 16 show that almost 70% in
the RRS and Sughd regions can reach their
preferred FD/DP within 20 minutes. Patients in
Khatlon have longer average travelling times
to their preferred doctor, but just 6.4% exceed
40 minutes. There are big regional differences
concerning time taken to reach a preferred
pharmacist: it is less than 20 minutes for 59.2%
of respondents in Sughd, but considerably
longer in the other two regions. Patients in
Sughd have the shortest travel times and those
in Khatlon the longest.



6. Patients' views and experiences in PHC

Table 78. Patients’ travel time to primary care providers

e | e | o | mm

Provider and distance

FD/DP:
e up to 20 minutes 1150 66.3 2108 66.7 133 36.8 3391 65.4
e 20-40 minutes 448 25.8 846 26.8 205 56.8 1499 30.6
e 40-60 minutes 78 45 142 45 21 5.8 241 4.6
e more than 60 minutes 41 2.4 b5 1.7 1 0.3 97 2.0
e don't know 17 1.0 9 0.3 1 0.3 27 0.7
Total 1734 100.0 3160 100.0 361 100.0 B 250 100.0
Preferred pharmacist:
e up to 20 minutes 1027 59.2 788 24.9 73 20.2 1888 434
e 20-40 minutes 473 27.3 944 29.9 151 418 1568 30.3
e 40-60 minutes 128 7.4 971 30.7 132 36.6 1231 28.9
e more than 60 minutes 87 5.0 441 14.0 4 11 532 124
e don't know 19 11 16 0.5 1 0.3 36 0.8
Total 1734 100.0 3160 100.0 361 100.0 B 255 100.0
Preferred dentist:
e up to 20 minutes 825 47.6 860 27.2 70 19.4 1755 36.5
e 20-40 minutes 582 33.6 936 29.6 131 36.3 1649 31.5
e 40-60 minutes 160 9.2 826 26.1 134 37.1 1120 25.0
e more than 60 minutes 142 8.2 526 16.6 17 4.7 685 14.6
e don't know 25 14 12 04 9 2.5 46 14
Total 1734 100.0 3106 100.0 361 100.0 & 255 100.0
Nfafsi:‘;%piiums 752 | 434 579 | 183 86 | 238 | 1417 | 320
b . 698 40.3 869 275 142 39.3 1709 33.7
e 20-40 minutes
o 40-60 minutes 148 8.5 1112 35.2 114 31.6 1374 32.0
e more than 60 minutes 119 6.9 582 184 18 5.0 719 16.2
) 17 1.0 18 0.6 1 0.3 36 0.8
e don't know
Total 1734 100.0 3160 100.0 361 100.0 5 255 100.0

Fig. 16. Patients with travel times up to 20 minutes to health care facilities

Percentage
80
70
60
50 M sughd
40 M Rrs
M Khatlon
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20

10

FD Pharmacist Dentist Hospital
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Table 79 shows results of patient responses
to a list of 15 indicators of service aspects of
their FD/DP practice, such as accessibility
and convenience of the premises, treatment
by practice staff and opening hours and avail-
ability of service providers. Possible answers
were “Yes, I agree”, “I agree somewhat”, “I
do not agree” and “I don't know”: numbers
and percentages in the table refer to those
answering “Yes, I agree”.

On average, 71.7% indicate that they can easily
reach the practice or centre by public trans-
port. This is just 16.7% in the GBAO region,
but while public transport access is low in
GBAQO, there is no indication that this influ-
ences travel times (not in table).

Responses to opening hours and access to
the FD/DP, either face to face or by telephone,
are positive. Most patients find that a FD/DP
is always available during opening hours and
that it is possible to visit a FD/DP the same
day if necessary. Visiting a FD/DP on a Sunday
or after 18:00 hours, however, is not common
practice: only one in four reports that visiting

6. Patients' views and experiences in PHC

a doctor on a Sunday or once a week after
18:00 hours is possible. The vast majority of
respondents are nevertheless satisfied with
their practice opening hours and are very
positive about reception-area staff.

Waiting times seem to be acceptable, except
in the RRS region, where half of respondents
report that making an appointment with their
FD/DP takes too much time and that they wait
for long periods in the waiting room to see the
doctor. Patients are highly positive about the
kindness and helpfulness of reception staff and
convenience of the waiting room, but physi-
cal access to practices or centres for people
with disabilities or those using a wheelchair
or walking aid can be improved in all regions:
just 36.6% of respondents are positive about
physical access for these patients.

Availability of a website is not important for
most respondents. Almost two thirds (62.5%)
do not know whether their practice has a
website. Half are aware of the existence of a
complaints box in the practice or centre.

Table 79. Patients’ experience of quality in the PHC practice/centre, by region

Patients agreeing with the

following statements

I can easily reach the practice by public

1126 64.9
transport
The practice/centre is well accessible
for disabled people and those using a 846 48.8
wheelchair
The_ waiting room for patients is con- 1471 848
venient
My practice/centre has a website 72

My practice/centre has a complaints

box that I can use to submit a complaint 768 443

if I am not satisfied

When the practice is open and I want to
visit a FD/DP urgently, it is possible to
have the visit the same day
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1502 86.6

2419 76.6 171 47.4 3716 71.7
747 23.6 22 6.1 1615 36.6
2960 93.7 343 95.0 4774 91.1
147 47 1 0.3 220 45
1614 51.1 219 60.7 2601 49.9
2999 94.9 365 98.3 4 856 92.6




6. Patients' views and experiences in PHC

Patients agreeing with the

following statements

During opening hours itis easy to geta |y yoq | g54 | 2454 | 777 | 204 | 814 | 4247 | 810
doctor on the telephone for advice

When I'visit the practice there isalways | ) goq | 905 | 2969 | 940 | 274 | 759 | 4812 | 918
at least one doctor available

When the practice is closed, thereisa | ) | g35 | 2133 | 675 | 334 | 925 | 3569 | 686
telephone number to call when I get sick

In this practice, it is possible to visit a

FD/DP on Sundays 444 25.6 870 27.5 7 1.9 1321 26.7
In this practice, it is possible to visit a

FD/DP after 18:00 hours (at least once 262 15.1 850 26.9 1 0.3 1113 24.1
per week)

tam satisfied about current opening 1513 | 873 | 2965 | 938 | 328 | 909 | 4806 | 916
hours of the practice

Staff at the reception area are kind and 1574 908 3044 96.3 358 99.2 4976 948
helpful

Making an appointment with my FD/DP | 457 | 955 | 1663 | 526 37 | 102 | 2137 | 463
takes too much time

I need to wait a long time in the waiting

Loom to see the FD/DP 418 241 1567 | 496 47 13.0 2032 435

6.4 Continuity of care

6.4.1 Longitudinal and interpersonal
continuity

Patients consult their FD/DP in the office al-
most nine times per year (Table 80). Those
in the GBAO region have the lowest average
(4.3 visits annually) (not in table). Only three
patients indicated that they had not seen
their doctor during the previous year: almost

a quarter had visited 10-12 times and 16.2%
more than 13. Patients had also visited a nurse
around 11 times (only four had not done so).
Again, the patients from the GBAO region had
a lower average,with 4.8 annual visits (not in
table). Home visits are more frequent then
visits to the practice, with patients receiving
10 home visits on average from their FD/DP
and 16 from a nurse.
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6. Patients' views and experiences in PHC

Table 80. Patients’ frequency of visits to their FD/DP and nurse during the

previous 12 months

Visit frequency in past 12

months

3

Khatlon

FD/DP in the office:
e no visits 0.2 0 0.0 0 0.0 3 0.2
e 1-3 356 21.7 805 289 45 12.6 1206 26.2
e 4-6 343 20.9 894 32.1 183 51.1 1420 31.8
e 7-9 151 9.2 221 7.9 29 8.1 401 8.4
e 10-12 486 29.6 457 16.4 92 25.7 1035 23.4
e 13 or more 305 18.6 412 14.8 9 2.5 726 16.2

Average annual visits with FD/DP €5 8.8 6.7 8.9

Nurse in the PHC office:
® no visits 3 0.2 1 0.0 0 0.0 4 0.2
e 1-3 471 30.8 708 24.2 35 9.7 1214 26.3
e 4-6 422 27.6 675 23.1 143 39.6 1240 26.5
e 7-9 152 9.9 215 7.3 54 15.0 421 9.2
e 10-12 259 16.9 572 195 83 23.0 914 19.1
e 13 or more 223 14.6 755 25.8 46 12.7 1024 22.8

Average annual visits with PHC 83 134 80 114

nurse

FD/DP at home:
® no visits 3 0.2 4 0.2 0 0.0 7 0.2
e 1-3 402 253 751 29.0 57 16.0 1210 27.2
e 4-6 437 27.5 581 22.4 134 37.6 1152 26.1
e 7-9 171 10.8 227 8.8 42 11.8 440 9.9
e 10-12 271 171 454 175 99 27.8 824 18.6
e 13 or more 305 19.2 574 22.2 24 6.7 903 20.8

Average annual visits with FD/DP 92 11.0 70 10.0

at home

PHC nurse at home:
® no visits 3 0.2 0 0.0 0 0.0 3 0.2
e 1-3 238 165.2 300 9.8 34 9.5 572 12.0
e 4-6 237 165.2 532 174 108 30.1 877 184
e 7-9 126 8.1 322 10.6 42 11.7 490 10.1
e 10-12 334 21.4 686 22.5 65 18.1 1085 21.9
e 13 or more 624 39.9 1209 39.7 110 30.6 1943 39.2

Average annual visit with PHC 156 176 107 165

nurse at home

The focus of the following section is the per-
ceived functioning of FD/DPs in relation to
personal relationships with their patients.
Important aspects in this evaluation are com-
munication between doctor and patient, how
patients perceive the doctor's competence,
and the patients’ trust and confidence in the
doctor.

The conditions for a relationship between
doctor and patient in areas such as personal
continuity and time available to patients in
consultations are fundamental to the evalua-
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tion and appear to be good. More than 60% of
patients have been enrolled with their FD/DP
for more than three years (Table 81) (92.7% in
the GBAO region). A large majority can see the
same doctor every time they visit the practice.
The duration of consultation is relatively long,
with an average of almost 20 minutes and a
range from 15 minutes in Khatlon up to 20
in the RRS region. The average consultation
length in the GBAO region is 24 minutes (not
in table). Most could visit their FD/DP the same
day after making an appointment.
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Table 81. Patients’ experiences with their doctor, by region

Contact experiences

Length of time being a patient

with this FD/DP (years):
e less than 1 149 8.6
e 1-3 290 16.7
e more than 3 1100 63.4
e Tdon't know 195 11.2

If I visit a FD/DP in my prac.ti.ce, I 1493 86.2

see the same doctor each visit

Estimated duration of a consulta-

tion (minutes):
e under b 38 2.2
e 6-10 222 12.9
e 11-15 364 211
e more than 15 1099 63.8

Average length of a consultation 19.8

(minutes) ’

Estimated time between making

an appointment and visiting the

FD/DP:
e the visit is the same day 15661 90.0
e T have to wait one day 44 2.5
e 2-3days 6 0.3
e more than 3 days 17 1.0
e Inever make appointments 56 3.2
e Tdon't know 50 2.9

Table 82 summarizes patients’ evaluations of
their FD/DP. Numbers and percentages refer
to those answering “Yes, I agree”.

Most are positive about their FD’s knowledge
of their personal situation and 87.1% assume
the FD will know about their past problems
and illnesses from the medical records. Com-
munication skills, such as listening and giv-
ing explanations, are well appreciated and
68.3% agree that their FD/DP deals not just
with medical problems, but can also help with
personal issues and worries.

Almost every respondent (96.1%) agrees that
their doctor would visit them at home if asked.

Khatlon Total

461 14.6 19 5.3 629 12.9
614 19.4 83 23.0 987 18.9
1937 61.3 190 52.6 31227 61.5
146 4.6 69 19.1 410 10.2
2764 87.5 278 77.0 4536 86.4
34 1.1 0 0.0 72 1.7
362 11.2 60 16.6 634 12:3
847 26.8 218 59.0 1424 30.2
1923 60.9 88 24.4 3110 60.9

20.1 15.4 19.9
2709 86.7 35l 97.2 4620 88.0
106 3.4 3 0.8 153 8.l
25 0.8 1 0.3 82 0.7
36 1.1 1 1.4 58 1.0
275 8.7 0 0.0 331 7.8
9 0.3 1 0.3 60 243

The statement “After a visit to my FD/DP, I feel
able to cope better with my health problem/
illness” is an overall judgement about his or
her perceived quality: on average, 83.5% of
patients agree (97% in the GBAO region (not
in table)).

On average, 87.4% indicate that they would
visit their FD/DP with a new health problem
before seeking help from a medical special-
ist, but most are not very positive about the
equipment in the practice. Just over 44% do
not agree that the medical equipment in the
practice is sufficient; this is higher in the
GBAO region, with 78% disagreeing.
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Table 82. Patients’ agreement to statements about their doctor, by region

My FD/DP knows my personal

situation (such as my work or 1338 77.2 2757 87.2 132 36.6 4227 82.5
home situation)

Agreement with statements

My FD/DP knows the problems
and illnesses I have had in the 1493 86.1 2724 86.2 356 98.6 4573 87.1
past (from my medical records)

My FD/DP takes sufficient time to

15622 87.8 3028 95.8 358 99.2 4908 93.6
talk to me

My FD/DP listens well to me 1614 93.1 3037 96.1 359 99.4 5010 95.4

My FD/DP deals not just with
medical problems, but can also
help with personal issues and
worries

1286 74.2 2087 66.0 54 16.0 3427 68.3

My FD/DP gives clear explana-
tions about my illnesses and 1496 86.3 2993 94.7 357 98.9 4 846 92.4
prescribed medicines

My FD/DP would visit me at

home if T asked for it 1635 94.3 3055 96.7 360 99.7 5050 96.1

After a visit to my FD/DP, I feel
able to cope better with my 1503 86.7 2570 81.3 Sills 86.7 4 386 83.5
health problem/illness

When I have a new health
problem, I go to my FD/DP before 1403 80.9 2862 90.6 316 87.6 4581 87.4
going to a medical specialist

My practice/centre has sufficient

: : 1059 61.1 1681 532 176 48.8 2916 55.8
medical equipment

Table 83 provides an overview of the type and frequency of advice provided by FP/DPs on
health lifestyles reported by patients.

Table 83. Patients’ assessment of involvement of FD/DP in promoting healthy

behaviour, by region
Topic
93.4 356

Healthy eating 1620 28568 90.4 98.6 4834 92.0
Physical activity 15672 90.7 2687 85.0 349 96.7 4608 87.8
Use of alcohol 1463 84.4 1947 61.6 266 73.7 3676 715
Reducing or stopping smoking 1481 85.4 1941 614 264 73.1 3686 71.9
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Table 84. Patients’ freedom to choose and change their PHC physician, by region

Patients assigned to their doctor 1440 83.1 2174 68.9 231 64.0 3845 73.9
Patients who cannot change to 772 | 416 | 1723 | 545 | 170 | 471 | 2615 | 513

another doctor

6.5 Perceived coordination of care
and choice of provider

Most patients responded that they had been
assigned to their current doctor (Table 84);
while more than one third indicate they are
free to change to another FD/DP at any time,
51.3% cannot do so.

Table 85 shows results on patients’ experi-
ences of exchange of information and levels
of cooperation between their doctor and other
health care professionals. Numbers and per-
centages in the table refer to those answering
“Yes, [ agree”.

Patients are generally positive about informa-
tion exchange, but there is room for improve-

ment. Almost 60% agree that other health
providers (in addition to their own doctor) hold
information about their health status. This
number was lowest in Khatlon (12.5%). After
being treated by a medical specialist, 79.7%
on average answered that their FD/DP would
know the results of the treatment. Most (84%)
recognize the need to visit their FD/DP before
accessing medical specialists at secondary
and tertiary level. There is general agreement
that FDs/DPs and nurses work well together
(88.1%) and 64% responded that sometimes
a nurse provides independent consultations,
making a visit to the FD/DP unnecessary. Only
23.5% in the Khatlon region agree with that
statement, however.

Table 85. Patients’ experiences of information exchange and cooperation, by

region

Sughd
Statements

If I visit a doctor other than my
own FD/DP, he/she has all the
necessary information about me

1295 74.7

When I am referred, my FD/DP
informs the medical specialist
about my illness

1388 80.0

If I have been treated by a medi-
cal specialist, my FD/DP knows
the results

1364

To see a specialist, I first need to

visit my FD/DP for a referral L

81.4

My FD/DP and the practice nurse

work well together 1482

85.5

Sometimes a nurse does the con-
sultation, making it unnecessary
to see my FD/DP

1334 76.9

Khatlon Total

1414 447 45 12.6 2754 58.3
2523 79.8 343 95.0 42564 81.1
2461 77.9 347 96.1 4172 79.7
2660 84.2 338 93.6 4410 84.0
2831 89.6 316 87.5 4629 88.1
1889 59.8 86 235 3308 65.8
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7. POLICY REGOMMENDATIONS

The recommendations are based on data from
the surveys among FDs/DPs, PHC nurses and
patients, information gathered fromnational-
level experts and observations made by re-
searchers at site visits.

Pro-PHC policy actions

Health policy aiming to strengthen primary

care should be pursued vigorously.
The current lack of resources for primary
care poses a serious obstacle to the on-
going development of the primary care
programme. Further efforts should be
made to allocate resources to achieve
the targeted 40% of the health budget
for PHC' in Tursun-zadeh, Spitamen and
other pilot rayons.

Coordinated action should be undertaken
to expand the role of FDs in line with the
family medicine model.
Survey results show that differences be-
tween the service profiles of FDs and DPs
are small; retrained FDs are expected
to assume more comprehensive roles.

Shortage of staff in PHC, particularly FDs
and nurses in rural areas, should be ad-
dressed, starting with a human resource
plan.
Official reports and the survey results
point to the serious problem of staff
shortages. Quick solutions may not be
possible, but a human resource plan can
map the problem and enable decision-
makers to distribute scarce resources
fairly.

Financial and geographic access
The problem of unmet health needs in the

population should be investigated and ac-
tion taken to improve access to services,

especially in rural areas, and consequently

promote responsiveness.
Focus should be placed on the effects
of widespread copayments on the de-
mand for health care. A limited curative
service profile among FDs and DPs, im-
ited diagnostic possibilities in PHC and
low referral rates to secondary care are
indicative of underdemand and unmet
needs.

The basic benefit package should be fur-
ther revised and harmonized in relation
to current copayment schemes to explore
inequities, especially for identified popula-
tion groups and geographic areas.
Attention should be paid to possible
Inequities arsing as a consequence
of decentralization. Growing regional
autonomy may result in differences in
health care service funding between
districts and regions, which may have
implications for (geographic) inequities.

Scope of practice, skill mix and
material resources

Nurses in primary care should be more
involved in patient care and less in admin-
istration. This may alleviate the problem
of physician shortages.
Nurses can have greater involvement
in clinical work than is currently the
case in areas such as the management
and follow up of patients with NCDs,
providing information and promoting
patient empowerment: these are impor-
tant domains for nurses. Administration
can be organized more efficiently and
may largely be delegated to other staff.

Sufficient equipment should be available
in primary care. FDs and DPs should have
full access to laboratory and X-ray facilities
to enable them to function effectively as
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7. Policy recommendations

providers of first-contact care, delivering rently lacking, opportunities in relation

efficient triage and undertaking gatekeep- to management and clinical information

ing roles. and teaching and education should be
Patients are critical about the availabil- explored.

ity and quality of practice equipment.
Means of transportation and primary
care premises and facilities alsoneed to  Education and training
be considered, particularly accessibility

for people who use wheelchairs and Joint action is needed at medical universi-
other mobility devices. Many physicians ties and in CME to expand the competen-
report having insufficient or no access to cies of FDs and primary care nurses.
diagnostic laboratory and X-ray facilities. Lack of competencies and skills among
physicians and nurses are an obstacle
Computer use in PHC settings to, for in- to further expanding the scope of ser-
stance, maintain patients’ medical records, vices at PHC' level and consequently
exchange information with other health to the realization of reform aims. New
care workers and facilitate distance learn- approaches in education and teaching
ing should be further developed. should be explored, including distance
While financial resources to introduce learning.

computers on a wider scale are cur-
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ANNEX 1. STRATEGIES, LAWS AND

Law on family medicine 2010

The law provides definitions of the main terms
used (such as primary health care, family medi-
cine and family medicine specialists), regu-
lates functions in the field of family medicine,
establishes Ministry of Health authority in the
area, determines competencies of local govern-
ing bodies and defines rights and obligations
of family medicine specialists.

National health strategy 2010-
2020

This guiding national health strategy, adopted
in 2010, has health service delivery as one of
the four key priority components for devel-
oping the health system. The following are
identified within the service delivery pillar
as key areas of focus: strengthening family
medicine; improving health quality assur-
ance, including the accreditation of health
care professionals, facilities and education
standards; developing clinical guidelines and
further introducing evidence-based medicine;
improving access to health care; committing
to priority programmes, including maternal
and child health, communicable diseases
and noncommunicable diseases; increasing
community involvement on health issues;
and strengthening public health and healthy
lifestyle promotion.

Health sector financing strategy
2005-2015

The strategy identifies priority health sector
financing reforms at primary and secondary
level, including time-phased increases of gov-
ernment budget allocations to the health sec-
tor, pooling of funds, establishment of a new

payment system for providers, rationalization
of facilities, salary increases for providers and
formalization of copayments.

Piloting of per capita financing at primary
health care level commenced in 2007 and was
implemented gradually throughout the coun-
try. It applied only to unsecured line expenses,
however, when secured expenses (salaries)
account for the greatest part. Full per capita
financing commenced in pilot districts in 2013.
Case-based funding is being introduced at
hospital level. Under plans to rationalize health
facilities, funds will be reallocated to other
health expenditure sectors, notably primary
health care, and to ensure efficient distribu-
tion of outpatient and inpatient services. Pre-
scribed free care for vulnerable groups and co-
payments for the remainder of the population
were formalized with the introduction of the
basic benefit package, which aims to facili-
tate equal access. The concept of mandatory
health insurance was introduced to establish
the Health Care Insurance Fund as the single
health system financer, but implementation
has been postponed until 2014.

Strategy for the prevention and
control of noncommunicable
diseases and injuries 2013-2023

This strategy is considered in mid-term (2013—
2016) and long-term (2017—2023) phases of
implementation and is grounded in the strate-
gic directions of interagency cooperation and
coordination, development of epidemiological
surveillance, regulation of quality of care and
equity regarding noncommunicable diseases.
Priorities include intersectoral coordination,
recognition of environmental influences,
identification of high-risk population groups,
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early detection and screening, improvement
of health service management (at all levels
of care), adaptation and implementation of
WHO-recommended clinical protocols, de-
velopment of human resource capacity in
detection, prevention and treatment, and
introduction of policies on tobacco control,
table-salt consumption, food and child nutri-
tion strengthening.

The plan was developed in recognition that the
responsibility for health extends beyond the
health sector alone and harnesses the involve-
ment of experts from a wide range of sectors.
It integrates existing policy, programmes and
laws and is committed to the equitable par-
ticipation and empowerment of civil society.

National reproductive health
strategy 2004-2014

This strategy defines the current women's
reproductive health context in Tajikistan and
presents an overview of reproductive health
policy developments within the programme.
It acknowledges men and women's rights to
information and access to secure, efficient,
affordable and acceptable methods of family
planning and the importance of protection
against, and treatment of, sexually transmitted
infections in improving reproductive health
outcomes. It is committed to promoting repro-
ductive choice, safe pregnancy, infection con-
trol, adolescent sexual and reproductive health
and the reproductive health of refugees and
displaced persons, and to combatting sexual
compulsion and violence, illegal trafficking and
selling of women, and breast cancer. Aware-
ness-raising, skills development, provision of
information, screening and strengthening of
services through integration, improved quality,
increased access, enhanced information, edu-
cation and communication, capacity-building,
promotion of gender equality and monitoring
and evaluation are key tools identified in the
strategy as being crucial to improving repro-
ductive health outcomes.

Child and adolescent health
programme 2008-2015

The programme outlines a plan to reduce high
levels of child and maternal mortality, based on
principles of the life-course approach, justice
and human rights, gender approaches, inter-
sectoral collaboration and the involvement of
target groups in implementation. It focuses on
legislation, access to (and quality of) services
provided, development of local capacity, in-
dividual, family and community involvement
through skills, knowledge and capacity-de-
velopment, and assessment, monitoring and
evaluation. The complex interaction of social
and economic factors, infections, quality of
care, maternity hospitals’ infrastructure, mal-
nutrition and lack of micronutrients, maternal
anaemia and lack of parental skills and knowl-
edge are identified as key concerns related to
high maternal and child mortality. Objectives
include: ensuring safe pregnancy and delivery;
regionalizing perinatal care; halting the spread
of HIV and sexually transmitted infections
and preventing mother—child transmission;
establishing a nutrition-monitoring mecha-
nism and a neonatal resuscitation mechanism;
and providing adequate care for neonates
within families.

Safe motherhood action plan
2008-2015

The plan outlines strategies and actions to
improve access to safe motherhood services
(including emergency obstetric and neonatal
care) through developing policy and improv-
ing legislation, building service management
capacity through system improvement, de-
veloping safe motherhood infrastructure and
neonatal care facilities through human and
physical resource development (including
education seminars, inclusion of safe moth-
erhood principles in the education curricu-
lum and the development of facility criteria
and inventories) and provision of essential
medicines and equipment, mobilizing the
community, increasing access to quality care
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through awareness-raising among the popu-
lation and capacity-building of public health
councils, and developing the monitoring and
evaluation system.

Strategy for improving welfare of
the population 2013-2015

This strategy emphasizes the low level of pub-
lic funding for health (and the large proportion
of the population who are financially vulner-
able) as the biggest obstacle impeding the
effective organization of medical services. A
minimum of 9-10% of gross domestic product,
largely sourced from public funds, is recom-
mended to meet the requirements of health
care institutions and ensure optimal finan-
cial protection for the population. In line with
health service priorities and identified chal-
lenges, the strategy prescribes the following
strategic tasks: improve the system of sector
management and funding; improve protection
of infant and maternal health; supply health
care institutions with qualified health work-
ers; combat HIV/AIDS, malaria, tuberculosis
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and other infectious diseases; and increase
the role of private health care institutions in
delivering health services.

Revised indicators package
monitoring and evaluation
matrix within the framework
of the national health strategy
2010-2020

Revision of the national health strategy pack-
age of indicators (the main tool for tracking
annual progress in implementation) was car-
ried out in response to gaps in the existing
package, including the large number of indica-
tors, unclear and/or poorly defined indicators
and data sources and irrelevance to national
targets. The revised package draws on an
internationally accepted logic model and in-
cludes impact, outcome and output indicators
grouped by each key pillar of the national
health strategy. Of the 99 indicators, 85 are
collected from routine sources; the remaining
14 require additional surveys.



ANNEX 2. PROFILE OF GLINICAL
TASKS OF FDs AND DPs

Table A2.1 presents the health problems for for which FDs, DPs and other practice staff,

which family doctors (FDs), district physi-  are involved in follow up and treatment.
cians/therapists (DPs)and other practice staff
reported to be first contact. Table A2.3 describes the type of medical pro-

cedures and preventive services provided by
Table A2.2 details the medical-technical pro- FDs and DPs.
cedures and preventive services (conditions)

Table A2.1. FD, DP roles in first contact with patients’ health problems

Total
FDs and DPs reporting to be the 0 (N = 470)

first contact in case of
| Number | % |
68.1

child with rash 220 66.7 g5 70.4 320

child with severe cough 269 816 108 80.0 382 81.3
child aged 7 with enuresis 183 555 83 61.5 268 57.0
child aged 8 with hearing problem 137 415 71 52.6 210 447
Woman aged 18 asking for oral contra- 155 470 52 385 210 447
ception

woman aged 20 for confirmation of 195 591 55 407 254 540
pregnancy

Womap aged 35 with irregular men- 150 455 44 226 196 417
struation

woman aged 50 with lump in her 115 248 4 311 159 138
breast

woman aged 60 with polyuria 121 36.7 47 34.8 170 36.2
anxious man aged 45 112 33.9 48 35.6 162 34.5
man aged 28 with a first convulsion 118 35.8 55 40.7 175 37.2
physically abused child 129 39.1 57 42.2. 188 40.0
couple with relationship problems 118 35.8 52 38.5 173 36.8
man with suicidal inclination 43 13.0 17 12.6 62 13.2
woman aged 35 with psychosocial 100 303 37 274 140 298
problem related to work

man aged 32 with sexual problems 108 32.7 45 33.3 155 33.0
man aged 52 with alcohol addiction 73 01 35 25.9 110 234
problems

man with symptoms of TB 187 56.7 82 60.7 273 58.1
Total'score on first-contact care 239 037 239
(maximum =4)°

“Percentages are calculated from the sum of FDs/DPs “(almost) always”and“usually” as first-contact responses.
"Responses are weighed as follows: rare/never = 1; sometimes= 2; commonly = 3; (almost) always = 4.
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Table A2.2. FDs’ / DPs’ involvement in treatment and follow up of diseases

FD DP Total
Diseases (N=330) (N=135) (N=470)
[ Number [ Number | | Humber |

Hyperthyroidism 132 40.0 30 22.2 164 34.9
Chronic bronchitis 249 755 91 67.4 344 73.2
Hordeolum (stye) 178 53.9 62 459 241 51.3
Peptic ulcer 198 60.0 82 60.7 284 60.4
Herniated disc lesion 96 29.1 24 17.8 121 26.7
Acute cerebrovascular accident 96 29.1 40 29.6 138 29.4
Congestive heart failure 164 49.7 65 48.1 232 494
Pneumonia 253 76.7 98 72.6 356 49.4
Peritonsilar abscess 104 31.5 34 252 140 29.8
Ulcerative colitis 90 27.3 23 17.0 115 245
Salpingitis 104 Bill5 32 23.7 138 29.4
Concussion of brain 86 26.1 24 17.8 112 23.8
Parkinson's disease 70 212 20 14.8 93 19.8
Uncomplicated diabetes (type II) 178 53.9 58 43.0 241 51.3
Rheumatoid arthritis 219 66.4 79 58.6 303 64.5
Depression 175 53.0 41 304 219 46.6
Myocardial infarction 179 54.2 59 43.7 241 B3
Follow-up tuberculosis care 231 70.0 95 70.4 331 70.4
(T:Eii:-ﬁﬁ Zz)ihsease treatment 253 295 .45

“Percentages are calculated from the sum of FDs/DPs “(almost) always” and “usually” involved in treatment.
"Responses are weighed as follows: rare/never = 1; sometimes = 2; commonly = 3; (almost) always = 4.
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Table A2.3. Type of medical procedures and preventive services provided by FDs,
DPs or practice staff

FDs DPs Total
Procedure usually provided by (N=330) (N=135) (N=470)

FD/DP or practice staff
R I e I S
85.3

Wedge resection of ingrown toenail 270 81.8 127 94.1 401

SR;IE)val of sebaceous cyst from hairy 306 927 197 %41 438 32
Wound suturing 260 78.8 121 89.6 385 81.9
Excision of warts 291 88.2 120 88.9 415 88.3
Intrauterine device insertion 260 78.8 111 82.2 BYS 79.8
Removal of rusty spot from cornea 307 93.0 128 94.8 438 93.2
Fundoscopy 266 80.6 123 911 394 83.8
Joint injection 278 84.2 124 91.9 407 86.6
Maxillary (sinus) puncture 305 92.4 123 91.1 433 92.1
fgsyjrsi;lgommy of eardrum (paracen- 313 94.8 130 96.3 448 95.3
Applying plaster cast 296 89.7 127 94.1 428 911
Strapping an ankle 246 74.5 111 82.2 361 76.8
Cryotherapy (warts) 276 83.6 125 92.6 406 86.4
Setting up intravenous infusion 31 9.4 16 11.9 49 104
Immunizations for influenza or tetanus 12 3.6 17 12.6 29 6.2
Allergy vaccinations 37 11.2 21 15.6 59 12.6
Tl e et ot |17

“Percentages are calculated from the sum of FDs'/DPs’ responses “usually do it yourself” and “usually done by staff
interns”.

"Responses are weighed as follows: usually done by a medical professional = 1; usually carried out by employees/
interns = 2; usually done by myself = 3.
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SUMMARY

The WHO Primary Care Evaluation Tool (PCET) aims to provide a struc-
tured approach to evaluation of service delivery, providing policy-mak-
ers and health care managers with evidence for improving reforms.It fo-
cuses on health systems functions, such as governance, financing and
resource-generation,and the characteristics of a good primary care ser-
vice delivery system, which include accessibility, comprehensiveness,
coordination and continuity. The methodology assesses whether prima-
ry health care service delivery is supported by an adequate legal and
normative framework, financing mechanisms, human resource strate-
gies, supply of appropriate facilities, equipment and drugs, and effective
leadership. This report provides an overview of findings from the use
of PCET in Tajikistan, offering a structured overview of the strengths
and weaknesses of the country’'s organization and provision of primary
health care services — including the voices of the professionals and pa-
tients concerned — to interested policy-makers and stakeholders.
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