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AHAZUTUYECKASI OITEHKA ITOKA3ATEAEN ITPEAOCTABAEHUS YCAVT B
CUCTEME 34PABOOXPAHEHNS PECITYBANKN TA AKUKNCTAH
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1 MuHKICTEPCTBO 34paBOOXPaHEHI I COIMAABHON 3amuThl Haceaenus Pecrrybanku Tazxukucran, Aymrante, Tagxukucran
2 TasxuKekuit Hay4HO-1ICCAe0BaTeAbCKIII MHCTUTYT ITpoduaakTirdeckoit Meaninsl, Aymante, Taaxnkmucran
3 I 106aAbHbIT MeXaHU3M JuHaHCHpPOBaHMSI IO OXPaHe 340POBbs KeHIUH, geTell 1 1oapoctkos (TM®), Bcemupnsrit 6ank, Adymante, Taaxukucran

4 Topoackoit ienTp 3aoposbsa Ne 13, Aymante, Tasxukucran

Llenb uccnepoBaHUA: KOMMIEKCHAA aHAMTUYECKasA OLIEHKa NokasaTeneii npegoctasnenus yeayr (MMY) B cucteme nepBuYHON MeAMKO-CaHUTapHOM
nomotwu (MMCM) Pecnybaunku TagsKMKUCTaH Ha OCHOBE aHan3a MHOPACTPYKTYPbI, PECYPCOB, OKa3aHWA MEAULIMHCKUX YCAYT U Pe3yNbTaToB A/15 onpe-
[leNIeHNA NPUOPUTETHBIX HAaNpPaBNeHUI NMOBBILUEHWA UX Ka4ecTBa U JOCTYMHOCTY.

Matepuan u metoabl: METOLOM NPOCTON CNyYaitHO BbIBOPKM NPOoBEAEHO HaLMoHanbHoe uccnesosanue 490 yupexaenuit MMCI, us Hux 36 — ro-
POACKMX, 52 — palioHHbIX, 210 — CeNbCKUX LLeHTPOB 340p0BbA M 192 — LOMOB 30Pp0OBbA C y4acTUeM 1266 MeaNLMHCKUX PabOTHUKOB M 2479 NauneHToB
(ceHTabpb 2024 — aHBapb 2025 rr.). Micnonb3oBaHbl CTaHAAPTUM3UPOBAHHbIE MHCTPYMEHTbI OLLEHKU, BK/IKOYAIOWME aHaNU3 CTPYKTYPbI, NPOLECCOB M
pe3yNbTaToB OKa3aHWA MeAULMHCKOWM NOMOLLM.

PesynbTathl: YCTaHOBNEHO, YTO 52,7% yupexaeHWn NpefocTaBAsoT nabopaTopHble yeayru, npu 3Tom 99,5% MmeloT OCTyN K NeKapcTBEHHbIM Cpes-
ctBam. Tonbko 10,1% yupexaeHnit 06nafatoT NoHbIM NOTEHLMANOM SKCTPEHHOMN TPAHCMOPTUPOBKM. CpeaHAs obecneyeHHOCTb Bpayamu CoCTaBma
0,34 Ha 1000 HaceneHus. OrpaHUYeHUa BbISBAEHbI B 061aCTU MHOOPMALLMOHHO-KOMMYHMKALMOHHbIX TexHonorui (UKT), BogocHabKeHWa 1 cTabusib-
HOCTU 3/1eKTPOCHAbKEeHMA. YNpaBaeHYeCKMe NPaKTUKM Pa3BUTbI, OAHAKO TPEOYIOT yCUNEHUA Ha YPOBHE CENbCKUX YUPEXRAEHUNA.

3akniouenue: MNY anaoTca 3GGEKTUBHBIM UHCTPYMEHTOM OLEHKM CUCTEMbI 34PaBOOXPaHeHUA. BbiaBneHHble ucnponopuumn TpebytoT Lenesblx
YNpPaB/JIEHYECKUX PELLEHWI, HaNPaBAEHHbIX Ha MOBbILEHWE AOCTYNHOCTH, KaYecTBa 1 yctorumnsocTn NMMCII.

KntoueBble cnoBa: rnepsuvyHas MeoduKo-CAHUMAPHAA MOMOWb, NOKa3amenu npedocmasaeHus ycaye, Ka4ecmeo MeduyuHCKol nomowu, cucmema
30pagooxpaHeHus, TaOHUKUCMAH.
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Objective: To conduct a comprehensive analytical assessment of service delivery indicators (SDIs) in the primary health care (PHC) system of the Republic
of Tajikistan based on an analysis of infrastructure, resources, health service delivery, and outcomes, to identify priority areas for improving the quality
and accessibility of care.

Methods: A national study of 490 PHC facilities was conducted using simple random sampling, including 36 urban health centers, 52 district health centers,
210 rural health centers, and 192 health houses. The study included 1,266 health care workers and 2,479 patients and was conducted from September
2024 to January 2025. Standardized assessment tools were used to evaluate the structure, processes, and outcomes of health care delivery.

Results: Laboratory services were available in 52.7% of facilities, while 99.5% had access to medicines. Only 10.1% of facilities had full emergency
transportation capacity. The average physician density was 0.34 per 1,000 population. Limitations were identified in information and communication
technologies (ICT), water supply, and electricity reliability. Management practices were generally well developed but require further strengthening at rural
health facilities.

Conclusion: SDIs are an effective tool for assessing health system performance. The identified disparities require targeted managerial interventions to
improve the accessibility, quality, and sustainability of PHC services.
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BBEOEHUE

B ycnosuax TpaHchOpmaLMM CUCTEM 34PAaBOOXPAHEHUA U pe-
anu3auMM CTpaTernidi, HampaBNEeHHbIX Ha [OCTUXKEHMe BCeobLiero
OXBaTa YC/lyramMu 37paBOOXPaHeHMUs, NepBUMYHAA MEeAMKO-CaHUTap-
Has nomoub (MMCI) paccmaTpuBaeTcs Kak KatoyeBoe 3BeHO, obe-
crneymnsatollee AOCTYNHOCTb, HEMNPEPLIBHOCTb WM Pe3ynbTaTUMBHOCTb
MEeLMLMHCKOM nomoly Hacenenuto [1-3]. dddektusHoe PyHKLMO-
HupoBaHue MMCI TpebyeT NPUMEHEHNA 06BEKTUBHbIX, CTaH4APTH-
3MPOBAHHbIX M COMOCTaBMMbIX MOKa3aTesnel, No3BONAIOLLMX BCECTO-
POHHE OLLeHMBATb MPOLLECChbl OKa3aHMA NMOMOLLM, KA4ECTBO YCAYT U UX
B/IMAHMWE Ha NOKa3aTenu 340p0BbsA Hacenexua [4-7].

Mokasatenu npegocrasneHus ycayr (MMY) WMpPoKo Mcnonb3ay-
IOTCA B MEXAYHAPOLHOM MPAKTUKE B KAaYeCTBE MHCTPYMEHTa MOHMU-
TOpUHra 3GPEKTUBHOCTM CUCTEM 34,paBOOXPaHeHUA, GOpPMMPOBaHMA
[lOKa3aTe/IbHOM 6asbl U MOAAEPNKKM YNPABAEHYECKUX PeLleHuid [2,
7, 8]. MeTogonornyeckme noaxoasl BceMmpHol opraHusaumm 3apa-
BOOXpaHeHus, BcemmupHoro 6aHka, OpraHMsaumMm 3KOHOMMYECKOro
coTpyaHuyectBa v pas3sutua (OICP) U MHMUMATMBBI NO OLEHKE 3¢-
dektmBHOCTM MMCI NoAYEPKMBAOT HEOBXOAMMOCTb KOMMAEKCHOM
oueHku TMY, BKAOYatoWeh aHaan3 pecypcos, NPOLECcOB OKasaHUA
MEAMLMHCKOWM MOMOLLM U OPUEHTUPOBAHHBIX Ha MaLMeHTa pesybTa-
ToB [6, 9, 10-14]. [JaHHble noaxoabl 06ecneYnBatoT ConoCcTaBUMOCTb
pe3ynbTaToB BO BPEMEHM M MEXAY CTPaHaMM, a TaKKe MOoBbIWAT UX
MPaKTUYECKYIO 3HAYMMOCTb ANA Pa3pPaboTKM U KOPPEKTUPOBKU Mep
rocyfiapcTBeHHoM noautukm [8, 15, 16].

B Pecnybnuke Taf)KMKUCTaH BOMPOCHI OLEHKM 3GPEKTUBHOCTU
NPeLoCTaBAEHUA MESULMHCKMX YCIYT NprobpeTatoT 0cobyto akTyanb-
HOCTb B KOHTEKCTe peanunsaummn HauMoHanbHOM CTpaTernm 34paBoox-
paHeHus Ha 2021-2025 rogpl 1 ycuanii MUHUCTEPCTBA 34paBOOXPa-
HEHWS U COLMANbHOM 3aLLnTbl HaceneHusa Pecnybamkm TagKmKUCTaH
(M3C3H PT), HanpaBAeHHbIX Ha NOBbILLEHWE KaYecTBa W paclunpeHme
cneKTpa meauumMHCKuX yeayr [17, 18]. HaumoHanbHble nccnefoBaHmn
NOCNeLHNUX NIET OTPANKAOT OTAE/IbHblE aCneKTbl GYHKLMOHUPOBAHMSA
CUCTEMbI 34PAaBOOXPAHEHMS, BKOYan KagpoBoe obecneyeHne, Npo-
bWNaKTUYEeCKME BMELLATENbCTBA, KaYeCTBO MEAMLMHCKOW MOMOLLM U
NoBeAEeHYECKME XapaKTePUCTUKM HaceneHua [19-22]. BmecTe ¢ Tem,
KOMMNEKCHble aHanUTUYeckne uccnenosanua MMNY, ocHoBaHHble Ha
CTaHAAPTM3MPOBAHHBIX MHAMKATOPaX M OPUUMANbHBIX UCTOYHMKAX
[aHHbIX, OCTAOTCA OrPaHUYEHHBIMM.

HactoAwee wccnepoBaHWe HanpaBAEHO Ha aHANIMTUYECKYHO
OLLEHKY MOKasaTenei NpeaocTaBaeHnA YCAyr B CUCTEME 34PpaBOOXPa-
HeHua PecnybanKkn TagKMKUCTaH Ha OCHOBE AaHHbIX PYTUHHOM Meau-
LIMHCKOW CTAaTUCTUKM, 0dULMaANbHBIX Ny6MKaLMI AreHTCTBa MO CTaTU-
ctvke npyu Mpe3ungeHTe Pecnybamky TaaKMKMUCTaH U MEXKAYHAPOAHbIX
meTogonornyecknx nogxoaos [7, 12, 17, 22, 23]. Ucnonb3oBaHue
YHUOULMPOBAHHBIX MOKasaTenelt obecneynBaeT [OCTOBEPHOCTb M
COMOCTaBMMOCTb Pe3y/IbTaToB, a Takke GOPMUPYET [0Ka3aTeNbHYO
OCHOBY A1 MPUHATUA YNPaBAEHYECKMNX PELUEHWNIA, HanpaBAeHHbIX Ha
COBEPLUEHCTBOBAHME OpraHu3aummn 1 Kadectsa MMCI u ynyyweHne
rioKasaTenei 340p0BbA HaCeNeHMA.

LLENb UCCNEQOBAHUA

KomnneKcHasa aHanutuyeckas oueHka MMy s cucreme MMVICII Pe-
cnybnvkm TagKUKMCTaH Ha OCHOBE aHaNM3a MHOPACTPYKTYpPbI, pecyp-
COB, OKa3aHWA MeAMUMHCKMX YCAYT U Pe3yNbTaToB 419 onpeaeneHus
NPUOPUTETHBIX HaMpPaBAEHWIA MOBbILEHNUS UX KAaYecTBa M AOCTYMHO-
CTW.

INTRODUCTION

In the context of ongoing health system transformation and
strategies to achieve universal health coverage, primary health
care (PHC) is a key component in ensuring the accessibility, conti-
nuity, and effectiveness of health care services for the population
[1-3]. Effective PHC requires objective, standardized, and compa-
rable indicators that enable a comprehensive assessment of care
delivery processes, service quality, and their impact on popula-
tion health outcomes [4-7].

Service delivery indicators (SDIs) are widely used interna-
tionally to monitor health system performance, build an evidence
base, and support managerial decision-making [2, 7, 8]. Method-
ological approaches developed by the World Health Organization,
the World Bank, the Organization for Economic Co-operation
and Development (OECD), and initiatives focused on PHC per-
formance assessment emphasize the need for a comprehensive
evaluation of SDIs, including the analysis of resources, health care
delivery processes, and patient-centered outcomes [6, 9, 10-14].
These approaches ensure comparability of results over time and
across countries and enhance their practical relevance for devel-
oping and adjusting public health policies [8, 15, 16].

In the Republic of Tajikistan, assessment of the effective-
ness of health service delivery is particularly relevant in the con-
text of the implementation of the National Health Strategy for
2021-2025 and the efforts of the Ministry of Health and Social
Protection of the Population of the Republic of Tajikistan (MHSPP
RT) aimed at improving the quality and expanding the range of
health services [17, 18]. Recent national studies have addressed
individual aspects of health system functioning, including health
workforce capacity, preventive interventions, quality of care, and
population behavioral characteristics [19-22]. However, compre-
hensive analytical studies of SDIs based on standardized indica-
tors and official data sources remain limited.

The present study was designed to provide an analytical as-
sessment of service delivery indicators in the health care system
of the Republic of Tajikistan using routine health statistics, official
publications of the Agency on Statistics under the President of
the Republic of Tajikistan, and internationally recognized meth-
odological approaches [7, 12, 17, 22, 23]. Using standardized in-
dicators ensures reliable, comparable findings and provides an
evidence base for managerial decision-making aimed at improv-
ing the organization and quality of PHC and enhancing population
health outcomes.

PURPOSE OF THE STUDY

To conduct a comprehensive analytical assessment of ser-
vice delivery indicators (SDIs) in the primary health care (PHC)
system of the Republic of Tajikistan based on an analysis of in-
frastructure, resources, health service delivery, and outcomes, to
identify priority areas for improving the quality and accessibility
of services.

METHODS

The analysis of SDIs in the health care system of the Re-
public of Tajikistan was conducted under the leadership of the
MHSPP RT, with financial and technical support from the Global
Financing Facility for Women, Children and Adolescents (GFF) and
the World Bank. Data collection was carried out from September
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MATEPUAN U METOAbI

AHanusz MNY B 3apaBooxpaHeHnn Pecnybankm TagKMKMUCTaH
nposoamMnock nog, pykosoactsom M3C3H PT npu ¢puHaHCOBOM U Tex-
HUYecKol noaaepke MMobanbHOro mexaHM3ma GUHaHCMPOBAHMSA Mo
OXpaHe 340pO0BbA KEHLWMH, AeTel U nogpocTkos (FTM®) n Becemup-
Horo baHKa. B xoze cbopa AaHHbIX B Nepuog, ¢ ceHtabpa 2024 roga
no aHeapb 2025 roga aHanms MMNY 3gpaBooxpaHeHnsa B PT Bkatovan B
cebs onpocbl B 490 yupexaeHnsax MMCI, n3 HUX 36 — FOPOACKUX LieH-
Tpos 340poBba (FL3), 52 — palioHHbIX LEeHTPOB 3a0poBba (PL3), 210
— CeNbCKUX LeHTpoB 3a0poBbAa (CL3) n 192 — nomos 3a0poBba (43) v
MHTEpPBbIO C 1266 MeANLMHCKUMM paboTHUKamu 1 2479 naumeHTamu
B 3TUX YYPEKAEHUAX.

YupexaeHus yposHs CL3 u 13 6biam oTobpaHbl Ha OCHOBE Be-
POATHOCTW, NPOMNOPLIMOHAIbHOW Pa3Mepy UX 3aPEerncTPMPOBAHHOTO
HaceneHus. BbibopKa bbina yKpenaeHa Takum 06pasom, YTo OTBETbI
Ha NONHYIO BbIGOPKY MMENU OTHOCUTENbHYIO NOrPeLWwHoCTb 7,7% ans
CU3 1 6,0% — ans A3. NorpellHOCTb OLEHOK Ha ypoBHe obnacTei
[NA NOoKa3aTesieit NONHOM BbIOOPKM Obla paccyMTaHa Ha NoslyYeHne
OTHOCWTE/IbHOM norpelwHocTn He Gonee 10,0%. AHanw3 npeamno-
Naran MakCMManbHYy AMCNEPCUIO C BEPOATHOCTbIO, paBHoM 0,5,
ypoBHem agoctoBepHoct# 90,0%. AHanUTMYECKME AaHHbIe B OCHOB-
HOM OCHOBbIBA/IMCb Ha TUME yYpeXAeHWI (Aanee 0603HaYaOTCA KaK
oTaeneHus cemenHon meaunumnHbl (OCM) 8 I'LU3/PU3, CU3 1 A3) v 06-
NnacTu (ynoMuHatoTea Kak r. Jywan6e, Coraunitckas n XaT1oHcKan 06-
nactu, fopHo-bagaxwaHcKkas aBToHOMHas obnactb — FTBAO 1 paiioHbl
pecnybanKaHcKoro nogumHenusa — PPM). MaumeHTsl, obpalyasimecs
32 MeAMLMHCKOM MOMOLLbBIO BO BCE YYPEXAeHUs, COOTBETCTBOBAB-
wue Kputepuam, 6bian oTobpaHbl METOZOM MPOCTOM CAyYaiHOW
BbIOOPKY.

B CLI3 1 OCM TL3/PL3 6bian onpolueHbl Kak Bpau (a0 2), Tak
N MeaUUMHCKME cécTpbl (8o 4). AHanorMyHo, ons cobeceaoBaHus
6b111 0TOBPaHbI A0 3 MeAnUMHCKMX cecTép B TLU3/PL3 1 CU3, 1 2 me-
OMUMHCKME cecTpbl B [13, B cpeaHem; Npu HEXBATKe/OTCYTCTBUM Bpa-
4ebHOro NepcoHana Ha MHTEPBbLIO OblaW NPUINALLEHbI MEACECTPLI. A,
€C/W LUTAT NO3BONA/, TO OTOOP Ha MHTEPBbLIO NMPOBOAMIICA METOAOM
cnenoro otbopa. OueHKa MaLMEHT-OPUEHTUPOBAHHbLIX PE3YNLTAaTOB
NPOBOAMNACH C UCMO/b30BAaHWEM CTaHAAPTU3MPOBAHHOMO ONMPOCHUKA
SDI N8 MHTEPBbLIOMPOBAHMA NALMEHTOB NOC/AE NOAYYEHNUA MELULMH-
CKOM MomoLLu. B pamkax onpoca OLeHWBaNNUCh YA0BNETBOPEHHOCTb
NaLMEHTOB NOMYYEHHbIMU MEAULMHCKMMM YCAYTaMmU U UX TOTOBHOCTb
MOBTOPHO 06PATUTLCA K TOMY Ke MeAULMHCKOMY PaboTHWMKY npwu
HeobxoanmocTi. OTBETbI NALLMEHTOB MCMONB30BAIUCL ANA pacyéTa
COOTBETCTBYIOLLMX A0/EM U XapaKTepu3oBaau BOCNPUATHE KayecTsa
OKa3aHHOM NOMOLLM, a TaKKe CTeneHb NPUHATMA U NPUEMNEMOCTH
MEAMLMHCKUX YCIYT NaLUeHTaMu.

[aHHble 6blan cobpaHbl M3 ambynaTopHbIX yupexaeHunin MMVICT
BO Bcex obnacTax cTpaHbl v B 1. ywaHbe. OMC I'U3 v PL3 6b1am onpo-
WeHbl B NonHOM o6béme B popmate nepenmcu, a CU3 n A3 Gblam
OMpoLLEeHbl B paMKax pernpe3eHTaTUBHOW BbiGOpKM. MHTepBbIO ¢ Mo-
CTaBLLMKAMM YCAYT M NaLMEHTaMU NPOBOAMNCH B YUPEKAEHNAX KaK-
Zloro TMna.

AHanunz MMY 6bla CTPYKTYPUPOBAH Ha OCHOBE TPEX BOMPOCHM-
KOB, KaXXIplii M3 KOTOPbIX Obl NpefHasHayeH A/1a OTAeNbHOro pe-
CMOHAEHTA, KOTOPbIE OLEHMBA/IM MPOLLECCHl OKA3aHUA MeAULMHCKOM
MOMOLLM 1 pe3y/bTaTbl, OPUEHTUPOBAHHbIE HA NO/Ib30BaTENA YCAYT, A
TaKKe CTPYKTYpHblE AaHHble A/19 NMONYYEHMA KOMMNEKCHOM KapTUHbI
apdeKkTnBHOCTU cuctem MMCIT.

AHanus TMMNY 34paBOOXpaHEHNA OTIMYAETCA OT APYrUX Nojo6-
HbIX OLLEHOK TEM, YTO OPMEHTUPOBAH Ha NePCTEKTUBY NoayYaTens yc-
NYT 1 KOMNEKCHYH0, TPEXCTOPOHHIOK OLLEHKY OKasaHusa ycayr MMCI:
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2024 to January 2025. The SDI assessment covered 490 PHC facil-
ities, including 36 urban health centers (UHCs), 52 district health
centers (DHCs), 210 rural health centers (RHCs), and 192 health
houses (HHs). It included interviews with 1,266 health care work-
ers and 2,479 patients attending these facilities.

RHCs and HHs were selected using probability proportional
to the size of their registered populations. The sample was de-
signed so that estimates for the full sample had relative margins
of error of 7.7% for RHCs and 6.0% for HHs. At the regional level,
the margin of error for full-sample indicators was no greater than
10.0%. The analysis assumed maximum variance, a probability of
0.5, and a 90.0% confidence level. Analytical data were primarily
stratified by facility type (hereinafter referred to as family med-
icine departments (FMDs) within UHCs/DHCs, RHCs, and HHSs)
and by region (Dushanbe, Sughd Region, Khatlon Region, the Gor-
no-Badakhshan Autonomous Region (GBAOQ)], and the Districts of
Republican Subordination (DRS)). Patients seeking medical care at
all eligible facilities were selected using simple random sampling.

At RHCs and FMDs of UHCs/DHCs, we surveyed physicians
(up to 2) and nurses (up to 4). Similarly, up to 3 nurses at UHCs/
DHCs and RHCs and an average of 2 nurses at HHs were select-
ed for interviews. Where physician staffing was insufficient or
physicians were unavailable, nurses were invited to participate
instead. When staffing levels permitted, interview participants
were selected using a blinded random selection procedure. Pa-
tient-centered outcomes were assessed using a standardized SDI
questionnaire administered to p atients after they had received
medical care. The survey assessed patient satisfaction with the
health services received and their willingness to return to the
same health care provider if necessary. Patient responses were
used to calculate the corresponding proportions and reflected
perceived quality of care as well as the degree of acceptance and
acceptability of the services provided.

Data were collected from outpatient PHC facilities in all re-
gions of the country and in Dushanbe. FMDs of UHCs and DHCs
were surveyed comprehensively using a census approach, where-
as RHCs and HHs were assessed using a representative sample.
Interviews with health care providers and patients were conduct-
ed in each facility.

The SDI assessment used three questionnaires, each de-
signed for a different respondent group. These questionnaires
assessed care delivery processes, user-centered outcomes, and
structural characteristics to provide a comprehensive picture of
PHC system performance.

The health care SDI assessment differs from other similar
evaluations in that it adopts the perspective of service users and
provides a comprehensive three-dimensional assessment of PHC
service delivery:

1. Foundations of service delivery: Assessment of health
system structure and accessibility, staff qualifications
and job satisfaction, availability of medicines and
equipment, and supporting information systems.

2. Processes of care delivery: Assessment of health work-
er competence, coordination and continuity of care,
emergency preparedness, compliance with infection
prevention and control measures, and accessibility and
respectful treatment of patients.

3. People-centered outcomes: Focus on patient satisfac-
tion, factors influencing service uptake and retention,
and direct and indirect costs associated with obtaining
health care.
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1. OcHOBbl NpeaoCTaBNAEHUA YCAYr: OLEHMBAOTCA CTPYKTY-
pa ¥ JOCTYMHOCTb CUCTEMBI 34,paBOOXPAHEHMA, KBAINDU-
Kauus U yAOBNETBOPEHHOCTb KAaZpOB, HAasMUMe SIEKapCTB,
060pynoBaHUA W MOAAEPKMBAIOIMX MHPOPMALIMOHHDBIX
cucTem.

2. Tpoueccbl OKa3aHMA MOMOLLM: aHAM3UPYETCA KoMMe-
TEHTHOCTb MEAULMHCKMX PabOoTHWMKOB, KOOpAMHAUMA W
HenpepbIBHOCTb OKA3aHWA YCAYT, FOTOBHOCTb K Ype3Bblyaii-
HbIM CUTYaLMAM, cobatofeHe MHOEKLMOHHOIO KOHTPOAS,
a TaKKe JOCTYNMHOCTb M YBAXKeHMWe K NaLMeHTam.

3. YenoBeKo-OpUEHTUPOBAHHbIE pe3ynbTatbl: (GOKYC Ha
Y[0BNETBOPEHHOCTU MaALMEHTOB, daKTopax MPUHATMA W
YAEPKaHMA, a TaKKe NPAMbIX M KOCBEHHbIX pacxofax Ha
noayyeHne MefULMHCKON MOMOLLN.

dTuyecKoe 3asBieHMe. ITUueckoe ofobpeHWe uccnenosa-
HMA NONYYEHO Ha OCHOBaHMK pacnopaxenna M3C3H PT Ne 3-38 ot
05.04.2024 roaa.

CratucTMyeckumii aHanus. 06paboTka AaHHbIX BbINOHEHa C UC-
noNb30BaHMEM MPOrpammHoro obecneyerus Stata 17, a Bu3yanusa-
LA ¥ [oNONHUTENbHbIN aHanu3 — B cpeae R (RStudio). OnucaTenbHas
CTaTUCTMKA BK/OYaNa cebs BbiABneHWe fonelt u ux 95% noseputenb-
Horo uHTepBana (% (95% [1M)), a TaKKe pacyéT MeamaH 1 UX MeKKBap-
TunbHoro nHTepeana (Me [Q1; Q3]).

PE3YNILTATbI

B cootsetctBuM c pacnopaxeHnem M3C3H PT Ne 212 or
12.04.2024 ropa B pecnybavke 6bin NpoBeséH aHaNU3 NoKasaTenen
MMy B cucteme 3apaBooxpaHeHns Pecnybnmkn TagsKMKMcTaH. B 06-
cnefioBaHUM NpuHAAM yyactue 490 yupexaeHuii MMCN; 6b110 npose-
[eHO MHTepBbIO € 1266 MeAULMHCKUMM paboTHMKaMK 1 2479 nauu-
eHTamu 1o pecnybavke. MonyyeHHble pe3y/ibTaTbl aHaM3a NOKa3au
cnepymoulee:

CBA3aHHOCTb C NlabopaTopHoOi cnyK60i. CBA3b KAMHWUYECKUX
cnyK6 ¢ NabopaTopHbIMM M aNTEYHbIMM MOAPA3AENEHUAMM Urpa-
€T K/YEBYI0 PO/b B 0becreyeHn OpUEHTUPOBAHHOM Ha NaLlyeHTa
MEAMLMHCKOM NMOMOLLM, ynpoLuas obmeH nHGopmaumelt 1 cosaasas
«eMHYH TOYKY» AOCTYNa K ycayram. B xoae obcnenosaHus yctaHosne-
HO, YTO NPUMEPHO 52,7% (41,9-63,3%) yupesKAEHWIA, 33 UCKIOYEHNEM
[3, npenocTasnanm, no KpaviHe mepe, ofHy 1abopaTopHyHo ycayry.

JloCTyNHOCTb NIeKapCTBEHHbIX CPEACTB TakKe Oblna BbICOKOM:
99,5% yupexneHuin (97,9-99,9%) vmenn B HanMumMm xota Hbl OAMH
npenapaT ¢ AEWCTBYIOLMM CPOKOM FOAHOCTU M MpPaBUAbHOMN A0-
3MPOBKO, BHE 3aBUCMMOCTU OT TWUMA YUYPEKAEHUA UAKU PETUOHA.
[JeTtanbHoe mn3yyeHue ryouHbl U LWKNPOTLI 1aBOPATOPHbLIX BO3MOXK-
HoCTel byeT NpefCcTaBNEHO B CIeAYOLLEM NOAPA3AENE, MOCBALLEH-
HOM Habopy NpPefoCTaBAAEMbIX YCAYT U OXBaTblBAaEMbIM Cly4asm
3aboneBaHuit.

BO3MOHOCTM AN SKCTPEHHOI TPAHCNOPTUPOBKMU. [OTOBHOCTb
TPAHCNOPTHbIX CPEACTB A/ SKCTPEHHOW TPAHCMOPTUPOBKM OLIEHW-
Ba/faCb MO HA/MMYMIO CAELYOLMX KOMMOHEHTOB HA MOMEHT obcne-
[0BaHMA: XoTa bbl 0fHOro TpaHcnopTHoro cpeactsa (15,0%), ero
byHKUMOHMpoBaHusa (14,0%), 3anpasku Tonansom (10,4%) 1 Hannuma
YNOJHOMOYEHHOTO NepcoHana ansa ynpasnexus um (13,5%).

B uenom, Tonbko 10,1% yupexaeHuii (6,3-15,8%) obnaganu
MOJIHBIM MOTEHLMANOM ANA SKCTPEHHOM TPaHCNOPTUPOBKM. MOTeH-
Lpan TPaHCNopTMPOBKK Bbln CyLLecTBEHHO Huke B CU3 — 7,7% (4,0-
14,1%) no cpaBHeHwto c '3 n PLI3.

PervoHanbHbIM aHanM3 MoKasas 3HAYMUTEsIbHblE Pa3NUYMA:
HanbonblKIN OXBaT Obin 3apernctpuposaH B r. AywaHbe (53,3%),
4TO 06BACHAETCA TEM, YTO BCE OMPOLLEHHbIE YYPEKAEHMA B CTONMULLE

Ethical statement. Ethical approval for the study was grant-
ed pursuant to Order No. 3-38 of the MHSPP RT dated April 5,
2024.

Statistical analysis. Data were processed using Stata 17, and
visualization and additional analyses were performed in R (RStu-
dio). Descriptive statistics included proportions with their 95%
confidence intervals (% (95% Cl)) and medians with interquartile
ranges (Me [Q1; Q3]).

RESULTS

In accordance with Order No. 212 of the MHSPP RT dated
April 12, 2024, an analysis of service delivery indicators (SDIs) in
the health care system of the Republic of Tajikistan was conduct-
ed. The survey included 490 PHC facilities, with interviews con-
ducted with 1,266 health care workers and 2,479 patients nation-
wide. The analysis yielded the following results:

Linkage with laboratory services. Integration of clinical ser-
vices with laboratory and pharmacy units plays a key role in en-
suring patient-centered care by facilitating information exchange
and creating a “single point” of access to services. The survey
showed that approximately 52.7% (41.9-63.3%) of facilities, ex-
cluding health houses, provided at least one laboratory service.

Medicine availability was also high: 99.5% of facilities (97.9-
99.9%) had at least one unexpired medicine available in the cor-
rect dosage, regardless of facility type or region. The following
subsection presents a more detailed assessment of the scope and
range of laboratory capacity, focusing on the package of services
provided and the disease conditions covered.

Emergency transportation capacity. Readiness for emer-
gency transportation was assessed based on the availability of
the following components at the time of the survey: at least one
vehicle (15.0%), vehicle functionality (14.0%), fuel availability
(10.4%), and availability of authorized personnel to operate the
vehicle (13.5%).

Overall, only 10.1% of facilities (6.3-15.8%) had full emer-
gency transportation capacity. Transportation capacity was sub-
stantially lower in rural health centers (7.7%; 4.0-14.1%) than in
urban and district health centers.

Regional analysis revealed considerable variation. Dushan-
be recorded the highest coverage (53.3%), likely because all sur-
veyed facilities in the capital were urban health centers, whereas
in other regions this indicator was below the national average
(Fig. 1).

Number of outpatients. The research team verified the
estimated average number of weekly outpatient visits to health
care facilities, as well as outreach and home-call visits, using data
provided by facility managers for a consecutive reporting period
from May to July 2024 across all surveyed facilities. Health care
providers reported the number of outpatient visits for each mode
of service delivery during the week preceding the assessment. In
addition, information on the population assigned to each facili-
ty was combined with a simple annual projection of outpatient
volume (multiplying the observed three-month volume by four)
to estimate the annual number of visits per member of the as-
signed population, similarly disaggregated by mode of service de-
livery. The estimated mean number of facility-based outpatient
visits per physician was 40.0 visits. The estimated mean number
of facility visits per nurse was 21.0 visits. Overall, the estimated
annual number of facility visits per member of the assigned pop-
ulation was 8.0.
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npeacrasnanu cobor M3, Torga Kak B ApyrMx 0baacTax nokasatesb
6bln HUXKeE CpeaHEero 3HaueHu no ctpaxe (puc. 1).

Konunuecrso ambynatopHbix nauueHToB. CpesHee Yyncno npes-
nonaraembiX OBLIMX eXKeHeAeNbHbIX ambynaTOpHbIX MOCeWeHWin B
MEAULMHCKMX YYPEXKAEHUsX, a TaKKe Mo MaTPOHaXKy M Bbi30BY Ha
[10M OblIM YTOUHEHbI UCCNIEA0BATENbCKOM TPYNMO Ha OCHOBE AaH-
HbIX, NPEA0CTaBNEHHbIX PYKOBOAUTENEM YUPEKAEHUA, N OXBATbIBaB-
LUMX NOCNEA0BATE/bHbIV OTYETHDBIN Nepunos ¢ Mas no uonb 2024 roga
[ON19 BCEX ONPOLUEHHbIX YYpeKaeHMI. MocTaBLLMKam ycayr bbii 3a4aH
BOMPOC O KONMYECTBE ambYIaTOPHbIX BU3UTOB MO KaxK Ao popme oKa-
3aHMA YCYT B TEYEHWE Hedenu, NpeallecTByoleit aHanmnsy. Kpome
TOro, MHGoOPMaLMA 0 NPUKPENNEHHOM HACeNEHUM YUpeXaeHiA bblna
0b6beanHeHa ¢ NPOCTbIM NPOrHO3MPOBaHNMEM 06bEMa ambynaTopHbIX
NauMeHToB (YMHOKeHMe HabntogaeMoro ob6bema 3a TPEXMECAYHbIV
nepuog B 4 pasa) gna onpeaeneHus rofosoro KoadduumeHTa no-
CelleHN Ha OLHOro MPeACTaBUTENA MPUKPENNEHHOTO HaceneHus,
aHaNOrMYHO Ae3arpervpoBaHHOrO No MeToay NpeaocTaBieHus yc-
nyr. PacuétHoe cpeaHee KoNnyecTBo ambynaTopHbIX NMOCELEHNI yy-
pexaeHns Ha ogHoro Bpaya coctasuno 40,0 nocelleHnin. PacyétHoe
cpeaHee KONMYECTBO NMOCELLEHNUI YUPENKAEHUA HA KAXKAYI0 MEAULMH-
CKyto cecTpy coctasuno 21,0 nocelleHue. B uenom, cpegHerogosoe
PacyYETHOE KOMMYECTBO NOCELLEHMI yupexaeHnsa coctasmno — 8,0.

PacuétHoe cpeaHee KOMMYECTBO eXKeHeaesIbHbIX MaTPOHaMKHbIX
BM3WTOB COCTaBWAO okono 12,0 ana spayeit n 20,0 — ana meouumH-
CKMX CEecTép, B TO BPEMSA KaK rogo0BOE COOTHOLUEHWE MaTPOHAMKHbIX
BM3WUTOB B OTHOLUEHWM MPUKPENNEHHOTO Hacenenua coctasuio 0,3.
COOTHOLUEHNE eXKeHeaesIbHbIX M rOA0BbIX MOCELLEHMI MO NaTPOHAMKY
6b1710 CaMbIM BbICOKMM B T. [ywarbe n Coramniickoli obnactv no Bcem
TUNaM y4pexRaeHuid. Yto Kacaetca noceLeHnii Ha oMy No BbI30BY, TO
pacYéTHOe cpeaHee KONMYECTBO eXKeHeaebHbIX NOCELLEHMI COCTaBM-
10 npumepHo 8,0 ans Bpadeit n 10,0 — a9 MeAULMHCKMX CECTEP, NpK
3TOM FOA0BOE COOTHOLUEHWE MOCELLEHUI Ha OCHOBE BbI30BA HA A0M
coctasuno 0,2 Ha 0HOrO NPEACTABUTENS NPUKPENNEHHOTO HACENEHMA.

MpukpennéHHoe HaceneHue yupexkaeHus. CpeaHAa YMCNeH-
HOCTb MPUKPENJEHHOTO HaCeNeHWs Mo TUNaM YYperKAeHun U 06-
NacTAM NO/yYeHa M3 3anucel, NPefOCTaBAEHHbLIX MeAULMHCKUMM
YUPERAEHNAMM, B OTHOLIEHUM KOTOPbIX OdULIMANbHBIN 3anpoc Bbin

The estimated mean number of weekly outreach visits was
approximately 12.0 for physicians and 20.0 for nurses, while the
annual ratio of outreach visits to the assigned population was 0.3.
Dushanbe and Sughd Region had the highest weekly and annual
outreach visit ratios across all facility types. For home-call visits,
the estimated mean weekly number of visits was approximately
8.0 for physicians and 10.0 for nurses, while the annual ratio of
home-call visits was 0.2 per member of the assigned population.

Population assigned to the facility. Facility records provided
the average population size assigned to facilities by facility type
and region. An official request for these records had been sub-
mitted before the initial interview date in order to provide facility
managers with sufficient time to locate and prepare the docu-
mentation for verification at the start of the assessment.

The median assigned population across facilities was 2,171
[1,473; 4,402], with the highest figure observed in FMDs of UHCs/
DHCs (22,501), followed by RHCs at 3,784 [1,936; 6,331] and HHs
at 1,802 [1,081; 2,633]. The survey also assessed the number of
physicians and nurses per 1,000 members of the assigned popula-
tion. Across all facilities, the median staffing level was 0.34 physi-
cians [0.00; 0.62] and 1.44 nurses [1.00; 2.55] per 1,000 assigned
population. The mean number of physicians per 1,000 assigned
population was 0.61 in FMDs of UHCs/DHCs and 0.32 in RHCs
[0.00; 0.62]. The mean number of nurses per 1,000 assigned pop-
ulation did not differ significantly by facility type or region.

Assessment of the proportion of facilities operating through-
out the week, excluding standard public holidays, showed that al-
most all facilities (91.3%) were open from Monday to Friday, with
reduced working hours on Saturdays and only rare operation on
Sundays (0.3%). However, in Dushanbe, several facilities (13.3%)
reported being open on Sundays. Among open facilities, the av-
erage operating time was 9 hours on weekdays and 6 hours on
weekends.

Access to facilities. Another essential component of service
delivery organization is the availability of physical infrastructure
through which the population can access health care facilities.
Accordingly, to assess physical access to health facilities, the sur-
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Fig. 1 Proportion of health care facilities with emergency
transportation capacity, by facility type and region (n=490)
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nofaH Ao AaTbl NePBOHAYaIbHOMO cobecei0BaHMA, YTOObI aTb PyKO-
BOAMTENAM YUPEXAEHNI BpemaA ANA NMOMCKa U NOATOTOBKU AOKYMEH-
TaUuu ANA NPOBEPKMU B HaYane aHanu3a.

MegapaHa NPUKPeNnEHHOTo HaceNeHNaA Mo YUYPEKAEHNAM COCTa-
Buna 2171 yenosek [1473; 4402], 4TO ABNAETCA CAMbIM BbICOKMM MOKa-
3atesiem 8 OCM LU3/PL3 (22501), 3a HUmM cneaytot CLI3 — 3784 [1936-
6331] 1 [13—-1802 [1081; 2633]. B pamkax onpoca TaKKe OLEHM1BaN0Ch
cpesHee KONNYECTBO BPaYei U MeauumHCKKX cecTép Ha 1000 xuTeneit
NPUKPENNEHHOTO HaceNeHus, Npu 3TOM MeauaHa NPUKPEnNEHHOro
Hacenenusa coctasuna 0,34 spava [0,00; 0,62] n 1,44 meayuUMHCKOM
cectpbl [1,00; 2,55] Ha 1000 YenoBeK NPUKPENNEHHOTO HAaceNEHMSA MO
BCEM yupexaeHuam. CpeaHAa YMCAeHHOCTb Bpayen Ha 1000 yenosek
NpUKpennéHHoro HaceneHus coctasnna 0,61 8 OCM ru3/PU3m 0,32 -8
CL3 [0,00; 0,62]. CpeaHAs YUCNEHHOCTb MEAMLMHCKMX cecTép Ha 1000
NPUKPENNEHHOTO HACeNeHUA He MOKa3ano CTaTUCTUYECKU 3HAUMMOTO
PasNYMA No TUNaM YUPEXAEHUIN WU PETMOHaM.

M3yyeHne O0NN yupexaeHui, paboTalolmx B TeYeHue BCeW
Hefenu, 3a UCKNIoYeHNEM CTaHAAPTHBIX NPA3AHUYHbIX AHEN, NOKa3a-
N0, YTO, B LIEJIOM, MOYTU BCe yupexaeHns (91,3%) bbian oTKpbITbI €
NOHefeNbHUKA N0 NATHULY C COKPALLEHHBIM Pabounum BpemeHem B
cy660Ty 1 peskoit paboToi no BockpeceHbam (0,3%). OgHako B 1. [y-
WaHbe 6blN10 HECKONBKO yupeaeHuii (13,3%), 3aaBMUBLUMX, YTO OHU
pabotatoT no BockpeceHbAM. Cpeam OTKPbITbIX YUPEKAEHUN cpefHee
KO/IMYeCTBO YacoB paboTbl B byAHWE AHW COCTaBAAN0 9 YacoB, a B Bbl-
XOZHble AHW — 6 YacoB.

[ocTtyn K yupexkaeHuam. EWé oaHMM BaKHEWLLMM KOMMNOHEH-
TOM OpraHu3aLum NPesoCTaBAEHUA YCAYT ABAAETCA Hannune Gusnde-
CKOM MHGPACTPYKTYPbI, Yepes KOTOPYHO HaceNeHUe MOXKET MONyYnUTb
[0CTYN K MeAULMHCKUM yupekaeHnam. COOTBETCTBEHHO, YTObbI No-
HATb COCTOAHME AOCTYNa K MEAMULMHCKUM YYpEXAEHUAM, B aHaNN3
Obl/IN BK/IKOYEHBI BOMPOCHI O CBA3AHHOCTM U PACCTOAHUM A0 Meau-
LIMHCKUX yupexaeHnit B Pecnybnnke TagkukuctaH. Msydenne gonu
YYPENKAEHUN, CBA3AHHBIX C aBTOMOOUIBbHBIMM LOPOraMu U pacrnosno-
KeHHbIX B npegenax 10 MUHyT xoab6bl OT CTaHLyiA/0CcTaHOBOK 0bLue-
CTBEHHOTO TPAHCMOPTA, NO AaHHbIM PYKOBOAUTENA YUPEKAEHUA (UTO
6bIN0 BM3yasbHO MOATBEPHKAEHO COOPLLMKAMM AaHHbIX HA MOMEHT
npoBeseHVA aHann3a), NoKasao cieaymollee.

B uenom, 94,0% (87,0-98,0%) obbekToB B Pecnybnvke TagKu-
KWUCTaH CBA3aHbl C aBTOMOGWAbHbIMK Aoporamu. Ha yposHe L3/
PLL3 cBA3b C aBTOMOOWNbHBIMM ZOpOramu bblna MPaKTUYECKK NOBCe-
MecTHoi (99,0%). B To e Bpems, XOTA AOCTYN K aBTOMOOW/IbHbIM
Zoporam 6bl1 OTHOCUTENBHO BbICOKUM, 6AM30CTb K 06LLECTBEHHOMY
TpaHcnopTy 6bina HeBbICOKOW, U ToNbKO 55,0% (47,0-62,0%) yupex-
ZeHwii B BbIBOPKE COOBLLMAN, YTO Y HUX ECTb CTaHLMA/OCTaHOBKa 06-
LLLeCTBEHHOrO TPaHCMopTa B nNpesenax 10 MUHYT xoAb0Obl OT MeANLMH-
CKOTO yupexaeHus. Tem He MeHee, OblIv 3aMEeTHbI Pasnnuma Mexay
TMNamu yupexaeHuii: 6onbwmnHerso MU3/PL3 coobumno o 6amsoctm
obuiectBeHHOro TpaHcnopTa (83,0%) B To Bpems, Kak TO/IbKO OKO/O
64,0% CL3 (51,0-75,0%) 1 46,0% A3 (37,0-55,0%) coobwmnm o gocty-
ne K obLecTBEHHOMY TpaHcnopTy B npegenax 10 MuUHYT xoabbbl oT
MEAMLMHCKOrO yUpeKAEHHS.

YupeaeHUAM, COOBOLMBLIMM O MONYYEHUU OT3bIBOB OT MpU-
KPennéHHOro HaceneHus, 6biav 3afaHbl AOMONHUTENbHbIE BOMPOCHI
0 4aCTOTe PAaCCMOTPEHMA MMM TaKUX OT3bIBOB, @ TaK¥Ke 0 TOM, JeNATcA
NI OHW 3TUMM JAHHBIMM BHYTPU YUPEXAEHUA UK 33 ero npesenamu
(puc. 2).

YnpasneHue u Haa3op. IpdekTrsHocTb MMCI BO MHOrom 3a-
BMCUT OT KayecTBa BHYTPEHHero ynpasieHuAa u KoHTponda. B 94,0%
yYpexaeHU NpoBOAMNACh OLEHKa PaboTbl MOCTaBLUMKOB YCAYT, B
90,0% — BcnomoraTenbHOro nepcoHana. MpodunbHoe Bbiclwee obpa-
30BaHue umenn 63,0% pykosoauteneid, a 54,0% npownu obyyeHue

vey included questions concerning road connectivity and distance
to public transport in the Republic of Tajikistan. The proportion
of facilities connected to road networks and located within a
10-minute walk of a public transport station or stop was assessed
based on facility managers' reports, which data collectors visually
verified during the assessment.

Overall, 94.0% (87.0-98.0%) of health facilities in the Repub-
lic of Tajikistan were connected to road networks. At the UHC/
DHC level, road connectivity was nearly universal (99.0%). At the
same time, although road access was relatively high, proximity to
public transport was more limited: only 55.0% (47.0-62.0%) of fa-
cilities in the sample reported having a public transport station
or stop within a 10-minute walk. Nevertheless, facility types dif-
fered substantially. Most UHCs/DHCs reported proximity to pub-
lic transport (83.0%), whereas only approximately 64.0% of RHCs
(51.0-75.0%) and 46.0% of HHs (37.0-55.0%) reported access to
public transport within a 10-minute walk of the facility.

Facilities that reported receiving feedback from their as-
signed populations were asked additional questions about how
often they reviewed that feedback and whether they shared it
within the facility or with external stakeholders (Fig. 2).

Management and supervision. The effectiveness of PHC
largely depends on the quality of internal management and over-
sight. Performance assessments were conducted in 94.0% of fa-
cilities and in 90.0% of support staff. A relevant higher education
qualification was held by 63.0% of facility managers, while 54.0%
had received management skills training. These indicators were
higher in UHCs/DHCs (79.0% and 71.0%, respectively) than in HHs
and RHCs (approximately 62.0-58.0%). No differences in staff be-
havior were identified across facility types, indicating relatively
stable internal oversight.

Continuing professional development is an important com-
ponent of personnel management. Only 7.0% of facilities lacked
a formal process for selecting staff for training. The main selec-
tion criteria were equitable distribution of training opportunities
and alignment between the employee’s specialty and the train-
ing course subject. However, priorities differed by facility type:
in UHCs/DHCs, professional specialization and relevance of the
training topic were most commonly considered (51.0%); in RHCs,
the corresponding proportion was 39.0%, whereas HHs more fre-
quently applied the principle of equitable distribution of training
opportunities (29.0%).

Overall, most facilities had formalized mechanisms for staff
performance assessment and professional development. At the
same time, strengthening the managerial competencies of facility
managers, particularly in HHs and RHCs, and improving targeted
staff selection for continuing professional development remain
important areas for increasing PHC efficiency.

Electricity supply and infrastructure. Reliable electricity
supply is a key prerequisite for the effective functioning of health
care facilities. According to the assessment results, 99.0% (96.0-
99.0%) of facilities had a primary electricity source. However, only
63.0% (55.0-70.0%) had a functioning main power source avail-
able throughout the day at the time of the survey, while 52.0%
(45.0-59.0%) had an uninterrupted electricity supply from May to
July 2024.

Differences by facility type were substantial. Among
UHCs/DHCs, 98.0% had an available main power source and
67.0% reported uninterrupted electricity supply. Among RHCs,
68.0% had a functioning power source on the day of the survey,
and 51.0% had uninterrupted supply over the preceding three
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Community Feedback Practices
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Fig. 2 Proportion of health
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yrnpaBieHYeckum Hasblkam; B I'LU3/PL3 3T1 nokasatenu 6biun Bbllle
(79,0% 1 71,0% cooteTcTBEHHO), Yem B [13 1 CLI3 (oKono 62,0-58,0%).
Pa3nnuunii B noBeAEHUN COTPYAHUKOB MO TUMAM YYPENKAEHUN HE Bbl-
ABNEHO, YTO CBUAETE/bCTBYET 06 OTHOCUTE/IbHO CTAabUIbHOM YPOBHE
BHYTPEHHEro KOHTPOA.

BaKHbIM KOMMOHEHTOM YMNpaBAEHWA MNepCcOHaNoM ABNAETCA
noBbilleHne Keanudukaumu. Tonbko 7,0% yupeaeHuin He umenu
dopmanbHOro npouecca oTbopa COTPYAHUKOB s 0byyeHus. OcHOB-
HbIMW KPUTEPUAMMU ABNAIUCL PAaBHOMEPHOE pacnpefeneHue BO3-
MOMHOCTE 0ByYeHUs U COOTBETCTBME CMELMAsbHOCTU U TeMaTuKe
Kypca. Mpy 3ToM NpUopuTETbI PA3AUYANKUCh NO TUMAM YUPEKAEHMUM:
B8 U3/PU3 npenMmyLIecTBEHHO Y4uTbIBaAMCL NpodeccMoHanbHas
cneupanmsauma u Tematuka obydenums (51,0%), 8 CLL3 — 39,0%, Toraa
Kak B [13 yalLe NnpMMeHANCA MPUHLMN PaBHOMEPHOrOo pacnpeaeneHns
KypcoB (29,0%).

B uenom, GOMbIIMHCTBO yuypexAeHWUi pacnonarano dopma-
/IU30BaHHbIMM MEXaHU3MaMW OLLEHKWU [EeATENbHOCTUM U Pa3BUTMA
nepcoHana. Bmecre ¢ Tem, ykpenseHune ynpaBaeHYeckMx KomneTeH-
uui pykosoauteneit, ocobeHHo B 3 v CL3, n coBepLieHCTBOBaHME
Lenesoro otbopa COTPYAHUKOB ANA MOBbIWEHUA KBasMdUKALMK
OCTalOTCA BaKHbIMU HAMpPaBAEHWUAMU NOBbILEHUA IGPEKTUBHOCTU
nmcn.

dnekTpocHabkeHne U UHdpacTpykTypa. Hannume ctabunbHo-
ro 3/1EKTPOCHABKEHUA ABNAETCA K/toueBbIM hakTopom obecneyeHns
GYHKLMOHMPOBAHNUA MEeAULMHCKMX yupexaeHuid. Mo pesynbtatam
aHanm3a, 99,0% (96,0-99,0%) yupexaeHWin MMenu nepBuYHbIA UCTOY-
HUK 3N1eKTpo3Heprun. Mpu 3tom Toabko 63,0% (55,0-70,0%) nmenu
GYHKLUMOHMPYIOWMIA OCHOBHOW WCTOYHMK MUTAHWA, LOCTYMHbIA B
TeyeHue BCEro AHS Ha MOMEHT NpoBeaeHus onpoca, a 52,0% (45,0-
59,0%) obecneunsany becnepeboitHoe aneKTpOoCHabKeHWe B Nepuog,
¢ mas no utonb 2024 roga.

Paznnuma no TMnam ydpexaeHuin 6biam sHaumtenbHbiMu: L3/
PL3 — 98,0% MMenun LOCTYNHbIA OCHOBHOM UCTOYHUK 3HEpru, 67,0%
obecneunsanu becnepeboiiHoe anekTpocHabxeHwe; CLU3 — 68,0%
UMenn GyHKLMOHMPYIOLLMI UCTOYHUK B AeHb onpoca, 51,0% — bec-
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months. Among HHs, 57.0% had a functioning source on the day
of the survey, and 51.0% reported uninterrupted electricity sup-
ply.

For most facilities, the national electricity grid (“Bargi To-
jik”) was the primary power source (98.0%); the remaining facil-
ities used solar panels, generators, or the “Pamir Energy” supply
system (1.0%). Only 5.0% of facilities had a secondary electricity
source (3.4-7.1%), most often in UHCs/DHCs (38.2%), and less of-
ten in RHCs — 5.1% (2.7-9.4%) and HHs — 3.0% (1.5-6.0%). Facili-
ties that experienced electricity interruptions between May and
July 2024 reported an average of 5 power outages over the three
months, with each outage lasting approximately 8 hours.

Water, sanitation, and hygiene (WASH) infrastructure.
Another important component of facility infrastructure is the
availability of adequate WASH services. At the most basic level,
facilities were assessed to determine whether they had: (1) an im-
proved water source?, (II) a water source verified by data collec-
tors as functional, (Ill) a water source located on the premises of
the facility (i.e., inside the facility building or within its grounds),
and (IV) no interruptions in water supply during the reporting pe-
riod from May to July 2024.

In the Republic of Tajikistan, 74.8% (67.6-80.9%) of facili-
ties had an improved water source, 63.0% (55.6-69.9%) had an
improved water source that was accessible and functioning on
the day of the survey, and 36.6% (30.1-43.6%) had such a water
source inside the facility building. Overall, 24.4% (18.8-30.9%)
of facilities had a water source that met all criteria and experi-
enced no interruptions in water supply from May to July 2024.
This pattern was consistent across all facility types. In general, in-
dicators of water availability, functionality, on-premises location,
and continuity were highest in UHCs/DHCs, followed by RHCs and
HHs. Facilities that experienced any interruptions in water supply

1 Improved water sources include piped water supply (including piped water
towers), tube wells/boreholes, public taps/standpipes, protected dug wells/
springs, and rainwater
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nepeboiHbIi B TedeHWe Tpéx mecaves; 13 —57,0% umenun UCTOUHVK B
JeHb onpoca, 51,0% — 6ecnepeboiiHblii.

OCHOBHbIM MWCTOYHUKOM 3Hepruu ansa GONbLUMHCTBA YUpex-
[leHnit Bbina HaupoHanbHan anekTpoceTb («bapku Tounk») — 98,0%,
0CTa/IbHble MCMONb30BaN CONHEYHbIE MAHENN, FEHePaATOPbl UK KOM-
naHuio «Mamup IHepaxu» (1,0%). Hannume BTOPUYHOTO MCTOYHMKA
3Heprum GUKCMpoBanoch Anb B 5,0% (3,4-7,1%) yupexaeHuid, npe-
umyLectseHHo B MU3/PL3 (38,2%), pexe — B CU3 5,1% (2,7-9,4%) n
03 3,0% (1,5-6,0%). YupexzaeHus, ucnbiTbiBaswne nepeboun ¢ anek-
TpOCHabKeHMem B nepuog ¢ Mas no utonb 2024 roga, B cpesHem cTa-
KMBANUCb C 5 OTKIOYEHUAMM 33 TPU MecALLA, NPOAO/KUTENBHOCTD
KaX[,0ro — OKos0 8 Yacos.

UHOpacTpyKTypa BOAOCHAGNKEHUA, CaHWUTapuUA M TUrMeHa
(BCT). EWwé ogHMM BaXKHbIM KOMMOHEHTOM MHOPACTPYKTYPbI YUpeK-
[eHus ABNAETCA Hannume nHdpacTpyKTypbl BCT B yupekaeHun. Ha ca-
MOM 63a30BOM yPOBHE 06BEKTbI OLEEHUBANNCH C LIENBIO ONPEAENeHs
TOro, UMETCA N Y HUX (1) yNy4LWEHHBIN UCTOYHWUK BOAOCHabKeHMAL,
(1) 4to 3TOT MCTOUHMK BOAbI OblN NOATBEPKAEH COOPLLMKAMM JAHHBIX
KaK QyHKUMOHaNbHbIN, (I11) 4TO UCTOYHMK BOAb! ObiN NPOBEPEH B yu-
pexAeHUM (T.€. B 30aHUMN YUPEKAEHWA NN Ha TEPPUTOPUM 06BEKTA)
1 (IV) uto B yupexkaeHun He BblNo HUKaKMX nepeboes B BOLOCHAbMKe-
HWW B TEYEHME OTYETHOIO Nepuoaa ¢ Mas no nonb 2024 r.

Ha pvc. 3 nokasaHa fons yUpeKAEHNI C Kax 0N U3 3TUX XapaK-
TEPUCTVUK, NPEACTaBAAOLLAA KacKas BOJ00OEecneyeHHOCTM Ha OCHOoBe
nocneA0BaTeNIbHOIO C/IOKEHUA NEPEYNCNEHHDBIX BbILLE KPUTEPHEB.

B Pecnybnuke TagpkmkmcTaH 74,8% (67,6-80,9%) yupexaeHuii 0b-
NaJAloT YAYULWEHHBIM UCTOYHUKOM BoAbl, 63,0% (55,6-69,9%) umetot
YNYULLEHHbIA UCTOYHWUK BOAbI, KOTOPBIN OblN AOCTYNEH U GYHKLMOHM-
poBan Ha AeHb onpoca, eweé 36,6% (30,1-43,6%) yuperaeHuin umenu
3TOT UCTOYHWMK BOAbI BHYTPM 34aHuA, a 24,4% (18,8-30,9) umenu uctou-
HUK BOZbl, KOTOPbIM COOTBETCTBOBA/1 BCEM BbiLLEYKa3aHHbIM KpUTEpU-
M, @ TaK¥Ke He UCMbITbIBan nepeboes B nepuog, ¢ mas no uonb 2024
roga. ta 3aKOHOMepPHOCTb Bbl1a OAMHAKOBOM /1A BCEX TUMOB YUPeXk-
JeHuiA. B uenom, nokasatenu AOCTYNMHOCTM BOAbI, PYHKLMOHANbHOCTH,
MECTOMO/IOXKEHUA Ha TEPPUTOPUM U MOCTOAHCTBA OblAM CaMbIMM BbICO-
Kumu B TLU3/PL3, 33 HumK cregosanu CU3 1 [13. YupexmaeHus, B KOTo-
pbIX HabtoAANMCL Kakne-1Mbo nepebom B Nogaye BoApl, COO6LWMAN B
cpeaHem o 3 nepebosx B TEUEHWE TPEXMECAYHOTO OTYETHOTO NEPUOAA,
NpuW 3TOM Ka bl NepepbIB AUACA B cpeaHem 3 Yaca.

UHopacTpyKTypa MHGOPMALMOHHO-KOMMYHMUKALIMOHHbBIX
TexHonorui (UKT). UHdpacTpykTypa VKT, oLeHEHHAA Kak focTynHas
1 OYHKLMOHMPYIOLLAA Ha [eHb NPOBEAEHWA obcnefoBaHusA, BKIO-
yana TenedoH (CTaLMOHapHbIA/MOBUAbHBIN TenedoH/cmapTdoH),
NoAKMYeHNe K UHTepHETY, KOMMNbloTep W NpuHTep. B Pecnybauvke
TapmurucTaH 27,0% (21,0-33,0%) yupekaeHuit umenu GyHKLUOHUPY-
IOLLMIA KOMNbIOTEP Ha AeHb 0bcneaoBanusa. 17,0% (13,0-31,0%) ume-
N1 GYHKLMOHUPYIOLLMIA JOCTYN K UHTEPHETY B AieHb 06cnef0BaHus. B
Kaxkaom yetséptom 25,0% (19,0-31,0%) nmencs ucnpasBHbli NpUHTED
B AeHb 0bcnepoBanms. 31,0% (25,0-38,0%) nmenn GyHKUMOHANbHbIN
TenedoH (CcTaumoHapHbIi/MobunbHbIN TenedoH/cmapTdoH) B AeHb
obcnenoBaHusA.

96,0% onpoleHHbix B MLU3/PL3 coobwmam o Haamumm yHK-
LIMOHaNbHOTO KOMIMbIOTEPA B AeHb 06CNefoBaHMA B TO BPeMs, Kak
Tonbko 7,0% (4,0-13,0%) u3 3 coobwunm To e camoe. BbicoKan
OCHALLEHHOCTb Cpeau KpynHbIX yupeskaenui MU3/PL3 HuBenmnposa-
Nacb NPeBasMpyoLLMM GONBLUMHCTBOM YUpEXAeHWi nepudepuye-
CKOTO YpOBHS. AHanorMyHbIMm o6pasom, 55,0% OCM B I'Li3/PL3 umenu

1 Yny4dweHHble UCMOYHUKU 8006l 8KOYAKOM 8000M1po8odHoe CHabxeHue (8
mom Yucse 8000HaMopHbIe 6awHU ¢ 8000MPo8odom), mpyb4amesle Konodusl /
CKBaM(UHbl, 06uWecmaeHHble 8000MPOBOOHbIE KPAHbI / KOAOHKU, 3aUULEHHbIE
8bipbimble Kon00ubl / podHUKU u Aoxdesyto 800Y.

reported an average of 3 interruptions during the three-month
reporting period, with each interruption lasting an average of 3
hours.

Information and communication technology (ICT) infra-
structure. ICT infrastructure assessed as available and function-
ing on the day of the survey included a telephone (landline/mo-
bile phone/smartphone), an Internet connection, a computer,
and a printer. In the Republic of Tajikistan, 27.0% (21.0-33.0%)
of facilities had a functioning computer on the day of the survey.
A functioning Internet connection was available in 17.0% (13.0-
31.0%) of facilities. One in four facilities, 25.0% (19.0-31.0%), had
a functioning printer, while 31.0% (25.0-38.0%) had a functioning
telephone (landline/mobile phone/smartphone).

Among surveyed UHCs/DHCs, 96.0% reported having a func-
tioning computer on the day of the assessment, whereas only
7.0% (4.0-13.0%) of HHs reported the same. The predominance
of peripheral-level facilities in the overall sample offset the high
level of equipment in larger UHC/DHC facilities. Similarly, 55.0%
of FMDs in UHCs/DHCs had a functioning Internet connection on
the day of the survey, compared with only 16.0% (11.0-23.0%)
of HHs. A functioning printer was available in 89.0% of FMDs in
UHCs/DHCs compared with 6.0% (3.0-11.0%) of HHs. Among sur-
veyed FMDs in UHCs/DHCs, 74.0% reported having a functioning
telephone (landline/mobile phone/smartphone) on the day of
the survey. In contrast, only 29.0% (22.0-38.0%) of HHs reported
having a functioning telephone, representing the lowest propor-
tion among facility types.

Policies and protocols. The survey showed that, at the time
of the assessment, approximately 71.5% (64.2-77.8%) of facilities
in the Republic of Tajikistan had a paper copy of the clinical pro-
tocols for diagnosing and treating patients at the PHC network
level?. This document was most widely available in FMDs of UHCs/
DHCs (94.4%), followed by RHCs (75.6%; 64.0-84.4%) and HHs
(67.2%; 57.1-75.9%). Approximately 7.4% (3.8-13.6%) of facilities
had an outdated version of this collection. Among FMDs of UHCs/
DHCs and RHCs that did not have any copy of the collection (34
facilities in total), the most commonly available separate guide-
lines were those on infection prevention and control, 46.3% (22.7-
71.7%); management of drug-resistant tuberculosis, 41.1% (19.5-
66.8%); and antimicrobial resistance, 47.6% (23.7-72.6%). In the
same subgroup of facilities, guidelines related to the diagnosis and
treatment of breast cancer, 24.3% (8.3-53.3%), and cervical cancer,
23.9% (8.0-53.1%), were the least commonly available.

DiscusSION

The results of the national SDI assessment show consider-
able heterogeneity in PHC system functioning in the Republic of
Tajikistan. Alongside the high availability of certain basic resourc-
es, we identified limitations in human resources, diagnostics, in-
frastructure, and organization. This highlights the need to assess
PHC not only by the presence of resources, but also by their actu-
al availability and functionality.

High medicine availability (99.5%) is a strength of the sys-
tem; however, laboratory capacity remains limited, with only
52.7% of facilities providing at least one laboratory service. This
indicates a mismatch between pharmaceutical availability and di-

2 Approved by the MHSPP RT, this collection includes one hundred and
fourteen (114) clinical protocols for diagnosis and treatment at the PHC level,
which serve as clinical guidelines to ensure standardized and high-quality care in
PHC facilities (MHSPP RT Order No. 456 dated June 19, 2020)
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Water Availability by Facility Type
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Fig. 3 Proportion of health care facilities with
access to a water source, by facility type and
region (%, n=490)

bYHKLMOHMPOBaBLUEE NOAKNIOYEHNE K MHTEPHETY B AeHb 06cneno-
BaHMA, HO ToAbKo 16,0% (11,0-23,0%) A3 coobwmnm 06 stom. 89,0%
OCM TL3/PL3 nmenu GyHKLMOHaNbHbINA NPUHTEp B AeHb 06CeA0Ba-
HUWA No cpaBHeHuto ¢ 6,0% (3,0-11,0%) ¢ A3. 74,0% onpolueHHbix OCM
LU3/PL3 coobuumnm, 4to B A€Hb ONPOCa Y HUX 6bln GYHKLMOHAbHbIN
TenedoH (cTaupoHapHbIit/MobunbHbIN TenedoH/cmapTdoH), B To Bpe-
MA KaKk y 29,0% (22,0-38,0%) [13 6b1n GYHKLMOHANbHbIV TeNedOoH, YTo
ABAETCA Hanbonee pesKUM OTBETOM.

Mepbl NOAMTUKKM U NpoTOoKoAbl. Onpoc rnokasan, 4to B Pecny-
61vKe TafKMKUCTAaH HAa MOMEHT MPOBEAEHUA aHasM3a MPUMEPHO
71,5% (64,2-77,8%) yuperaeHUiA UMENUN B HaMUYMKU COOPHMK KIUHK-
YECKMX NPOTOKO/IOB MO ANArHOCTUKE U IYEHMIO NALLMEHTOB Ha YPOB-
He ceTun yupexaeHuin MMVICMN? Ha bymakHoM HocuTene. Hanbonee po-
CTYMHbIM 3TOT AOKYMeHT oKa3zanca 8 OCM TL3/PL3 (94,4%), 32 HUM
cnegosann CLU3—-75,6% (64,0-84,4%) n 13 —67,2% (57,1-75,9%). Npu-
MepHo B 7,4% (3,8-13,6%) yupexaeHuii faHHbI cOOPHWMK Obin B ycTa-
pesLeit Bepcumn. Cpeam OCM TLU3/PL3 1 CLU3, He MMEBLLMX HW O4HOrO
aK3emnaisApa aTol KHUrM (Bcero 34 yupexaeHus), Hanbonee pacnpo-
CTPaHEHHbIMM OblIM PEKOMEHAALMMU NO NPOPUAAKTUKE MHOEKLMIA
N MHPEKLMOHHOMY KOHTpoto 46,3% (22,7-71,7%), BeAeHUO nekap-
CTBEHHO-yCTOMYMBOrO Tybepkynésa 41,1% (19,5-66,8%) n ycToitumnso-
CTU K NPOTUBOMMKPOGHbLIM npenapatam 47,6% (23,7-72,6%). Cpeau
TOI e NOATPYNNbl YYPEKAEHUIN PEXKE BCErO BCTPEYANNCL PEKOMEH-
ZlaLmnu, CBA3aHHbIE C AMArHOCTUKOM U 1IeYEeHMEM PaKa MOJIOYHOM Ke-
nesbl 24,3% (8,3-53,3%) 1 paka weikn matku 23,9% (8,0-53,1%).

OBCYXAEHUE

Pe3ynbraTbl HaUMOHanbHOTO aHanu3a MNMNY AeMoHCTPUPYHOT He-
OLLHOPOAHOCTb PYHKLMOHMpPOBaHMA cucTembl MMCM B Pecnybnuke

2 [puHamoe co cmopoHbl M3C3H PT, daHHbIl c6OpHUK 8Knao4aem 8 cebs
cmo YemolipHadyame (114) knuHu4YecKux MPOMoKo/08 Mo OUa2HOCMUKe U
neyeHuto Ha yposHe MMCII, Komopeble cayxam 8 Kayecmee KAUHUYecKux
pyKosodcme 015 obecriedeHUs cmaHOapmMu3upo8aHHol u KayecmeeHHol
nomowyu Ha yposHe MMCIT (Mpuka3z M3C3H PT Ne456 om 19 utoHs 2020 e.).
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agnostic capacity and may limit opportunities for timely diagnosis
at the PHC level.

Substantial limitations were identified in emergency trans-
portation capacity: only 10.1% of facilities had full emergency
transportation capacity, and among rural health centers this pro-
portion was only 7.7%. Thus, the availability of individual compo-
nents of the transportation system does not necessarily ensure its
actual readiness. This problem is particularly important in rural ar-
eas, where access to higher-level health facilities may be limited.

Health workforce availability showed marked territorial dis-
parities. The median staffing level was 0.34 physicians and 1.44
nurses per 1,000 assigned population, while physician availability
in urban facilities was almost twice that in rural facilities (0.61 vs.
0.32 per 1,000 population). These disparities may limit access to
and continuity of care in rural areas and indicate a need to im-
prove mechanisms for distributing and retaining health care per-
sonnel.

Limitations were also identified in basic and digital infra-
structure. Only 63% of facilities had functioning electricity and
water supply sources. Digital infrastructure also differed signifi-
cantly: 55.0% of FMDs in UHCs/DHCs had a functioning Internet
connection, compared with 16.0% of HHs, while 89.0% of FMDs
in UHCs/DHCs had a functioning printer, compared with 6.0% of
HHs. These findings indicate insufficient digital readiness at the
peripheral level and may restrict electronic documentation, ex-
change of medical information, and quality monitoring.

The availability of clinical protocols in 71.5% of facilities,
with substantial differences across PHC levels (94.4% in UHCs/
DHCs and 67.2% in HHs), indicates a gap between regulatory pro-
vision and the practical implementation of clinical requirements.
Therefore, improving care quality requires not only access to up-
to-date protocols, but also regular training for health care work-
ers, practical application, and monitoring of adherence to recom-
mendations.
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TafKuKUCTaH. Hapagy ¢ BbICOKOM AOCTYMHOCTbIO OTAENbHbIX 6a30BbIX
pecypcoB, BbIABAEHbI OFPaHUYEHMA Ka[pOBOro, AWMArHOCTUYECKOrO,
MHGPACTPYKTYPHOTO M OpPraHM3aLLMOHHOTO XapakTepa. 3To NoAYEPKU-
BaeT HeobxoaMmocTb oueHkM NMMCIT He TOMbKO MO HaNUYMIo pecyp-
COB, HO 1 MO UX GaKTUYECKOM AOCTYNHOCTU U QYHKLMOHANBbHOCTM.

BbICOKan AOCTYMHOCTb SIeKapCTBEHHbIX cpeacTs (99,5%) anseT-
€A OHOW U3 CU/IbHBIX CTOPOH CUCTEMbI, OLHAKO 1abopaTOpHble BO3-
MOMKHOCTM OCTAKOTCA OFpaHMYEHHbIMU: TONbKO 52,7% yupeaeHui
npesoCTaBAANM XOTA Obl 0AHY 1abopPaTOpHYIO ycayry. 3To CBUAETENb-
CTBYET O HECOOTBETCTBUM MENKY NIEKAPCTBEHHBIM 0becrneyeHnem u
[MarHOCTUYECKOMN AOCTYMHOCTBIO U MOYKET OrPaHUUYMBATb BO3SMOXKHO-
CTV CBOEBPEMEHHOM AMarHOCTMKM Ha yposHe MMCI.

CyLLecTBeHHble OrpaHUYeHUA BbiAB/IEHbI B 0BecneyeHnn Kc-
TPEHHOW TPAHCMOPTUPOBKM: MOAHBIA MOTEHLUMAN ANA Heé umenu
Tonbko 10,1% yypexaeHun, a cpeam CeNbCKUX LEEHTPOB 34,0P0BbA
— 7,7%. Takum 06pa3om, Hannume OTAE/bHbIX KOMMOHEHTOB TPAHC-
MOPTHOM cuCTeMbl He obecneunBaeT eé (aKTUYECKOM FOTOBHOCTU.
Npobnema 0cobEHHO 3HaUMMa A/151 CEbCKOW MECTHOCTH, rae AOCTyn
K YUPEXAEHUAM CefyoLLero YPOBHA MOMKET ObiTb OrpaHUYEH.

KappoBoe obecneyeHne xapaKTepM3oBasoCh BblPaXKeHHbIMU
TepPUTOPUANbHBIMM pasnnumamm. MesamaHHas obecrneyeHHOCTb Co-
ctasuna 0,34 spaya n 1,44 mepgmumHckol cectpbl Ha 1000 npukpe-
NAEHHOTO HaceNeHNs; Npu 3Tom obecrneyeHHOCTb BpayaMm B ropos-
CKUX yuYpexAeHNAX Oblia NoYTH BABOE Bbllle, Yem B cenbckux (0,61
no cpaBHeHuto ¢ 0,32 Ha 1000 HaceneHus). Takasa aucnponopums
MOXeT OrpaH1yMBaTh JOCTYMHOCTb U HENPEPbIBHOCTb MeAMLMHCKON
MOMOLLY B CE/IbCKOM MECTHOCTYM U YKa3bIBaeT Ha HeobXoAMMOCTb Co-
BEPLUEHCTBOBAHMA MeXaHW3MOB pacrpeseneHna 1 yaepxaHua Ka-
[poB.

OrpaHuyeHus BblABNAEHbI TakXKe B 6a30BOW M LUGPOBON WH-
dpactpykType. Tonbko 63% yupexaeHnit umenu GyHKLMOHUPYOLLME
MCTOYHWKM 3NEKTPO3HEePrnn 1 BofocHabxeHmA. CyllecTBeHHble pas-
NNYmnA OTMeYeHbl B LMdpoBOoM obecreveHun: dYHKLMOHUpPYLOLLEE
MHTEpHEeT-coeanHeHne nmenm 55,0% OCM T'L3/PL3 v 16,0% [3, a nc-
npasHbIi NpuHTEp — 89,0% 1 6,0%, COOTBETCTBEHHO. ITO CBUAETE/b-
CTBYET O HEAOCTAaTOYHOW UMPPOBOW FOTOBHOCTU Nepudepuyeckoro
3BEHa U MOXKET OrpPaHUUMBaTb INEKTPOHHBIV JOKYMEHTOOOOPOT, 06-
MEH MeMLMHCKON MHGOPMALMeN U MOHUTOPMHT KayecTBa.

Hanuume KnMHUYECKUX NPOTOKONOB B 71,5% yupexaeHui npu
3HAUMTENbHbIX Pa3AnMuMAX mexay yposHamu NMMCM (94,4% s U3/
PL3 1 67,2% B [13) yKa3bIBaeT Ha pa3pblB MeX Ay HOPMATUBHOMN 0be-
CMEeYeHHOCTbIO U NPaAKTUYECKOW peann3aLmeit KAMHUYeckux tpebo-
BaHWIA. M03TOMY NOBbILWEHME KayecTBa NOMOLLM TpebyeT He TONbKO
[OCTYMHOCTM aKTya/bHbIX NPOTOKO/MOB, HO U PerynapHoro obyyeHns
MEAMLMHCKMX PabOTHWUKOB, UX NPAKTUYECKOrO NPUMEHEHMA U MOHU-
TOpWHIa cobNtoAEHUA PEKOMEHAALIWNA.

HecmoTpa Ha OTHOCWTENBHO BbICOKYHO OOLLYIO YA0BNETBOPEH-
HOCTb NaLMEHTOB, OLIeHKa COCTOAHMA 060pyA0BaHMA, YNCTOTbI MOMe-
LEeHWI 1 cobnoaeHna KoHOUAEHUMaNbHOCTM bblna HUKe 60%. ITo
MOKa3blBaeT, YTO YA0BNETBOPEHHOCTb NALMEHTOB HE MOXKET paccma-
TPMBATbCA KaK CaMOCTOATE/IbHbIM MOKa3aTeNb KayecTBa WM AOMKHA
OLLeHMBATLCA B COYETAHWUM CO CTPYKTYPHBIMM NOKa3aTeNAMM U Xapak-
TEPUCTUKAMM NPOLLECCOB OKa3aHMA MOMOLLM.

B mexayHapoLHOM KOHTEKCTE pe3ynbTaTbl MOryT 6biTb cormo-
CTaB/IEHbI C UCCNEA0BAHMAMM, BbINOJHEHHbIMM MO MeToAMKe Service
Delivery Indicators (SDI) [25]. B Apmenun B 2021-2022 rr. cobntoge-
HUE KIMHWUYECKMX PEKOMEHAALMIA cocTaBuno 33%, AMarHocTUYecKas
TOYHOCTb — 47%, [ONA OTCYTCTBYHOLLMX MEAULMHCKUX PabOTHWUKOB —
10%, a afieKBaTHbIN MHOEKLMOHHbIM KOHTPO/b bbln 0becnedyeH B 99%
yupexxaeHuit [26]. B Mongose aHanorMyHoe HauuoHanbHoe SDI-uc-
CnefioBaHWe OblI0 HanNpaBNeHO Ha KOMMEKCHYHO OLLEHKY KayecTBa

Despite relatively high overall patient satisfaction, assess-
ments of equipment condition, cleanliness of premises, and
respect for confidentiality were below 60%. This suggests that
patient satisfaction should not be considered an independent
indicator of quality and should be evaluated alongside structural
indicators and characteristics of care delivery processes.

In the international context, the findings may be compared
with studies conducted using the Service Delivery Indicators (SDI)
methodology [25]. In Armenia in 2021-2022, adherence to clinical
guidelines was 33%, diagnostic accuracy was 47%, the proportion
of absent health care workers was 10%, and 99% of facilities en-
sured adequate infection prevention and control [26]; in Moldo-
va, a similar national SDI assessment aimed to provide a compre-
hensive evaluation of the quality of essential health services [27].
Using a standardized approach makes it possible to interpret the
findings from Tajikistan within a broader international context.

Overall, the main challenges in PHC relate to uneven re-
source distribution and differences in functionality, particularly
between urban and rural facilities. Priority areas include improv-
ing the distribution and retention of health care personnel, ex-
panding laboratory diagnostic capacity, strengthening emergency
transportation, improving the reliability of electricity and water
supplies, developing digital infrastructure, and improving the
conditions under which medical care is delivered.

Thus, further improvements in the quality and accessibili-
ty of PHC require a comprehensive approach integrating human
resource development, infrastructure, diagnostic capacity, digital
technologies, and quality assurance mechanisms. Standardized
SDIs may serve as a tool for monitoring changes and evaluating
the effectiveness of managerial decisions.

Study limitations. This study has several limitations.

Temporal and seasonal factors. Data collection was conduct-
ed from September 2024 to January 2025, which may have af-
fected electricity and water supply indicators because of seasonal
pressure on infrastructure during winter, as well as patterns of
morbidity and the number of patient visits.

Subjectivity and social desirability. Data on the number of
visits, completion of outreach visits, and management practices
were partly based on verbal responses from facility managers and
health care personnel, which may introduce social desirability
bias.

Geographical accessibility. In remote rural areas, data col-
lection in HHs may have been limited, so caution is needed when
extrapolating individual indicators from small HHs.

CONCLUSION

The results of the study of health service delivery indicators
in the Republic of Tajikistan confirmed their importance as a tool
for generating an evidence base to assess the performance of the
health care system and PHC. A comprehensive analysis of SDIs, in-
cluding the foundations of service delivery, care delivery process-
es, and person-centered outcomes, made it possible to identify
both achievements and problem areas within the system. Stan-
dardized indicators enable monitoring progress over time and
cross-country comparisons, increasing the practical value of the
findings for developing and adjusting public health policies. The
data may serve as a basis for targeted recommendations, man-
agerial decision-making, and further in-depth analyses aimed at
improving the organization and quality of health care and popula-
tion health outcomes.
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OCHOBHbIX MeULIMHCKUX yenyr [27]. Mcnonb3oBaHWe cTaH4apTU3npo-
BaHHOrO MoAxoAa NO3BOMAET PacCMATPMBaATL pesynbraTbl TagXKUKK-
CTaHa B bonee LWMPOKOM MeXAyHapOAHOM KOHTEKCTE.

B uenom, ocHoBHble npobaembl MMCI cBA3aHbl NpeumyLLe-
CTBEHHO C HEPaBHOMEPHOCTbIO pacnpeAeneHna pecypcoB U pasau-
unaMM B WX daKTUYecKoM QYHKLMOHANIbHOCTM, OCOBEHHO Mexay
FOPOACKUMM U CENbCKMMU yupexaeHAMU. [propuTeTHbIMK Hanpas-
NEeHVAMM ABNAIOTCA y/yYLLEHNe pacnpeaeneHna u yaepaHma mean-
LIMHCKMX KaZlpoB, paclumMpeHve nabopaTopHON AMArHOCTUKM, YKpe-
NAEHWe 3SKCTPEHHOW TPAHCMOPTUPOBKM, MOBbILIEHNE HAAEKHOCTU
3NEKTPO- U BOAOCHADKEHNS, Pa3BUTUE LUPPOBOM MHOPACTPYKTYPbI U
COBEepLUEHCTBOBaHWE YCN0BWI OKa3aHUA MeAVLMHCKOM MOMOLLM.

Takum 06pasom, AasbHelillee NoBbllLeHWe KayecTsa U JOCTyn-
HocTv MIMCI TpebyeT KOMNIEKCHOTO NOAX0AA, 06 beAMHAIOLLETO Pas-
BWTME KaApOBOro NoTeHLMana, MHOPACTPYKTYpbl, ANArHOCTUHECKMX
BO3MOMHOCTEW, LIMbPOBbIX TEXHOMOTUI M MEXaHU3MOB obecrneyeHns
KavectBa. CtaHaapTvauposaHHblie TMY moryT ncnonb3oBaThCA Kak
MHCTPYMEHT NOC/NeAYIOLLEr0 MOHUTOPUHIA U3MEHEHWI U OLLeHKM 3¢-
(bEKTUBHOCTM yNpaBneHYecKMX peLleHni.

OrpaHuyeHna uccnefoBaHuaA. HactoAllee nccaeosaHe ume-
€T pAag, OrpaHUYEHNI.

BpemeHHble 1 ce30HHbIe dpakTopbl. CH0p AaHHbIX NPOBOAMACA
B nepmog, ¢ ceHTabps 2024 r. no aHBapb 2025 r., YTO MO0 NOBAUATbL
Ha MOKa3aTe/M SHePro- U BOAOCHABKEHNA M3-3a CE30HHbIX HAarpy3oK
Ha MHOPACTPYKTYPY B 3MMHUIA Nepuos, a TakKe Ha CTPYKTypy 3abone-
BaeMOCTU M KONMYECTBO NOCELLEHU.

Cy6beKTUBHOCTb U COLMasIbHAA KeNaTeNbHOCTb. JaHHbIe 0 KO-
NIYecTBe NOCELLEHUH, BbINOSHEHUM NAaTPOHAXKHDBIX BU3UTOB M yNpaB-
NeHYEeCKMUX NPaKTUKaX YaCTUYHO OMUPANUCH Ha YCTHbIE OTBETbI PYKO-
BOZMTENeN U MefnepcoHana, YTo He UCK/KYAET pUCKa COLManbHOM
YKeNaTeNbHOCTU OTBETOB.

leorpaduueckas AOCTYNHOCTb. B OTAaNEHHBIX CENbCKMX Palio-
Hax cbop AaHHbIX B [13 Mor BbITb OrpaHuUyeH, YTo TpebyeT 0CTOPOXKHO-
CTW MPW 3KCTPANONALMM €AMHWUYHDBIX NOKa3aTenen menkux 3.

3AKNIOYEHUE

Pe3ynbTaTbl MCCNeOBaHUA MOKasaTeNel npefocTaBaeHus yc-
QYT 3paBOOXPaHeHWA B Pecnybinke TafKUKMUCTaH NOATBEPAUAN UX
3HAYMMOCTb, KaK MHCTPyMeHTa GOPMMPOBaHNA AOKa3aTeNbHOW 6asbl
[N OLEHKN 3OPEKTUBHOCTM CUCTEMBI 3paBOOXpaHeHus v MMCI.
KomnneKkcHbli aHanms MNY, BKAOYAOLWMI OCHOBbI NPeAoCTaBAeHUs
YCAYT, MPOLLECCh OKa3aHUs MOMOLLM U IMYHOCTHO-OPUEHTUPOBAHHbIE
pe3ynbTaThbl, NO3BOAWA BbIABUTbL AOCTUMEHWUA U NPOBAEMHbIEe 30HbI
B CMCTeMe. Mcnonb3oBaHWe CTaHAAPTU3MPOBAHHBIX MOKa3aTenen
obecrneynno MOHUTOPUHT Mporpecca BO BPEMEHW U MEXCTPaHOBOE
COMOCTaB/IEHWE, NOBbILIAA MPAKTUYECKYHO LIEHHOCTb PE3Y/IbTAaTOB ANf
$OpPMMPOBaAHUA M KOPPEKTUPOBKM MEP FrOCYLapCTBEHHOMN MONUTUKM.
MNonyyeHHble JaHHble MOTYT C/TyXKUTb OCHOBOM AN Pa3paboTku Le-
NeBbIX PEKOMEHIALMIA, NPUHATUA YNIPABJIEHUYECKUX PEeLIEHWI U AaNb-
Helwwero yrnyb6aEéHHOTO aHaNM3a, HanpPaBAEHHOTO Ha COBEPLLEHCTBO-
BaHWE OPraHM3aLMm U Ka4ecTBa MeAULMHCKOW NMOMOLLM U yay4LleHne
rnoKasaTenei 340p0BbS HaCeNEHUS.
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NHdopmaumsa 06 UCTOUHMKAX NOAAEPKKU B BUAE rPaHTOB, 060pyA0BaHMsA,
NeKapcTBEHHbIX Npenaparos

Pabota BbINoO/MHANACH B pamKax MpoeKTa «340poBas Hauma TagKMKUCTaHaY,
drHaHCcKHpyemoro 3a cHéT BcemmnpHoro 6aHKa Yepes LieHTp peanusauum npo-
ekTa MUHUCTEpCTBA 3paBOOXPAHEHUA WM COLMANbHOW 3aLUTbl HaceneHus
Pecny6auku TafKuKMCTaH. PUHAHCOBOW MOALEPMKKM CO CTOPOHbI KOMMa-
HWI-NpoM3BOAMTENEN NEKAPCTBEHHbIX NPENapaToB U MeaULMHCKOro obopy-
[0BaHWA aBTOPbI He NonyYanu

KoHdAuKT nHTepecos: oTcyTcTayeT

BnaropapHocTb

Pesynbmamel, npedcmasneHHbie 8 OQHHOU cmamee, MOAy4YeHbl U3
20moeAwe2ocs K nybaukayuu omuéma BcemupHozo 6aHKa «[lokasamenu
Kavyecmea npedocmaeneHus ycaye (SDI) e ciepe 30pasooxpaHeHus
TadwucukucmaHa 3a 2024-2025 200b61». TexHU4eCKyto 2pyny, nposoouslyo
amo uccnedosaHue, 80321aeaaau KampuHn 3HOproc, [rcuevAca Lapma,
Pyuuka bxamus u [o3e¢ Munnyopo, a makxe CeeH HenbceH, Mympuba
Jlameinosa, HuamuHu BudmemyHuee, Hamanu 33em, Cedpuxk bamuoHo,
Ceemu Kalizep, Swinu LLlechgpen, dupysa Caghaposa, Mapugam Ab6dynnaesa,
Tasab Xawemu, CoH Ham HayeH, Kpucmod Pokmop u Pexa MeHoH.
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