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1. Executive summary and project framework 
 
Executive summary 
 

Tajikistan inherited a health system from the former Soviet Union which was 
comprehensive but inefficient. It remains highly specialized and centralized with an 
emphasis on curative and in-patient care and an oversupply of hospitals and special-
ised doctors. The development and strengthening of primary care, until recently 
largely neglected, has become a cornerstone of health reform, along with the shift of 
resources to this level. Moving towards the Millennium Development Goals requires a 
number of key reforms needed to improve the allocation of resources in the social 
sectors and strengthening of the efficiency of public service delivery, thereby offering 
good quality and accessible health services  to the poor. 
 
 The health sector is facing a number of important challenges. The country is 
attempting to modernise and restructure the sector by introducing family medicine 
and new financing mechanisms. It is clear that planning needs to be more responsive 
to the needs of the population and that this should be based on gendered needs as-
sessments carried out with the participation of members of the community. Access 
and quality of care need to be improved and health service delivery needs to become 
more integrated, with preventive and promotional activities closely associated with 
curative care. 
 

The second phase of the Tajik-Swiss Health Reform and Family Medicine 
Support Project – Project Sino - builds on the experiences gained and lessons learnt 
during phase 1. The project goal is to contribute towards the improvement of popula-
tion health status and improve access to health services, especially for poor groups. 
Its purpose is to continue to develop, test and implement a sustainable and accessi-
ble family medicine model in pilot areas that is equally affordable for all. The three 
outcomes from the project will be: 

1) Involvement of community groups has increased thereby family medicine ser-
vices in pilot rayons are further strengthened; 

2) Access to high quality PHC services is improved and tested models for family 
medicine are available; 

3) Relevant experiences to health policy planning and decision-making have 
been transferred and disseminated and activities with health sector partners 
are better harmonized. 

 
 Phase 2 of the “Tajik Health Reform and Family Medicine Support Project” 

will continue to support activities in two pilot rayons: Dangara and Varzob, at least 
until the mid-term review. Selected components of family medicine will be transferred 
to two other pilot rayons,  Turzunsade and Shakrinov. Though the project will be car-
ried out at the community and rayon levels, it will take into account the wishes of the 
Government of Tajikistan for the reform of the Health Sector and the alleviation of 
poverty, and transfer and disseminate relevant experiences to the national level. 

 
Various challenges have to be addressed simultaneously by Project Sino, if 

the pilot rayons are to develop a robust and accessible high quality family medicine 
service. These include measures to further outline key areas for services provision of 
family medicine services and the integration of vertically organized services such as 
TB through DOTS or health promotion into family medicine; to improve access to 
drugs through the set-up of revolving drug funds; to seek to increase the funding of 
family medicine services; to provide training; supervisory and incentive schemes to 
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health staff and to ensure community support and use for services through activities 
which increase appropriate demand. 

 
Enhancing the status of family medicine will be crucial in order to attract high 

calibre doctors to the profession. The current constraints have been well docu-
mented.  Clearly financial incentives play an important role, however given the rela-
tively new history of the family medicine specialty a lot of effort will need to focus on 
“selling” the speciality to potential doctors and nurses and the Tajik population,  The 
latter will want to be confident that this new specialty can provide a service for them.  
This confidence will require the building of a reputable profession which is regulated 
through licensing and accreditation and which is championed by a profession organi-
sation.  Project Sino envisages playing a key role in developing further the profession 
status of family doctors, particularly through the development of the professional or-
ganisation and its role in continuing medical education. 
 

It will be important during Phase two to ensure that moves towards develop-
ing a sustainable family medicine system continue to be developed.  The Revolving 
Drugs Fund has recently been established in Varzob rayon. Whilst during the initial 
period medicines will be subsidised, the project will move towards full cost recovery 
by the end of phase two to ensure sustainability. Likewise, whilst the new rural health 
centres will be provided with small grants related to the elaboration of business plans 
these are intended to facilitate “start-up” activities and it is anticipated that routine 
family medicine activities will not be impacted following the phasing out of these 
grants.   

 
Project Sino will continue to focus on increasing human resource capacity by 

enhancing the skills and abilities of staff rather than making investments in infrastruc-
ture and equipment. A key concern will also remain the strengthening of institutional 
capacities in order to carry forward critical issues in health reform and development 
of family medicine services, such as quality and access to services, the rationaliza-
tion plan or the financing of health care. Emphasis will also be put on policy-relevant 
studies in order to improve practices in the area of health reform, as well as to 
deepen the understanding of these practices and of the situations in which they are 
carried out.   

 
Health financing support will continue to be a key area for Project Sino. The 

second phase will continue to offer close health financing support at the policy dis-
cussion and implementation levels.  During the first phase Project Sino provided 
technical health financing support to the implementation of the Guaranteed Benefits 
Package and co-payments and capitation.  Phase two will build on this by supporting 
the further refinement of the GBP and capitation. 
 

While establishing family medicine services and tailoring them to the target 
population in pilot rayons, continued close working relations between and among 
various departments (e.g. Department for planning and reform, Health Policy and 
Analysis Unit, Republican Anti TB Centre, various training institutions involved in con-
tinuous medical education) will be promoted. The project shall contribute to foster 
collaboration, exchanges and harmonization between and across different depart-
ments of MoH and relevant institutions such as ZdravPlus, the World Bank, project 
Hope and Aga Khan Health Services and others in anticipation of preparatory activi-
ties for SWAp arrangements. 

 
The project will generate important practical experience which will feed into 

national policy making, and subsequently be implemented in other regions of the 
country. However, the experience gained will only be useful for Tajikistan if models 



 
Tajik - Swiss Health Reform and Family Medicine Support Project 6 

are developed which are affordable, accessible to the poorest, and can be replicated 
to other regions in Tajikistan. Dissemination will be undertaken at national and local 
levels, giving opportunities for best practice to be learned by on-site visits and local 
and national workshops and will entail close collaborations with the project 
“Strengthening Health Research in Tajikistan” implemented by COHRED. 
 
 SDC inputs will focus on community support, health promotion, continuous 
medical education, studies, integration of service delivery including DOTS, evaluation 
and monitoring, and the dissemination of experiences. It is recommended that SDC 
should provide a total of CHF 2.2 million in Tajikistan over a three year period. The 
SDC grant shall make additional funds available for technical co-operation to be used 
for providing support in areas such as continuous medical education, health financing 
reforms and access to health services. 
 

The expected benefits of the second project phase are firstly, the successful 
design and pilot-testing of appropriate models to finance and deliver family medicine 
services for the population, including the poorer segments and vulnerable groups 
such as women of reproductive age; secondly, the development of effective models 
for assessing community demand for services and for providing health education and 
promotion which can influence changes in demand; thirdly, the development of moni-
toring systems to ensure sustained access, fourthly the effective dissemination of 
best practices inside rayons and oblasts and to the national level, and finally contri-
butions to better harmonization in the health sector and to the preparation of Sector 
Wide Approach arrangements. 
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Project Logical Framework 
 

Narrative summary Verifiable indicator Means of Veri-
fication 

Important assumptions 

Goal     (Goal to super goal) 
To contribute to the im-
provement of the health 
status and access to 
health services for the 
population of Tajikistan 
and especially for poor 
groups 

  

  
Purpose     (Purpose to goal) 
To develop, test and im-
plement sustainable and 
accessible PHC models 
and family medicine ser-
vices in pilot areas which 
will be equally affordable 
for all 

By the end of year 3: 
• Utilisation of PHC services in pilot rayons 
has increased by 30% 
• At least 30% of the annually hospitalised 
patients were referred by family practitioners 
• Project progress is regularly verified through 
a monitoring and evaluation system 
• Proven PHC models are disseminated to 
other rayons 

• Routine M&E 
system 
• Study reports 
• End of phase 
evaluation 

• Tajik government continues to 
focus on poverty alleviation and 
PHC for the poor  
• Hospital rationalisation has 
political support and continues 
to be implemented 
• Financial support to PHC con-
tinues to increase  
• Decentralisation is acceptable 
and health reform process is 
carried forward 

Outcomes     (Outputs to purpose) 
1. Involvement of com-
munity groups has in-
creased thereby family 
medicine services in pilot 
rayons are further 
strengthened 

By the end of year 3: 
• A clear concept on gendered health promo-
tion/education within PHC is available 
�  In each pilot rayon at least 5 community 
groups have been identified and implement 
health promotion/education activities 
�  Health promotion/education and community 
outreach create a bridge between people and 
their services raising awareness and access 
• At least 70% of population in pilot rayons 
has been exposed to health promo-
tion/education activities 

• Project re-
ports 
• Monitoring 
system and 
annual reports 

• Integration of health educa-
tion/promotion into PHC is ac-
ceptable to MoH 
• Attitudes and behaviour to-
wards health and PHC at popu-
lation can be changed 

2. Access to high quality 
PHC services is improved 
and tested models for 
family medicine are avail-
able 

By the end of year 3: 
• In each pilot rayon at least 4 drug revolving 
funds are established and are sustainable 
thereby taking into account equity concerns 
• Funding for PHC has increased by 10% 
• A clear concept on continuous medical edu-
cation is available and has been harmonized 
with other actors  
• 70% of people are treated according to clini-
cal guidelines 
• 75% of estimated TB cases are identified in 
pilot areas 
• 85% of identified cases are successfully 
treated, thereby the hospitalisation rate is 
decreased by at least 30% 
• All RHCs will be trained in equipment main-
tenance and undertake regular inventory 
checks 

• Project re-
ports 
• Monitoring 
system and 
annual reports 

• Staff attrition in pilot rayons is 
reasonable 
• MoH leading continuous medi-
cal education which is accept-
able to all involved parties 
• Drugs are affordable to all 
including for the poor and vul-
nerable 
• Infrastructure and diagnostic 
equipment is generally available 

3. Relevant experiences 
to health policy planning 
and decision-making have 
been transferred and dis-
seminated and activities 
with health sector part-
ners are better harmo-
nized 

• At least two gender sensitive policy-relevant 
studies are successfully completed and dis-
seminated in view of meeting the needs of 
poor and vulnerable groups  
• On a bi-annual basis, project experiences 
are fed-back to MoH 
• In at least two areas, project activities are 
harmonized with key partners of the project 
• By the end of phase 2, at least 70% of rural 
health centres and the rayon administration 
have developed a system of business plans 
and reporting 
• By the end of phase 2, significant contribu-
tions to the preparation of the SWAp have 
been done 

• Project re-
ports 
• Mid-term and 
final evaluation 
report 
• Study reports 

• Health policy unit at MoH func-
tional 
• MoH leading donor coordina-
tion 
• Decentralisation process con-
tinues 
• Commitment of project part-
ners towards harmonization 



 
Tajik - Swiss Health Reform and Family Medicine Support Project 8 

2. Context and project rationale 
 

2.1 Background 
 

Tajikistan is in the process of economic transition towards a market-orientated 
economy. In recent years the country has experienced positive economic growth and 
there is cautious optimism about future growth. Tajikistan remains however one of 
the poorest countries in the world. Its economy is not diversified and is based on ag-
ricultural production, which plays a vital role in the lives of the majority of the popula-
tion. As other sectors of the economy have collapsed, the relative importance of agri-
culture has increased. It makes up 30 to 40 percent of GDP, more than 30 percent of 
export revenues, and 30 to 40 percent of Government tax revenues, mainly through 
the taxation of cotton. The agricultural sector also provides formal employment for 
more than 50 percent of the labour force. 
 

Since few reliable data are available, it is difficult to obtain a clear picture of 
the socioeconomic and demographic state of the country. The Gross National In-
come per head was estimated to be US$ 200 in 2003, (World Bank, 2004). Tajiki-
stan’s economy is one of the most fragile in the region, with the balance of payments 
in the red, little tax income, and a high degree of dependence on foreign aid. Sanita-
tion is often lacking and nutrition is precarious, life expectancy is relatively short, in-
fant and maternal mortality rates are high, and access to education and social ser-
vices is restricted. 
 

Poverty is a central development issue in Tajikistan. The 2003 Tajikistan Liv-
ing Standards Survey (TLSS) collected data on demographics, housing, expenditure, 
consumption and other areas in order to obtain a better understanding of the socio-
economic situation. With some 57 percent of the population reported living below the 
poverty line (World Bank, 2004), a majority of the Tajik population is at risk of further 
impoverishment due to poor health conditions and lack of access to appropriate 
health care.  
 

The Republic of Tajikistan developed a Poverty Reduction Strategy Paper 
(PRSP) in 2002 (GoT, 2002), and an update of the PRSP covering the period 2006 to 
2008 is being finalised. The document underlines the importance of intensifying eco-
nomic reforms and ensuring sustainable growth, and identifies four main elements 
that together constitute the strategy towards poverty reduction. Health and education 
are seen as key sectors. The PRSP is based on a long-term perspective for poverty 
reduction, with key targets linked to the MDGs. The PRSP sectoral objective for 
health is to “ensure wide access to curative care and public health services, and pro-
vide the right balance between preventive and curative care.” (IMF/WB 2004). 
 

Access to good quality basic health services is widely considered to be a hu-
man right, and is essential to the alleviation of poverty. Until recently, Tajikistan 
ranked with middle upper-income countries in terms of the major health indicators. 
There are major problems with the accuracy of the available data, but it is believed 
that life expectancy has declined since independence. No definitive rates exist for 
infant mortality, under-five mortality and maternal mortality rate. According to the offi-
cial statistics, infant mortality rate (IMR) dropped from 44.5 to 27.9 per 1,000 live 
births between 1990 and 2001.  Results from various household surveys show a sig-
nificantly higher IMR: for example, the Demographic Survey of 2002 estimated IMR 
at around 86.9 per 1,000 live births during the period 1997-2001, and TLSS 1999 es-
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timated IMR at around 78 per 1000 live births during the period 1994-1998.  These 
figures suggest that actual IMR is more than twice the official figures, and places Ta-
jikistan with the highest infant mortality rate in the CIS region. These high rates are 
due principally to the high incidence of acute respiratory infections (ARI), diarrhoea 
and parasitic diseases among children, and of haemorrhage and pre-eclampsia 
around delivery (the majority of women deliver at home without assistance from a 
formally trained health care provider). The overall indicators hide important differ-
ences between rural and urban areas, with conditions being worse in rural settings 
 

The principal causes of death in all age groups are reported to be cardiovas-
cular disease, respiratory diseases, infectious and parasitic diseases. The country 
thus has to cope with a double burden of disease, inflicted by both chronic non-
communicable diseases and infectious diseases. Tuberculosis is a major infectious 
disease that has been increasing rapidly in Tajikistan, with the number of registered 
cases doubling from 32 per 100,000 in 1996 to 64 per 100,000 in 2002 (WB 2004) 
Data regarding HIV/AIDS and sexually transmitted diseases (STDs), are only mini-
mally available, but point to many worrying trends. Some estimates suggest that ac-
tual HIV cases may range from 20-100 times the officially reported rates (Amato-
Gauci, 2003). Alcohol consumption, although still relatively low, is reportedly on the 
rise, along with drug abuse. According to WHO, morbidity from drug-related disorders 
and alcohol psychosis in Tajikistan is 24.6 per 100,000 (WB 2004) As elsewhere, the 
underlying causes for many of these diseases are poverty, poor sanitation and un-
healthy nutrition.  
 

Switzerland through the Swiss Agency for Development and Cooperation 
(SDC) and the State Secretariat for Economic Affairs (seco ) is committed to support 
the political and economic transition of Tajikistan. The Regional Mid-Term Pro-
gramme for Central Asia (Kyrgyzstan, Tajikistan, Uzbekistan, Turkmenistan, Kazakh-
stan) 2002 to 2006 defines the role of Switzerland, and identifies the priority areas for 
the channelling of resources. In Tajikistan, support to the health sector is seen as a 
priority area for investment. The strategy within the frame of the reforms in Tajikistan 
consists in testing the establishment and operating of adapted, efficient and sustain-
able health services in pilot areas and in a complementary collaboration with multilat-
eral organisations, other donor organisations and the Ministries concerned. Special 
attention is being paid to the fostering of mutual learning, the exchange of best prac-
tices (also at the regional level) as well as human capacity building. 
 
 

2.2 Problem analysis 
 
 Tajikistan inherited a health system from the former Soviet Union which was 
comprehensive but inefficient. It remains highly specialized, centralized with empha-
sis on curative and in-patient care with an oversupply of hospitals and specialised 
doctors. Until recently primary care has been neglected. In theory health services are 
easily accessible through a network consisting of over 3,000 health facilities. With the 
loss of the subsidies that were guaranteed during the Soviet period, the economic 
decline over the last years and the resulting budgetary constraints, the country in-
creasingly faces problems in maintaining the over-extended state-run health infra-
structure. The need to rationalise the sector has been on the reform agenda for a 
number of years. A key policy strategy has been to implement a model of family 
medicine. Presently, however low numbers of health workers have been retrained as 
family doctors and nurses. 
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In principle, health services are provided free of charge. Public expenditure 
for health care is funded by the government and by foreign aid. In 2003 the govern-
ment health care subsidy was less than 1% of GDP, far lower than for other countries 
of a similar economic position.  Planned governmental health care funding for 2006 is 
in the range of around 4US$ per capita. If patient contributions and donor contribu-
tions are added to this figure, total spending on health is in the range of 12 US$ per 
year (WB 2004). Patient contributions thus represent around 70% of total spending, 
with high proportions of these contributions through informal payments 

 
 Hospitals at all levels (oblast, rayon and city) tend to be overstaffed with high 

numbers of beds and low occupancy rates (often less than 50%). Chronic financial 
constraints combined with an oversupply of hospitals and health workers have led to 
a highly inequitable and inefficient system: Health workers formal remuneration is 
low, between 40-100 Somoni (=13 to 33 US$) a month for most staff which is clearly 
not sufficient to feed a family each month. The health infrastructure is not maintained 
– for example, hospitals are generally extremely run down, and ambulance services 
do not receive sufficient budgets for petrol and hence patients and their relatives 
must pay to be transported via this system. Finally medical equipment and drugs are 
frequently lacking in facilities. Rationalisation of the sector is a key priority. 
 

Planning, monitoring and evaluation as well as service delivery are controlled 
very much from the centre. Moreover reproductive health including maternal and 
child health (MCH), tuberculosis (TB), HIV/AIDS control, immunization or health pro-
motion are conceived and provided as vertically organised programmes and are 
separated from curative services. Different levels of government often have their own 
health facilities, which compete for patients by offering services which are as specific 
as possible. This is particularly the case for tuberculosis control which still relies in an 
important way on hospital care and which is not yet integrated into primary health 
care. 
 

The bias towards in-patient care has resulted in less emphasis on primary 
care. There is very little experience available in Tajikistan on how to design, plan and 
implement activities in the areas of health prevention and health promotion, and on 
how to integrate these activities at the Primary Health Care (PHC) level. Members of 
local communities are hardly ever involved in health service management. 
 

Whilst there appears to be a large network of facilities – indeed, there is an 
oversupply of hospitals and staff – this does not necessarily result in appropriate ac-
cess to good quality care. Most facilities are poorly equipped, lacking drugs, water 
and electricity, and heating in the winter. Furthermore, personnel are inadequately 
trained in primary care and poorly motivated. These issues clearly have implications 
for service quality. Problems of access to health care are of particular concern 
among the most needy and vulnerable groups, including women of reproductive age. 
The 1999 TLSS found that the poorest 20% of the population are not only more fre-
quently sick but that they also use health services less often, as they face financial 
barriers. Social and health related inequalities are on the increase, especially among 
children and women. 
 
 Available data point towards a low frequency of use of curative and preven-
tive services. For example, it is estimated that less than a third of deliveries are as-
sisted by health service providers. At the same time, the burden of disease is in-
creasing. This is due to the re-emergence of communicable disease such as tubercu-
losis and malaria, and to the increase in HIV/AIDS. One reason for low utilisation 
rates is that organisational concepts of health planners and providers are rarely in 
tune with the families, households and the population’s cultural concepts, or in other 
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words that the demand of the population for health services is not sufficiently well 
considered. 
 

Health reforms are driven by the MDG targets. Indeed progress towards the 
MDG targets will require a sustained Government commitment to policy reform and a 
major increase in financial resources, both national and international. According to 
the UNDP (2005) “although significant external financing will be needed for MDG-
related investments, calls for additional funding must be balanced with the imperative 
to manage a heavy burden of existing foreign debt. Thus it is all the more important 
to carry forward profound reforms, designed to improve the allocation of resources in 
the social sectors and strengthen the efficiency of public service delivery.” 
 

The main interventions for achieving all MDG 4, 5 and 6 (direct health related 
goals) are: 1) construction and rehabilitation of primary medical health care facilities 
and Sanitary Epidemiological Stations (SES); 2) provision of medical equipment and 
essential drugs to rural health care facilities; 3) training of primary health physicians, 
family doctors, and especially obstetricians and midwives; 4) provision of contracep-
tives to all primary health care institutions; 5) increased salaries for doctors by for-
malizing private payments; 6) scaling up of DOTS; 7) strengthening anti-malaria 
measures across the country; 8) de-worming campaigns for all children under 14, 
and 9) effective anti HIV/AIDS activities, targeting youth and vulnerable populations. 
(UNDP 2005) 
 

In summary, the Tajik health sector is facing a number of important chal-
lenges. The country is attempting to modernise and restructure the sector by intro-
ducing family medicine and introduce new financing mechanisms. Furthermore it is 
clear that planning needs to be more responsive to the needs of the population which 
should be based on needs assessments carried out with the participation of mem-
bers of the community, including women. Access and quality of care need to be im-
proved and health service delivery needs to become more integrated, with preventive 
and promotional activities closely associated with curative care. 
 
 

2.3 Health reforms and family medicine 
 

There is continuing support by the Ministry of Health to the development of 
family medicine. The PRSP underlines the priority given by the Government of Tajiki-
stan to the reform process and commitment to health reform was reaffirmed in 2004 
through a consensus building conference (MoH, 2004). This event focused on four 
key areas of reform: (1) health financing, (2) service delivery, (3) community integra-
tion, and (4) priority health programs. 
 

The main rationale for emphasising PHC relates to widespread agreement 
that many services currently provided by hospitals can be handled more cost-
effectively at PHC level. PHC is seen as a way to guarantee access to treatment and 
prevention services which are geographically close to the people who need them. 
PHC allows more personalised relations between the patient and the provider, includ-
ing a regular follow-up of patients (e.g. in the area of TB control). There is no need to 
make long and sometimes expensive journeys to obtain care. PHC also offers the 
possibility of flexibility in identifying local solutions, taking into account the demands 
and needs of communities. Compared to hospitals, PHC can thus be more respon-
sive and people can build up a higher sense of ownership of services. Last but not 
least, PHC offers also the possibility to establish local collaborations with community 
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members for health promotion and to address issues that affect health, such as prob-
lems with the air quality, water supply or food safety. 
 

It is clear that the strengthening of primary care cannot be undertaken in iso-
lation from other reform initiatives. For example, the emerging delivery system will be 
shaped by the financing mechanisms in place. More specifically, the provider pay-
ments system at PHC and hospital levels will introduce incentives for providers to 
behave in a certain way. Furthermore, PHC cannot effectively emerge without taking 
into account broader issues of the health system, such as the role and functioning of 
hospitals, as well as the context in which the health system is operating, including 
general societal aspects, such as income redistribution or fiscal practices. 
 

Rationalisation of services and the transition from hospital based health ser-
vices to a more efficient and family medicine-oriented health services model is a pri-
ority objective. This in turn implies a number of important changes including decen-
tralisation of planning and management to rayon level as well as the involvement of 
communities, a reduction in the number of facilities and hospital beds, and a shift of 
financial resources to PHC level and their equal allocation.  
 

Incentives should facilitate the use of family medicine services in the first in-
stance, instead of going directly to the hospitals, and that the staff will be sufficiently 
motivated to offer good quality services at PHC level. To have pilot schemes testing 
different measures as incentives and disincentives, for both patients and providers, to 
actively promote the most appropriate models of family medicine is a priority. What-
ever such measures are, putting them in place will require a significant change in the 
existing practices of providers and patients, and also in well-established roles of hos-
pitals and PHC, including well established referral patterns. 
 

Improving the quality of care is a key priority. Existing family medicine ser-
vices in the pilot rayons are generally well staffed, but the staff are not sufficiently 
qualified, trained, experienced or motivated to provide high quality services. A wide 
range of training, supervisory and incentive schemes to address these problems will 
be necessary, but they will take time to be effective. It can take several years to de-
velop high-quality training programs. The current extremely low pay of health workers 
will be a key problem that must be solved. Quality of care needs to be improved in 
the peripheral facilities, and health worker capacity enhanced, in order to increase 
utilization rates, and as part of the restructuring of the health delivery system for the 
benefit of the poor. 
 

Continued community involvement will go on to play an important role in the 
further uptake of family medicine services. The success of PHC, for example in the 
area of TB control, will also depend on bringing PHC services closer to the popula-
tion, and giving the users a certain feeling of ownership of them. In Tajikistan, experi-
ence of how to tackle this issue is limited. Participatory action research and the pro-
motion of healthy lifestyle are likely to be important approaches. During the first 
phase Project Sino undertook key studies which explored community perceptions of 
health and health care, including views on the emerging family medicine system. Fur-
thermore, a patient satisfaction survey highlighted that those individuals who utilised 
family medicine services were generally “satisfied” with the services received. It is 
however important to focus on those individuals who do not access services. It is 
likely that a number of those who do not utilise care will be from vulnerable groups 
such as the poor. 
 

The development of family medicine services requires reform away from ver-
tical provision towards horizontal provision. Family medicine services include curative 
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care, vaccination, reproductive health, TB control, health promotion, etc. In practice, 
a number of these services are provided by vertical departments and are not fully in-
tegrated into family medicine. To bring these different types of services closer to-
gether, to integrate them under one umbrella, and to associate others which might be 
seen by the international community as a priority (e.g. STI prevention and treatment) 
needs considerable effort, but it is a vital step in the evolution towards comprehen-
sive PHC. For example, the integration of the former vertically organised TB control 
into PHC through DOTS will need close attention. Project Sino will continue to sup-
port the development of a more horizontal service through the promotion of the family 
medicine model. 
 
 

2.4 Current trends in donor assistance to Health Re form  
 
 In Tajikistan, since independence and the end of civil war in 1997, a variety of 
donors have provided support to different parts of the health sector, both at the cen-
tral Ministry of Health level, but also at the regional level. In the area of HSR and 
family medicine, the Tajik Ministry of Health is assisted by a series of bi-and multi-
lateral donors and NGOs, the most important being the following: 

·  UNICEF provides support for various activities including vaccination through-
out the country and MCH services, for the promotion of the Integrated Man-
agement of Childhood Illnesses package at the level of selected rayons. Fur-
ther UNICEF assists nutritional supplementation (iron and iodine deficiency). 

·  The World Bank starts a new project in 2006, the Community and Basic 
Health Project, with a financial volume of around 17 million US$ which in-
cludes support at various levels. There are four main components including 
MoH capacity building, development of PHC, community initiatives and pro-
ject management. Activities concentrate on Sugd and Kathlon oblast. Swed-
ish SIDA and SDC are cofinancing the project. A key initiative includes the 
development of a Policy unit within the Ministry of Health. 

·  The Asian Development Bank (ADB) is implementing a health reform project 
in 5 rayons with a financial volume of 7.5 million US$. Project activities in-
clude improved pharmaceutical management, rehabilitation of facilities, train-
ing, building management capacity and introducing new financing mecha-
nisms. 

·  USAID is funding a second Zdravplus project which focuses on training in the 
area of family medicine, community initiatives and health financing. 

·  Aga Khan Foundation development activities focus primarily on PHC in Gorno 
Badakhshan and are co-financed by SDC. Components of the project include 
essential hospital services, strengthening of the Health Management Informa-
tion System (HMIS), and the rationalisation of pharmaceutical policy and 
management. 

·  CARE implements projects in the area of reproductive health, obstetric emer-
gency care, and training of midwives and feldshers for safe motherhood prac-
tices in Varzobsky, Leninskyi and Bohraskyi rayons. 

·  WHO provided support for the design of HSR through the “Somoni Project”. It 
continues to support reform in a number of areas including human resources, 
hospital modernisation, health financing, and donor coordination. 

·  The Council on Health Research for Development (COHRED) implements a 
SDC funded project aiming at strengthening health research capacities in 
support of health sector reform in Tajikistan. Activities entail also carry for-
ward priority setting mechanisms for health research. 
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·  The Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (GFATM) is 
funding three multi million US$ programmes focusing harm reduction among 
drug users, TB control through DOTS and malaria treatment and prevention.  

 
Various NGOs such as Action Against Hunger (AICF), MERLIN, Pharmaciens 

sans Frontières (PSF), Save the Children are running their programmes at PHC level 
in different regions of Tajikistan and covering various topics such as infectious dis-
ease control, drug supply and management of reproductive health. The World Food 
Program (WFP) is providing food complements to Tb patients and their families. 
 

At present, there are few formal mechanisms for aid coordination. For exam-
ple, all of the above-mentioned agencies provide some kind of training in the area of 
family medicine, but there is no general framework for coordinating these activities. 
There would be considerable advantages in a better harmonisation of interventions 
between donors, as well as between partners and the Government. Not only would 
partnership in the health sector be more effective, but in addition, resources would be 
more efficiently used, since there would be no need for multiple project offices, pro-
ject supervision missions and steering groups. There would be less duplication of ef-
fort across projects, and equity and balance in the distribution of resources would im-
prove. 

 
As in many other countries (e.g. Kyrgyz Republic) there in an increasing de-

sire by the Ministry of Health to coordinate activities. The Kyrgyz Republic has re-
cently been moving towards a Sector Wide Approach (SWAp). This mechanism can 
promote more efficient use of donor funds through improved government and donor 
coordination. The forthcoming World Bank project aims to support movement to-
wards a SWAp during its second project. Project Sino will work with all partners, local 
and international in supporting such an approach.  
 
 

2.5 Lessons learnt from phase 1 
 
Health sector reform can be defined as sustained, purposeful change to im-

prove the efficiency, equity and effectiveness of the health sector. Experience from 
other countries shows that whilst the vision is crucial, the process of reform is equally 
as important. Phase 1 provided a number of important lessons that will be taken for-
ward in Phase 2 of the project. The lessons are topic but also work approach related. 

 
Phase 1 promoted a transparent approach through constant information shar-

ing and participation of key stakeholders.  The feedback from Phase 1 suggests that 
this approach facilitates effective project implementation. Annual participatory work-
plan elaboration is a valuable tool to promote principles of good governance and 
transparency. At the same time reforms take time and involve “step by step imple-
mentation”. Moreover, institutional capacity building requires a number of years and 
needs continued attention. Mechanisms for targeting the poor remain to be identified, 
moreover as the project acts in an environment in which large parts of the population 
have to be considered as poor. Similar observations apply for community participa-
tion and the need to associate community groups closer to health service provision 
and family medicine. Strengthening of family medicine services in turn requires inter-
ventions at many levels during similar time periods. This is an essential point which 
makes approaches to health system strengthening different from more disease ori-
ented control measures. 
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Topic wise, it is recognised that a series of (parallel) activities are important to 
carry health reform forward. They include the further need to promote health sector 
planning and management; the upgrading of human resources through family medi-
cine re-training and continuing medical education and learning of physicians and 
nurses; the testing of family medicine models which focus on preventive and promo-
tion; sustained support to health financing reform and rationalisation of infrastructure 
and (hospital) services; quality improvements through the development of drug legis-
lation; promotion of an essential drug list; disease management protocols and treat-
ment guidelines; improvements in health information collection; analysis and quality 
through strengthening of the Health Management Information System (HMIS); im-
proved working conditions of health staff at family medicine level and drug availabil-
ity. These elements are all key to increase utilisation rates 
 

The external evaluation - conducted in September 2005 - rated the achieve-
ments of project Sino phase 1 as positive and suggested to proceed with the plan-
ning of a second phase (James et al, 2005). The review team formulated the follow-
ing observations / recommendations: 

·  Continued support to the current pilot rayons (Dangara and Varzob) for 12 – 
24 months 

·  Roll-out of activities to involve two further rayons (Tursunzade and Shakrinov) 
·  Staged approach applying lessons learned from Varzob and Dangara; 
·  Opportunity to pilot a low-cost PHC implementation model; 
·  Using findings from the pilot HSR initiatives to inform MoH in national roll-out 

of PHC reform; 
·  Opportunities to develop the revolving drug funds, and introduce prescription 

monitoring systems; 
·  A need for improving the M&E strategy and appointment of national experts to 

provide technical support in the area of M&E, health financing, and family 
medicine; 

·  Disseminate Sino’s perceived advantages/ experiences from the pilot project 
across the rayons, working with the new MoH Health Policy Unit alongside 
other development partners (WB II/ SIDA, ADB II) in their pilot regions. 
 
Subsequent to the external evaluation, SDC established a planning platform 

which outlined four different fields of action to be taken into consideration for phase 
2. They are:  

·  Continue support by Sino project to Varzob and Dangara rayons: 
o Strengthen project monitoring and evaluation 
o Reduce involvement with Republic Centre for Healthy Life Style Pro-

motion (RCHP) 
o Enrich SINO’s portfolio of expertise with AKHS’s experiences and vice 

versa 
o Ensure closer relationships between SINO and AKF 

·  Expand the Sino project to involve two further rayons 
·  Sino project to work with MoH (through the Policy Unit) alongside other do-

nors (WB II, ADB II) in their pilot regions, using SINO’s portfolio of expertise 
·  Sino project to harmonize its activities in the health sector: 

o SWAp development, input at an early stage  
 

The following chapters take into consideration lessons learnt during phase 1, 
recommendations of the external evaluation as well as the frame set for phase 2 
through the SDC planning platform. 
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3. Goal, purpose, objectives and project activities  
 

3.1 Goal, purpose, objectives/outcomes 
 

The goal  of the project is to contribute to the improvement of the health status 
of the people of Tajikistan, and to improve access to health services, especially for 
poorer groups. 

 
The purpose of the project is to develop, test and implement sustainable and 

accessible PHC models and family medicine services in pilot areas which are equally 
affordable for all. 

 
Verifiable indicators: by the end of year 3: 

·  Utilisation of PHC services in pilot rayons has increased by 30% 
·  At least 30% of the annually hospitalised patients were referred by family 

practitioners 
·  Project progress is regularly verified through a monitoring and evaluation sys-

tem 
·  Proven PHC models are disseminated to other rayons. 

 
 
Expected outcomes  of the project are: 
 

1. Involvement of community groups has increased thereby family medicine ser-
vices in pilot rayons are further strengthened. 

 
 Verifiable indicators are that by the end of year 3: 

·  A clear concept on gendered health promotion/education within PHC is 
available 

·  In each pilot rayon at least 5 community groups have been identified and 
implement health promotion/education activities 

·  Health promotion/education and community outreach create a bridge be-
tween people and their services raising awareness and access 

·  At least 70% of population in pilot rayons has been exposed to health 
promotion/education activities 

 
 
2. Access to high quality PHC services is improved and tested models for family 

medicine are available 
 
 Verifiable indicators by the end of year 3 are:  

·  In each pilot rayon at least 4 drug revolving funds are established and are 
sustainable thereby taking into account equity concerns  

·  Funding for PHC has increased by 10% 
·  A clear concept on continuous medical education is available and has 

been harmonized with other actors 
·  70% of people are treated according to clinical guidelines 
·  75% of estimated TB cases are identified in pilot areas 
·  85% of identified cases are successfully treated, thereby the hospitalisa-

tion rate is decreased by at least 30%. 
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·  All RHCs will be trained in equipment maintenance and undertake regular 
inventory checks 

 
 
3. Relevant experiences to health policy planning and decision-making have 

been transferred and disseminated and activities with health sector partners 
are better harmonized 

 
 Verifiable indicators are: 

·  At least two gender sensitive surveys are successfully completed and 
disseminated in view of meeting the needs of poor and vulnerable groups  

·  On a bi-annual basis, project experiences are fed-back to MoH 
·  In at least two areas, project activities are harmonized with key partners 

of the project 
·  By the end of phase 2, at least 70% of rural health centres and the rayon 

administration have developed a system of business plans and reporting 
·  By the end of phase 2, significant contributions to the preparation of the 

SWAp have been done.  
 
 

3.2 Project approach and rationale 
 

Phase 2 of the “Tajik Health Reform and Family Medicine Support Project” will 
continue to support activities in two pilot rayons: Dangara and Varzob, at least until 
the mid-term review. Selected components of family medicine will be transferred to 
two other pilot rayons, Turzunsade and Shakrinov. Though the project will be carried 
out at the community and rayon levels, it will take into account the wishes of the 
Government of Tajikistan for the reform of the Health Sector and the alleviation of 
poverty, and transfer and disseminate relevant experiences to the national level. For 
example, project Sino will continue to support financing reforms on the Guaranteed 
Benefits Package and co-payments and capitation thereby complementing activities 
of the Health Policy Unit at the level of the Ministry of Health. 
 

Phase 2 of project Sino continues to focus at increasing capacities of human 
resources by enhancing the skills and abilities of the staff rather than making invest-
ments in infrastructure and equipment. A key concern will also remain the strength-
ening of institutional capacities in order to carry forward central issues in health sec-
tor reform and the development of family medicine services, such as quality and ac-
cess to services, the rationalization plan or the financing of health care. 
 

While establishing family medicine services and tailoring them to the target 
population in pilot rayons, close working relations between and among various de-
partments (e.g. Department for planning and reform, Health Policy and Analysis Unit, 
Republican Anti TB Centre, various training institutions involved in continuous medi-
cal education) are essential. The project shall contribute to foster the collaboration 
and exchanges between the different Departments and between the Donors, which 
also will materialise in inputs to preparatory activities for SWAp arrangements. The 
project will provide the chance for mutual interactions and sharing of ideas through 
regular workshops and seminars. 
 

The logframe matrix outlines the goal, purpose and outcomes/objectives as 
well as indicators, means of verification and important assumptions of the project. 
Detailed programming of activities will be done through yearly workplan exercises. 
However, programming will be handled in a flexible and pragmatic way in order to 
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take into account changes from the initial plans. The idea is to move away from a 
simple and reduced application of a prescribed plan, towards the exploitation of situa-
tions encountered during the implementation of the health reform. Project activities 
are conceived as a research opportunity and focus on situational analysis by bringing 
together the relevant actors in order to elaborate the agenda. In contrast to a top-
down approach, this is an iterative process, and includes national and local persons 
and institutions. 
 

Relevant experiences emerging at project Sino pilot rayon level, for example 
in the area of health financing reform, will be fed into the policy reform process at na-
tional level. This is likely to require technical assistance, including technical assis-
tance for approaches to define the Guaranteed Benefits Package or for costing 
health services. 

   
Specific milestones to assess project progress have been identified (see An-

nexe 3). After one and a half year (mid-term), in consultation with key stakeholders, 
reviews will be conducted and the conclusions drawn from the reviews will be con-
sidered and activities adjusted as necessary, to ensure the achievement of project 
purpose. 
 
 Various barriers have to be overcome, if the pilot rayons have strong and well 
performing family medicine services. Figure 1 summaries some important elements 
of the problem circle associated to PHC as well as possible entry points to address 
these problems. Furthermore, some key challenges are outlined in the following 
paragraphs: 
 

The basic benefit program established in 2004 by the Tajik MoH outlines sev-
eral key areas for services provision of family medicine services. These areas need 
to be better defined and should include at least curative care, MCH, vaccination, fam-
ily planning etc. To bring these different types of services closer together, to integrate 
them under one umbrella, and to associate others (e.g. TB through DOTS or health 
promotion) is not obvious. 
 

Similarly, there is commitment to ensure access to health care for the poor-
est. To find entry doors, e.g. at the level of revolving drugs funds to specifically target 
the poor will be challenging.  
 

It will be necessary to further outline clearly the role of family medicine ser-
vices within the whole health system, including PHC - hospital referral. In principle it 
has been agreed that higher rates of treatment in family medicine services without 
hospital referral should aid hospital cost containment and reduce the cost burden 
upon the poorest. This is an agreed high priority, if the poor are to have sustained 
access to services. However, links between planning and budgeting have yet to be 
strengthened. However there is a lack of practical experience on more strategic 
health decision-making and it is also not obvious how the hospital sector will be as-
sociated to this process. 
 

Currently PHC are under-funded and are in an extremely difficult situation re-
garding their financing. Public funding for PHC needs to increase for example for of-
fering better working conditions to health staff. This may materialise through the 
budgetary re-allocations for example in the context of the introduction of capitated 
payments. However, it will be hard to find new sources of financing. In particular, 
people are already paying a lot of money, formally or informally, in order to obtain 
care, and will be unwilling to pay even more for health.  Also, many people do not 
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believe the quality of care of family medicine services is good, and there are short-
ages of well-qualified staff who are willing to work at PHC level. 

 
 
Figure 1. Entry points of project Sino to address problems related to PHC  
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Setting the right incentives for PHC is a key challenge. For obvious reasons, 

quality of services has to be addressed. Existing PHC are generally well staffed but 
the staff are not sufficiently qualified, trained or experienced to provide a high quality 
family medicine services.  A wide range of training, supervisory and incentive 
schemes to address these problems will be necessary, but they will take time to be 
effective and it can take several years to develop high-quality training programs. 
 

Last but not least, it will be important to ensure community support and use 
for services through activities which do increase demand. Success of PHC will also 
depend on bringing services closer to the population and giving users a certain feel-
ing of ownership over PHC. 
 

The project proposes to apply approaches of health systems research to the 
organisation and delivery of PHC in pilot rayons. The project will broaden existing 
evidence by considering family medicine services and related questions such as 
DOTS, health promotion, financing, and community support, thus helping to develop 
sustainable health services in Tajikistan. The aim of the action – research activities is 
seen as an operational one: that the persons involved will not only be passively in-
formed about family medicine services, but will also become active carriers of the 
idea of PHC and related activities. 

 
Studies and surveys, with wide dissemination of results upwards and also to 

the community, will be used to assess whether the people in general, especially 
those in poor and/or vulnerable groups, such as women of reproductive age, are able 
to gain access to the new PHC. The surveys will also be used to gauge community 
satisfaction. The project will make use of focus group work and individual question-
naires answered by both users and non-users of the services, to identify difficulties in 
access. 
 

There will be an important focus on strengthening capacities for planning, 
monitoring and evaluation, so that the impact of interventions can be monitored over 
time. Emphasis will be laid on participatory approaches focusing on systematic in-
quiries undertaken by the individual and institutional actors at various levels of the 
Tajik health system, in order to improve practices in the area of health reform, as well 
as to deepen the understanding of these practices and of the situations in which they 
are carried out.  
 

The project will seek to transfer experiences and best practices from Dangara  
Varzob,  Turzunsade and Shakrinov to other rayons and encourage partnerships be-
tween different departments of the MoH and oblast and rayon administrations, and 
both internal and external sources of technical expertise. 
 

The project will generate important practical experience to be fed into national 
policy making, and subsequently disseminated at the oblast and rayon levels. How-
ever, the experience gained will only be useful for Tajikistan if models are developed 
which are appropriate costed, accessible to the poorest, and can be transferred to 
other regions in Tajikistan. Dissemination will be undertaken at national and local 
levels, giving opportunities for the best practice to be learned by on-site visits and 
local and national workshops. 

 
In comparison to phase 1 and based on lessons learnt so far, results of the 

external evaluation and the planning platform of SDC for phase 2 (section 2.5), there 
will be among else adjustments at the following levels: 
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·  Logical framework: The logical framework of phase 2 carries forward the one 
of phase 1 taking into account the recommendations of the external evalua-
tion and the SDC planning platform for phase 2. This framework has been 
established and agreed on by involved project partners (MoH, pilot rayons, 
SDC, SCIH, various NGOs, etc.) during a joint planning workshop in No-
vember 2005. The narrative summary, verifiable indicator, and means of 
verification of phase 2 build on experiences and lessons learnt during phase 
1 and are in consequence not exactly the same as during the previous pro-
ject period. 

·  Tuberculosis control using DOTS strategy in pilot areas (output 2 during 
phase 1). During phase 2, activities will continue as during phase 1 but with 
an increased focus on the integration of currently vertical organized services 
into family medicine services. In consequence, activities aiming at a 
strengthening of TB control measures through DOTS are not any longer 
listed in one of the three project outcomes but integrated in outcome 2 of the 
project phase 2 “Access to high quality PHC services is improved and tested 
models for family medicine are available”.  

·  Mainstreaming of HIV/AIDS (main line of activity of output 1 during phase 1). 
Project Sino promoted the integration of HIV/AIDS prevention in non health 
projects funded by SDC especially the “prison penitentiary” and “violence 
against women” projects. These projects have either come to an end or it 
has not yet been decided on how they will be carried forward. In conse-
quence, mainstreaming of HIV/AIDS will not any longer be maintained as a 
major line of activity during phase 2 of project Sino.  
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3.3 Level of intervention 
 

Besides the development of appropriate health policies and the strengthening 
of family health services, social participation and community health is seen by the 
project as an important cornerstone towards the establishment of sustainable and 
equitable models of primary care services. Community health can be seen as an in-
tegrated system designed to meet the needs of individuals, families, and communi-
ties, based on partnerships between the community and the health care system. 
Community health potentially addresses wide-ranging health needs of a population, 
including health and related needs defined by the local population, primary care, 
such as maternal and child health, early identification and screening, nutrition, immu-
nizations, and specific health problems such as diabetes, HIV/AIDS, and tuberculo-
sis. 
 
 In consequence, the project will focus on PHC and family medicine services 
in pilot rayons and thus this will be the first level of intervention (for further details see 
Outcome 1 and 2). Partners will be community based organisations, rayon (joamat 
and hukumat) and oblast authorities. Beneficiaries of the project will be the whole 
population in pilot areas. The work with community based organisations and NGOs 
will promote a comprehensive strengthening of PHC and family medicine services. 
The focus on the health promotion will particularly contribute to reaching marginal-
ised groups, such as the rural poor who do not have easy access to health services. 
The strengthening of reproductive services will benefit women. TB control activities 
through DOTS will address vulnerable groups. 
 

As during phase 1, the population of Varzob and Dangara rayon will continue 
to be a prime beneficiary of the project. In addition selected activities relating to fam-
ily medicine services will be transferred to two new pilot rayons, Turzunsade and 
Shakrinov. These two districts are considered to be economically better off than other 
parts of Tajikistan. Even though the goal of the project Sino consists in improving ac-
cess to health services for the population of Tajikistan and especially for poor groups, 
considerations for working in Turzunsade and Shakrinov include: 

·  Project Sino has started to implement DOTS in the two rayons and as family 
medicine is the core of the project’s focus it makes sense to build TB control 
through DOTS into a family medicine model. 

·  It is important that Tajikistan develops robust family medicine demonstration 
models. This testing might be facilitated in a rayon where resource constraints 
are less pronounced in view of selling sustainable models of family medicine. 

·  Whilst Turzunsade and Shakrinov might, in relative terms, be less resource 
constrained than other rayons, there are clearly also important parts of the 
population poor in these rayons. The needs of these groups should not be ig-
nored and have to be taken up by project Sino.  

·  From a project implementation perspective the geographical proximity of Tur-
zunsade and Shakrinov to Dangara and Varzob provides opportunities for 
economies of scale and for relatively easy mechanisms of communication, 
training and knowledge sharing.  

 
 A complementary approach of the project consists feeding relevant experi-
ences into health policy planning and decision-making thereby strengthening individ-
ual and institutional capacities as well as planning, monitoring and evaluation skills at 
Republican level (for further details see Outcome 3). Here the level of intervention 
will be national. These activities will deal with dissemination of experiences emerging 
from pilot rayons and the conception of the HSR and family medicine models. They 
will also include the further refinement of the Guaranteed Benefit Package and capi-
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tation in pilot rayons and the subsequent assessment and dissemination of experi-
ences to the national level. The Department for planning and reform of MoH and the 
health policy analysis unit (HPAU) will be at the forefront of these activities. Besides 
this department, various national institutions such as the Republican Anti TB Centre, 
and Republican training institutions, will be closely involved in project activities. 
These institutions will also have vital role in the transfer of experience and lessons 
learned from pilot areas to other regions of Tajikistan. 
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3.4 Project activities 
 

3.4.1 Outcome 1 
Involvement of community groups has increased there by family 
medicine services in pilot rayons are further stren gthened  
 
 
Harmonize understanding on community participation and health promotion  
 

In view of implementing comprehensive communication plans at the interface 
between family medicine services and communities, there is a need to streamline the 
understanding of community participation and health promotion within the given Tajik 
context. This conceptual work will entail a review of existing community structures 
and groups in the pilot rayons of project Sino, approaches and strategies currently 
used for increasing community participation and include discussions and agreement 
across relevant partners including community groups, the local and regional admini-
stration (joamat, hukumat and oblast), and the national bodies such as the Centre for 
Healthy Life Style. Experiences of relevant actors in the area of community participa-
tion and health promotion such as the Aga Khan Foundation in Tajikistan (AKF/T) 
and other NGOs, will be reviewed and these institution will be associated to the ac-
tivities in view of promoting common positions.  

 
Activities may also entail a review of experiences of other countries, for ex-

ample Kyrgyzstan, in the area of health promotion. A harmonized understanding in 
turn will then allow to design and implement gender-sensitive approaches towards 
community participation and communication strategies. The understanding will also 
entail the role of financial or material incentives to volunteers/community members to 
ensure their participation in community health activities. The challenging tasks of in-
ducing behaviour change, and the time required for this, will also be of concern. 
 
 
Identify and collaborate with community groups 
 

Project Sino recognises that the community itself plays a central role in pro-
moting health. Based on experiences gained during phase 1, further efforts will be 
made to identify appropriate community groups in pilot rayons. Doing so, it will be 
recognised that the development of close and trusting relationship with the commu-
nity is of crucial importance and that links with other NGOs, local and national gov-
ernment officials, the private sector, other (non-health) community structures, and 
religious leaders/representatives are deterministic for success.  

 
Within the context of phase 1 of project Sino, community involvement was pi-

loted through community volunteers and the Community Health Resource Centre 
(CHRC) in Varzob rayon. The idea for the CHRC was generated by the rayon itself 
and the second phase will build on this experience. Subsequently the potential of 
community health centres as one possible platform for community participation and 
health promotion activities will be further explored and experiences so far gained in 
Varzob will possibly be transferred to other pilot rayons.  

 
Although centred at the interface between communities and family medicine 

services, the collaboration and exchanges with community groups will also take up 
priority concerns of the population. It has to be expected that these concern are not 
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in the area of health promotion but rather focus on curative care or other immediate 
problems such as latrines or access to drinking water . 
 
 
Market family medicine services 
 

At present, family medicine services already available are not sufficiently well 
used. People are either not aware at all of the concept of family medicine services or 
are concerned about the possible low quality of PHC services. Besides improved 
training and supervision of PHC staff, community-based or mass media Information 
Education Communication (IEC) programmes, it will be necessary to implement so-
cial marketing activities on ideas, principles and advantages of family medicine in 
view of avoiding unnecessary high-cost treatments and of reinforcing behaviour 
changes by both patients and staff. 
 

Phase one activities included developing and implementing information cam-
paigns through community networks and RHC open days. However activities will 
need to be implemented on a regular basis and may entail the elaboration of PR ma-
terial such as posters, leaflets and videos. It should be stressed that a key mecha-
nism for marketing family medicine services is through patients who themselves have 
utilised these services. If they have positive impressions on the service this will feed-
back into the community.  
 
 
Design and carry out health promotion activities at  community level on priority 
topics (e.g. HIV/AIDS, worm infection, malaria, TB)  

 
The ensuring of active population involvement in care of one’s own health and 

health of surrounding people will be conducted by Sino through various activities. 
They include the design, implementation and assessment of health education meas-
ures in broad ranging areas such as HIV/AIDS, reproductive health, tuberculosis and 
worm infection. Comprehensive, precise, and timely information of issues with re-
spect to health, health care and prevention through information campaigns and me-
dia coverage will be developed and carried out. Activities will seek the involvement of 
community leaders and direct interactions with the population in view of their direct 
engagement in health care issues. 

 
Based on experiences gained during phase 1, health promotion activities at 

community level will inform the population about aspects of health and disease as 
well as services and benefits that make up part of family medicine. If appropriate, the 
possibly to organise health promotion activities through school education will be con-
sidered. Topics covered by health promotion activities will be determined at a later 
stage, e.g. in the context of the elaboration of the yearly workplan, but may include: 
further awareness raising on HIV/AIDS, worm infection and associated risks, TB con-
trol and stigma as well as immunization. Health promotion activities at individual and 
community levels are essential to encourage client participation and to assure patient 
compliance with treatment and prevention. The project will design and implement 
health promotion activities for the topics under considering in view of improving the 
understanding on environmental, behavioural and social aspects associated to dis-
ease and to facilitate compliance with standard treatment schemes. 
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Strengthening capacities of family practitioners in  health promotion  
 
 In addition to messages targeted at the population level, the project will sup-
port capacity building measures of family medicine practitioners in the area of health 
promotion. Health staff will be instructed on principles, potentials and approaches of 
convening health related messages to patients. Family practitioners will also be 
thought about how to convene messages to high risk groups and principles of pa-
tient- provider interaction. 

 
Specific approaches, including participatory assessments and appropriately 

trained staff for reaching out into communities, will be required for approaching poor, 
rural groups as these communities are by definition more vulnerable. Such ap-
proaches will be discussed and outlined jointly with health staff and subsequently im-
plemented and evaluated. 
 
 
Increase knowledge on factors which influence commu nity access to health 
care 
 

The low utilisation figures are highlighted in previous paragraphs. The TLSS 
of 2003 provides figures on the numbers of sick who do not utilise care and the rea-
sons for non-utilisation. It is likely however that the decision to seek or not to seek 
care will involve a number of factors relating to personal (e.g. age, sex) and socio-
economic status (e.g. education and income) and factors related to the supply-side 
(e.g. location of facility, perception of services provided price and perceived quality). 
Given the need to promote and market family medicine it will be increasingly impor-
tant to improve understanding of these factors in order to tailor strategies accord-
ingly. 

 
To deepen the knowledge of the two pilot rayons of phase 1 (Dangara and 

Varzob) and to obtain a solid understanding in the two rayons of Tursanzade and 
Shahkrinav of the needs of the poor and vulnerable the project will continue to collect 
and analyse population-based data. The results of the studies and surveys will pro-
vide information on gender aspects, perceptions of PHC, difficulties encountered with 
it (e.g. informal payments), and wishes for improvement of the services, and will also 
help in the designing of appropriate health promotion material. In the area of TB con-
trol through the promotion of DOTS, adherence to treatment and hospitalisation will 
be specifically looked at.  

 
For addressing gender as cross-cutting issue the project will give emphasis to 

assess men's and women's roles and access to health services and intra-household 
decision-making. Thus, gender issues will be systematically addressed through quali-
tative and quantitative surveys. Results of the gender analysis will be taken up in fur-
ther project activities, e.g. in the area of health promotion or TB control through 
DOTS. This in turn will allow to tailor approaches specifically to men and women re-
spectively. 
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3.4.2 Outcome 2 
Access to high quality PHC services is improved and  tested mod-
els for family medicine are available 
 
 
Contribute to human resource development and capaci ty strengthening in the 
area of family medicine 

 
Many of the existing training programmes have so far had only a limited im-

pact in terms of clinical improvements and positive behaviour change among other 
reasons due to the high fragmentation of training approaches. Experiences gained 
during phase 1, indicate the need for close coordination and harmonization across 
Tajik training institutions and with other organisation/institutions active in this area, 
such as the WB-supported Community and Basic Health program, the ADB-funded 
health sector reform project, ZdravPlus and others. These efforts towards harmoniza-
tion with existing activities might hopefully result in more formal coordination mecha-
nisms for example through a family medicine training coordination group representing 
all relevant institutions. 

 
Enhancing the status of family medicine will be crucial in order to attract high 

calibre doctors to the profession. Clearly financial incentives play an important role, 
however given the relatively new history of the family medicine specialty a lot of effort 
will need to focus on “selling” the speciality to potential doctors and nurses and the 
Tajik population. The latter will want to be confident that this new specialty can pro-
vide a service for them. This confidence will require the building of a reputable pro-
fession which is regulated through licensing and accreditation and which is champi-
oned by a profession organisation.  Project Sino envisages playing a key role in de-
veloping further the profession status of family doctors, particularly through the de-
velopment of the professional organisation and its role in continuing medical educa-
tion. The role of professional associations, such as the family medicine association, 
for normative functions such as for licensing and registration of family practitioners 
will be further explored. If appropriate these professional interest groups will be as-
sisted by project Sino with guidance from the Ministry of Health over the institutional 
set-up of such organisations. 
 

Training, especially through continuous medical education (CME) measures, 
in the area of family medicine will need to continue and also include family practitio-
ners in the new pilot rayons, Tursanzade and Shahkrinav. A review of training needs 
will be carried out in these two rayons. This will be followed by the provision of con-
tinuous medical education (CME) for family practitioners at rayon level. In Dangara 
and Varzob the on-going CME measures will continue and include activities as the 
further promoting of quality circles. Training through international short term expertise 
may entail the strengthening of diagnostic approaches and improvements in the utili-
sation of clinical guidelines. 

 
Major challenges that will be faced in retraining physicians and nurses to be-

come family practitioners are related to guaranteeing a decent working environment 
and appropriate salary levels. There is a risk that a family medicine service will find it 
difficult to motivate and retain high quality professional staff to work in PHC. The pro-
ject will address the question of motivation of health workers and their working envi-
ronment, and look for approaches that could minimise staff migration and increase 
performance. Nevertheless, with prompt upgrading of existing doctors, nurses, other 
paramedical staff, primary care managers, and primary health teams it should be 
possible to offer high quality PHC. 
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Strengthen maintenance practices and institutional capacity through provision 
of key equipment  
 
 In 2004 and 2005, 26 new Rural Health Centres were constructed through 
WB support and equipped through project Sino in Dangara and Varzob rayons. Sub-
sequently first experiences were gained with appropriate maintenance strategies for 
this new infrastructure. These maintenance practices will be carried forward during 
phase 2 in view of assuring an efficient and effective use of scarce available re-
sources. Doing so, project Sino will promote shared responsibilities between local 
authorities especially the jaomat and hukumat administration and other entities of the 
Taijk health system and further seek to determine and establish the role and respon-
sibility of communities in the maintenance of “their” health services. 
 

More generally, the infrastructure of the health services in Tajikistan has age-
ing facilities and equipment, and many buildings and other parts of the infrastructure 
further damaged during war. Generally, at the PHC level infrastructure and equip-
ment are extremely run down or even non-existent. This situation also applies to Tur-
zunsade and Shakrinov rayons. In consequence in relation to rationalization exer-
cises a limited number of PHC facilities will be rehabilitated or constructed and ade-
quately equipped. It might also be necessary to make investments in the infrastruc-
ture and/or equipment of laboratories (including diagnostic tools) and family medicine 
referral institutions such as central rayon hospitals. 
 
 
Continue to implement key elements of family medici ne and financing reforms  
 
 The project will continue to support the MoH and rayons on implementing 
family medicine and related financing models. In Phase 1 the project worked with lo-
cal partners on the development and implementation of clinical guidelines for family 
medicine. An important continuing task is to monitor guideline uptake and ensuring 
that the guidelines are updated. This activity will be part of a continuing medical edu-
cation (CME) (see above). Further, the rayons lack clinical supervision of practitio-
ners and the project will seek to identify approaches for regular monitoring and feed-
back on professional practices. 
 

The development of family medicine in Tajikistan is emerging at a slower rate 
than in many countries. The numbers of family doctors and nurses that have been 
trained remain low and indeed some of those who have been re-trained as family 
doctors and nurses have left the profession. Anecdotal reports suggest that an impor-
tant reason for this is the current financial incentives in place. There are however 
likely to be other factors other than financial which lead to attrition.  

 
The traditional Soviet system of health care was vertical rather than horizon-

tal. The family medicines model attempts to redress the balance by promoting hori-
zontal services. The project will promote and strengthen a more integrated approach 
to reproductive health including family planning, antenatal and perinatal care and 
makes it available at the primary care level. These services are seen as central to the 
family doctor and nurses work. Modalities also have to be worked out to ensure the 
integration of existing separate preventive and curative programmes, such as health 
promotion (“healthy life style”) and TB, into PHC. Thus, the project will help to ad-
dress the issue of how services can be integrated and of maintaining incentives for 
the provision of preventive and promotional services at PHC level. 
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In order to strengthen the family medicine system the project will continue to 
work with the MoH and rayons on implementing the Guaranteed Benefits Package 
(GBP) and co-payments. National health financing reforms will be tested and refined 
such as the capitated allocation of funds to rayons and primary care services or the 
costs and financing modalities of the GBP. Subsequently emerging experiences will 
be fed back to the national level in view of their transfer to other regions of Tajikistan. 
 
 
Increase management capacities through the utilisat ion of business plans   
 

Increased management capacity at facility and rayon level is a key priority. In 
phase one the project worked with the rayon administration and facilities on develop-
ing business plans. The process of developing the business plans was perhaps more 
important than the final output as it encouraged rayon administrators and health 
workers to link data on population with utilisation and budget data. The business 
planning process also encouraged health workers and rayon managers to consider 
rayon level and facility specific priorities. Phase 2 of the project will continue to work 
with the rayons on developing management capacity through the business planning 
approach. In phase 1 the project linked business planning with small grants. The ra-
tionale of linking the business planning with small grants was intended to make the 
business planning process “real” in that at the time of this activity the ability to man-
age resources was limited. The inclusion of small grants (for non-salary items) pro-
vided managers with a flavour of being able to manage budgets.  
 

In phase 2 it is expected that the business planning will coincide with financ-
ing reforms at the rayon level. It is anticipated that the development of capitation 
budgets for non-salaried items will provide some flexibility to managers to shape the 
delivery system further. More generally business plans and the related small grants 
provided by project Sino are intended to facilite “start-up” activities of the new rural 
health centres. It is anticipated that routine family medicine activities will not be im-
pacted following the phasing out of these grants. 
 
 
Promote an integrated system between PHC and hospit als  
 

Within the framework of current health care reform, family medicine requires 
the integration of community with RHC and hospital service provision. Family practi-
tioners form the first line of access to medical care for the community. Cases which 
need hospitalisation or more specialised care will be referred through a “gatekeeper”. 
A close link between community, ambulatory and hospital will create a continuum of 
care for the patient, which will be coordinated by the family practitioner. As quality 
health services become available outside the hospital, it is anticipated that the need 
for specialised services and average bed occupancy rates in hospitals will be re-
duced. 
 
 Establishing effective referral systems between family medicine services and 
central rayon hospitals will also entail, the provision of support to referral structures. 
Consequently, project Sino will seek not only to better define roles and responsibili-
ties of referral hospitals embedded in primary care but also to provide support to the 
functioning of hospitals. This may include the association of hospital doctors to CME 
measures, business plan elaboration and the supervision of family practitioners. Fur-
ther, it might be necessary to up-grade hospital infrastructure in a limited way in order 
to strengthen their role as referral institution.  
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Improve drug accessibility at PHC level through the  establishment of revolving 
funds 
 
 Health services in Tajikistan are facing serious shortages of high-quality, es-
sential and low cost drugs. Over the last years, the European Community Humanitar-
ian Office (ECHO) has granted many million dollars of humanitarian aid which in-
cluded the provision of essential drugs to Tajikistan. This support will come to an end 
in 2007. Small budgets for the purchase of drugs are also available through the jao-
mat and hukumat administration. The project will review drug management at PHC 
level and liaise with other agencies/institutions so that essential pharmaceuticals are 
available in pilot rayons. Further, efficient drug prescription and use will be promoted 
through training and the application of clinical standard guidelines. 
 

During phase 1, the project has been working closely with the MoH on devel-
oping a model for introducing Revolving Drugs funds in Varzob rayon. Phase 2 of the 
project will include support to small scale testing of this initiate in selected pilot sites. 
Initial piloting will begin in Varzob Centre and three branches, including Ziddi, Haran-
gon and Chorbog. Monitoring and evaluation of this initiative will be important. Whilst 
during the initial period medicines will be subsidised, the project will move towards 
full cost recovery by the end of phase two to ensure sustainability. 
  
 Experiences in setting-up revolving drugs funds will be shared with other rele-
vant actors such as Aga Khan health services and jointly evaluated. If successful and 
after careful consideration, the revolving drug funds may be extended from the se-
lected number of pilot sites in Varzob to all family medicine services in the rayon as 
well as to other rayons. 
 
 In setting-up revolving drug funds, equity concerns and financial access of 
poorer segments of the population to drugs will be a primary concern. The project will 
seek to explore the possibilities to earmark governmental budget lines for drugs (at 
jaomat and hukumat level) to poor and vulnerable groups thereby working on a re-
definition of the current understanding of poor groups typically defined among others 
as second world war veterans and Chernobyl victims. If not feasible to target avail-
able government budget to the poor and vulnerable other ways for assuring access 
to drugs will be explored and assessed. The introduction of complex and complicated 
administration systems and mechanisms will be avoided for example through provid-
ing easy to administer funds to revolving drug funds. However, as mentioned above, 
the sustainability of the RDF will be a major concern. 
 
 
Identify and follow-up of TB cases through DOTS at family medicine level 

 
The aim of the DOTS strategy is to reduce the number of deaths from tuber-

culosis (TB) worldwide and to prevent the increasing incidence of multi-drug resistant 
TB. Multi-drug resistant TB has developed as a result of poorly managed TB pro-
grams where sufferers have not completed the whole course of treatment or have 
been given incorrect medication or inappropriate dosages. This has resulted in out-
breaks of TB which are resistant to the drugs commonly used to treat the disease, 
and this has the potential to affect an enormous proportion of the population. The 
DOTS strategy is a curative strategy based on the early diagnosis of TB and the di-
rect observation of the sufferers taking their medication for at least the first two 
months of treatment. The treatment regimen lasts for six to eight months. With direct 
observation of treatment, it is anticipated that 80% of deaths attributed to TB will be 
prevented. Tajikistan is promoting the further extension of DOTS thereby the Repub-
lican anti-TB Centre has a leading role. 
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In the context of phase 2, a prime concern will consist in further establishing 

and strengthening the role played by the family medicine approach in TB control. Ac-
tivities will be carried out in close collaboration with the Republican Anti-TB centre 
and other relevant actors such as project Hope. In consequence, family medicine 
practitioners in the pilot areas will be further trained in the principles and application 
of DOTS strategy. To integrate the family medicine system into current approaches 
for TB control, treatment and referral guidelines will be further strengthened and links 
to the current hospital based TB treatment schemes will be reviewed. Continued ef-
forts will be made to decrease hospitalisation rates of TB patients. 

 
The follow-up of TB treatment is organized in Tajikistan through TB monitors 

at national and district level. TB monitors assure that the full TB treatment is taken by 
identified cases and that adequate facilities and drugs are available at treatment 
level. The project will continue to improve the current monitoring system, by support-
ing training activities at the level of the Republican anti-TB Centre. The project will 
continue to rely on TB monitors and coordinators at rayon level. 

 
The project will continue to collaborate with other actors, such as project 

Hope (which administers also a grant provided by the Global Fund to Fight AIDS, TB 
and malaria). As in phase 1, this collaboration may materialise in the area of training 
for DOTS, the provision of TB drugs to pilot rayons, and the monitoring approaches. 
Project Hope will also continue to provide a backstopping role to project activities.  
 

A key element in TB treatment is the identification of cases, diagnosis and 
treatment. A constant problem with long-term treatment is adherence of patients to 
treatment. Patients may stop taking treatment because the fact that treatment is sup-
posed to continue long after clinical improvement has taken place may prevent pa-
tients from continuously adhering to the scheme.  Operational studies will help to 
gain a better understanding on stigma associated to TB as well as compliance to 
treatment. Results of these studies will feed into improving current TB treatment 
practices 
 
 

3.4.3 Outcome 3 
Relevant experiences to health policy planning and decision-
making have been transferred and disseminated and a ctivities with 
health sector partners are better harmonized 
 
 
Apply up-to-date project management tools 
 

For improving the project management skills of project partners at MoH, Re-
publican, oblast and rayon levels, applied project management training will continue. 
Such as during the first phase, the Logical Framework Approach (LFA) will be con-
tinued to be used through a yearly work plan assessment and elaboration. This exer-
cise will entail steps such as problem analysis; analysis of objectives; intervention 
logic and definition of project activities, assumptions and risks; identification and as-
sessment of progress and coverage indicators; preparation of activity schedules, and 
the preparation of costing schedules. 
 
 This applied project management training will be closely linked to the elabora-
tion of annual project workplans. Results of the planning exercise will adjust the activ-
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ity schedule and the related budgeting. If necessary, project activities and their re-
spective weight, inputs through international technical experts and budgetary alloca-
tions to activities might be modified, but project outcomes and indicators such as 
listed in the logical framework of the project will be maintained. Key partners of the 
project such as the WB supported Community and Basic Health Project, ZdravPlus 
and Aga Khan Development Services will be associated to this process to ensure the 
coordination and harmonization of activities.  
 
 The project will establish mechanisms for communication to ensure that the 
necessary information is generated and utilised in a timely and effective manner. An 
important mechanism for doing so will be bi-annual project progress reports which 
will allow to review progress against the plan. The contents of the reports will closely 
match the logframe and its related outputs - ie. the activity schedule, budget and cost 
schedule. The progress reports will need to be approved by the project steering 
committee. 
 

Arrangements will be set up for receiving and making payments, monitoring 
and reporting actual expenditure compared with planned estimates, and preparing 
historical accounts. Accounts will be audited once a year. 
 
 Some activities grouped in the activity line “apply up-to-date project manage-
ment tools” go beyond what is strictly understood as project management, and in-
clude reviewing and evaluating activities. A mid-term and an external final project-
phase evaluation will assess the relevance, efficiency, effectiveness, impact, eco-
nomic and financial viability, and sustainability of the project in the context of its 
stated outcomes/objectives. The purpose of the final project evaluation is to review 
the achievements against planned expectations, and to use experience from the pro-
ject to improve the design of an eventual third phase and future projects. 
 

The mid-term review process will include an assessment of the organisational 
set-up and a possible closer integration of the project Sino project management team 
into the Ministry of Health. The rationale underpinning of this idea is to further pro-
mote efficient and effective support to the process of health reform, which is led by 
the Ministry of Health and which facilitates moves towards a Sector Wide Approach 
(SWAp). 
 
 
Continue to develop a robust M&E framework and assu re regular data collec-
tion  
 

One of the recommendations of the external evaluation team entailed the fur-
ther strengthening of the M&E framework of the project. So far, project progress and 
coverage indicators relied mainly on the HMIS in operation at the rayon and national 
level. The project reviewed the HMIS in pilot rayons and reduced the amount of in-
formation being processed to a limited amount of key indicators. Further, the content 
of the information systems, the flow of information throughout the health system, and 
the routine use of information for management decision-making was discussed dur-
ing phase 1 in view of establishing and using a meaningful and appropriate set of 
management indicators. 
 
 Data sources, means of verification, the periodicity of data collection for core 
indicators such as presented in the logical framework of the project are further de-
tailed in section 4.6. 
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These efforts will continue during the phase 2. Additional efforts will be made 
to improve the quality and reliability of the data originating from the HMIS and to fur-
ther use a set of essential health management indicators for monitoring the PHC at 
pilot rayon level. The set of indicators includes information about utilization patterns 
for different types of family medicine services.  

 
Project Sino will seek to explicitly relate information stemming from the HMIS 

to the project M&E framework. The project M&E framework in turn, entails the collec-
tion of complementary and non HMIS based information through complementary 
qualitative and quantitative studies at the level of the population, and at points of ser-
vice delivery and may focus on topics such as patient satisfaction or access to family 
medicine services.  

 
At the beginning of phase 2, a project M&E framework, based on the logframe 

of the project will be established. Progress against this framework will be regularly, at 
least bi-annually reviewed. The M&E framework will also be constructed in a way to 
allow for performance judgments, including on performance judgments on various 
partners of the project. This in turn is then thought to allow to consider performance 
based funding mechanisms. 

   
The project will also assure further exposure of health managers and adminis-

trators in the pilot rayons and at the republican level to management information sys-
tem concepts and principles and the skills needed to use such systems. This will be 
achieved by complementing planed activities of the WB-supported Community and 
Basic Health project and of other organisations, such as Aga Khan Health Services in 
Gorno Badkahstan.  
 
 
Promote bottom-up planning, decision-making and eva luation  
 

During phase 2, planning and management at decentralised level needs to be 
strengthened and possibly also involve community groups. Besides continued efforts 
to rely on business plans at rural health centre level, the annual elaboration and 
regular review of workplans at rayon level will be promoted. These rayon level work-
plans will then feed into the workplan of project Sino. In the mid- to long-term district 
plans may fully replace the current standard of a project workplan. 

 
At present there is usually a doctor in charge of the PHC, who has both clini-

cal and administrative roles. In the long-term a PHC centre management team may 
eventually be made directly responsible for the way resources are used – manpower, 
facilities and equipment - and will be accountable for performance in these areas. 
This will take time to achieve and will require intensive training. It should be feasible, 
in time, to develop bottom-up planning and monitoring processes and establish in-
formation collection systems which can be used to measure the effectiveness of ac-
tivities. Project progress will be evaluated against standards of care using participa-
tory approaches involving the authorities concerned at republican, oblast and rayon 
level. 
 

An upgrading programme for existing administrators and managers at PHC 
level is envisaged as a short-term measure. The courses will focus on development 
of management procedures and systems, which will then be implemented by the 
managers in their districts and family medicine services. The series of management 
workshops will allow regular review of management systems and will support the im-
provement of management performance. 
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Further develop evidence based health policy decisi on-making at MoH level 
 
 Project Sino is piloting a number of initiatives which, it is anticipated, will have 
important consequences for further roll out of the reforms. Phase 2 will further sup-
port the development of evidence based health policy decision-making at the level of 
the Ministry of Health for example in the area of health financing reforms (financing 
and costing of the Guaranteed Benefits Package, co-payments and capitation). A key 
link will be with the planned Health Policy Analysis Unit (HPAU), located within the 
MoH, which will be developed as part of the forthcoming Community and Basic 
Health Project, funded by the World Bank, SIDA and SDC.  
 
 Relationships between family medicine services and other parts of the health 
system such as hospitals will need to be more clearly defined; new financing ar-
rangements will need to be put in place; improved staffing and supervisory structures 
and family medicine specialisations will have to be developed, together with develop-
ing new skills and upgrading existing ones. Many of these changes are interdepend-
ent and will need to be pursued in parallel. They will require a strategic vision of 
health sector reform and draw on international experience and technical expertise. 
What so ever, evidence gather through experiences at the level of project Sino pilot 
rayons will continue to feed into the policy decision-making at MoH level and the pro-
ject sees an essential role in carrying forward this evidence from local to national 
level. 

 
Further, phase 2 will continue to make investments in capacity building 

measure. In consequence selected staff will receive training abroad, and capacity to 
monitor the provision of health services will be increased. This is important so that it 
will be possible to evaluate and address the crucial questions related to policy 
choices and modes of implementation among development options, on the basis of 
an understanding of potentials and limits. Activities will focus on increasing the de-
gree of commitment to health sector and financing reform by individuals and institu-
tions and their ownership of it. For example, for carrying forward capitated payments, 
the guaranteed benefit package, the rationalization plan for changing staff mix and 
functions, as well as reducing the number of health facilities, people will need a 
broader vision of the changes that are needed. Specific skills to carry forward the re-
form process will be necessary, taking into account the current financial realities and 
the existing skills and motivation of PHC personnel. 

 
Evidence will also rely on the conduct of health-facility-based surveys in the 

new pilot rayons to assess referral patterns, the financial situation of PHC services 
(revenues and expenditure), staffing patterns, quality of care, etc. The results will 
provide data needed to outline key elements of family medicine services and to 
elaborate strategies for improving them. With the aim of promoting tools for quality 
assessment, the impact of project activities on services will be evaluated against the 
standards of care set, using standard rapid appraisal methods, including prescribing 
indices, quality checklists, and throughput data. Ad hoc surveys through exit inter-
views could be used to try to identify perceptions of whether the services have 
changed. 
 
 More generally, project Sino is designed to help Tajikistan to address techni-
cal and institutional issues in the context of pilot rayons and to use the experience of 
the pilots to support the design of health reform activities elsewhere. This is an im-
portant opportunity to influence health sector reform and PHC across Tajikistan, and 
to help ensure that PHC models are effectively developed, based on both the de-
mand and the supply sides, and that best practice and methodologies are widely dis-
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seminated in Tajikistan and in other countries with similar problems. The project will 
make efforts to establish and disseminate best practices and prepare case studies, 
and to present the experience of the project at national and international levels. 
 
 
Harmonize project activities with relevant partners  
 

Whilst close collaboration with partners has been a key feature underpinning 
project activities in phase 1, it is anticipated that in phase 2 more formal collaboration 
is envisaged with local and international partners. Discussions with SDC and other 
partners indicate a strong commitment to harmonise activities. 
 

Collaborations may entail formal and joint mechanism of planning and espe-
cially of monitoring and evaluation for example through joint bi-annual reviews led by 
the Ministry of Health, the Department for planning and reform of MoH and the 
planned Health Policy Analysis Unit. More generally, many of the efforts towards bet-
ter harmonization in view of improving aid effectiveness will depend on the leadership 
of the MoH. What so ever, project Sino will be committed to work towards and con-
tribute to joint and coordinated mechanisms for health reform in Tajikistan. 
 

In the area of TB control through DOTS systematic collaboration will not only 
be established with the Republican Anti-TB centre, but also with project Hope (see 
above). In addition, TB control measures will continue to be harmonized with the 
World Food Program especially in the area of the provision of food complements. 
 

In the area of community participation, revolving drug funds and HMIS and 
possibly others, collaboration will be established with Aga Khan Health services. Dur-
ing the project preparation phase, the possibility to organise secondments of staff 
collaborating with project Sino and Aga Khan has been discussed and thus it is en-
visaged to use such a mechanism.  
 

In the area of financing and continuous medical education, joint approaches 
with ZdravPlus will further be promoted.  
 
 In the area of dissemination and transfer of experiences of project findings, 
especially those relating to study and research results, close collaboration with the 
SDC funded “Strengthening health research capacities in support of health sector 
reform in Tajikistan” implemented by COHRED will be sought. It is envisaged that 
there will be a number of opportunities for close collaboration with the COHRED pro-
ject.  The two projects complement each other well.  Project Sino is implementing 
reforms in pilot areas and is keen to disseminate the findings from these pilots 
through a range of mechanisms.  The COHRED project will be an important mecha-
nism for promoting the dissemination of experiences as it works with local partners to 
strengthen health research capacity.  Joint office facilities will further underline and 
deepen the collaboration with COHRED. 
 

In summary, and under the leadership of the Tajik MoH, project Sino will con-
tinue to harmonize activities with the following donors/projects: 

·  Community and Basic Health Project supported by the World Bank (co-
funded by SDC). While activities of this project will concentrate on Sugd and 
Kathlon oblast, close interactions will be established with the health policy 
and analysis unit within the Ministry of Health. Roles and responsibilities for 
providing assistance to financing reforms will jointly be discussed and out-
lined. 
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·  ZdravPlusII Project funded by USAID. Activities in the area of health financing 
reforms and retraining of family medicine practitioners will regularly be dis-
cussed and matched resulting in a complementary of assistance provided to 
the Ministry of Health. 

·  Global Fund to Fight HIV/AIDS supported “Support to the National Program to 
Fight Tuberculosis” (rd 3) programme and Global Drug Facility (GDF) sup-
ported TB drug funding. Project Sino closely interacts with project Hope ad-
ministering the GFATM funds for TB control through DOTS, for optimising the 
utilisation of available resources. The same is valid for anti-TB drugs made 
available by the GDF.  

·  Project Hope funded by USAID. The collaboration in the area of TB control 
through DOTS (e.g. training of health staff for DOTS, monitoring and evalua-
tion, etc.) will continue. 

·  World Food Programme. TB control measures will continue to be harmonized 
with the World Food Program especially in the area of the provision of food 
complements. 

·  Aga Khan Foundation development activities focusing primarily on PHC in 
Gorno Badakhshan and co-funded by SDC. Exchanges and dissemination of 
experiences in the area of community participation, strengthening of the 
Health Management Information System (HMIS), and the rationalisation of 
pharmaceutical policy and management (revolving drug funds) will continue 
and be strengthened. 

·  Strengthening health research capacities project implemented by the Council 
on Health Research for Development (COHRED) and funded by SDC. The 
capitalisation and dissemination of health sector reform experiences will 
closely be pursued with COHRED. 

·  World Health Organization, country office Tajikistan. Project Sino will contrib-
ute to donor coordination lead by the country office of WHO.  

With other projects/donors and NGOs such as the ADB supported “health reform pro-
ject” where currently informal exchanges prevail, the MoH guided steps towards 
more formalized arrangements (SWAp) should increasingly allow to optimise avail-
able funding and activities.  
 
 
Contribute to the outline and preparation of the Se ctor-Wide Approach  
 

There is growing concern at the level of the Tajik health sector that the totality 
and variety of donor requirements and processes for preparing, delivering, and moni-
toring development assistance are generating unproductive transaction costs and 
constrain capacity to implement the most effective reform strategy. This concern is 
certainly not limited to Tajikistan. Indeed many countries are concerned about the 
efficiency and effectiveness of the use of donor funds and a number have moved to-
wards a “Sector Wide Approach (SWAp)”, for example Kyrgyzstan.  The forthcoming 
World Bank project outlines moves to work with the MoH towards implementing a 
SWAp from 2009.  The aim of this approach is to channel aid efficiently to beneficiar-
ies, and to ensure that the Ministry of Health reform strategy and its implementation 
is coordinated, and firmly led by the Ministry of Health. 
 

With the prime concern of improving aid-effectiveness, project Sino fully rec-
ognizes that health sector reform issues have to be facilitated and enhanced by har-
monization efforts at national level and this under the clear leadership of the MoH. 
Continued support for country analytic work in ways that will strengthen MoH’s ability 
to assume a greater leadership role and take ownership of development results will 
be provided. In particular, project Sino will work with the HPAU to forge stronger 
partnerships and will collaborate to improve the policy relevance, quality, delivery, 
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and efficiency of country analytic work through the collection of evidence emerging in 
pilot areas in the area of family medicine models. 
 

The preparation of SWAp arrangements will entail the outline of the provision 
of budget, sector, or balance of payments support in line with the mandate of the do-
nor – in the case of project Sino of SDC - and when appropriate the elaboration of 
policy and fiduciary arrangements. Contributions will be made to the establishment of 
the SWAp for example through discussions and reviews on potentials, limitations, 
possible draw-backs and opportunities as well as procedures, mechanisms and tools. 
Further, project Sino may promote the review of lessons learnt in other countries 
while establishing SWAp arrangements. 

 
Moving towards a SWAp may entail for project Sino to adhere to good prac-

tice principles or standards - including alignment with national budget cycles and na-
tional poverty reduction strategy reviews - in delivering further support. It may also 
imply to expand country- led efforts to streamline donor procedures and practices, 
including enhancing demand-driven technical assistance. 
 

Last but not least a positive by-product of collaboration on harmonization will 
be continued efforts to information sharing and improved understanding of common-
alities and differences during the preparation or revision of the respective operational 
policies, procedures, and practices towards SWAp arrangements in the Tajik health 
sector. 
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4. Implementation 
 

4.1 Institutional setup and management arrangements  
 

The SDC supported health sector reform project will be implemented through 
the current structure of the Tajik MoH, with the support of international technical as-
sistance, in order to strengthen MoH capacity in project management, financial man-
agement and procurement. More details and an organisational chart are in Annexe 6. 
Several MoH departments, republican structures and oblast and rayon institutions will 
be responsible for implementing specific technical components of the project. These 
departments and institutions will liaise with the project office of project Sino and the 
Dushanbe based project manager.  
 
 As during phase 1, MoH will appoint a head department, most likely again the 
department for planning and reform, which will oversee project activities in a general 
way, be the direct counter-part and participate in steering committee meetings (see 
below). The long-term technical expert, the project manager, will report to the head of 
this department as she/he reports also to the project director at the level of the im-
plementing agency (Swiss Centre for International Health® of the Swiss Tropical Insti-
tute). At the level of project Sino office, there will be at least four Tajik project officers 
liaising and interacting with key partners such as the head departments of MoH, the 
Republican Anti-TB centre, oblast and pilot rayons as well as the community groups. 
Project officers, will each one cover a distinct area such as health reform, M&E, 
community participation, TB control through DOTS, or health financing and be in 
charge of daily operational issues. 
 
 The project will collaborate closely with the Department for planning and re-
form and the Health Policy Unit being established through WB supported Community 
and Basic Health Care Project. 
 

More generally, project Sino will continue to seek close collaborations and 
harmonization of activities with the WB supported Community and Basic Health Pro-
ject, the USAID funded second Zdravplus project and Aga Khan Foundation devel-
opment activities as well as the strengthening health research capacities in support 
of health sector reform in Tajikistan project funded by SDC and implemented by 
COHRED. The project will seek explicit and implicit agreements (e.g. project Sino 
with Z+) stipulating areas of joint activities. If appropriate, joint monitoring and super-
vision missions involving these partners, the Tajik MoH, SDC and the implementing 
agency will be carried out. This includes cooperation on technical support to the Tajik 
MoH, planning, progress review and evaluation. 
 
 The Swiss Cooperation Office in Dushanbe will oversee project progress at 
the level of the steering committee. Further, it will liaise with the MoH on general pro-
ject and policy matters such as annual reports, the mid-term review and the end of 
project phase evaluation, and coordinate with other donors supporting the Tajik 
health sector. The Swiss Cooperation Office will also establish contact and collabora-
tion with other SDC funded projects in Tajikistan and Central Asia, especially Kyr-
gyzstan, for example on approaches towards community participation.  
 

The project will be implemented under the guidance of a Steering Committee, 
which will meet at least twice a year, usually in June/July and December/January. 
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The Steering Committee will provide overall direction and guidance for the project. 
More precisely, it will: 
·  Review and approve the half year and annual project progress reports 
·  Discuss and approve annual audits and workplans 
·  Discuss, supervise and approve the procurement strategies for the purchase and 

sale of items purchased with the project funds 
·  Review and discuss general progress in project implementation as well as docu-

ments established by the project (e.g. consultancy reports, research proposals 
and training modules) 

·  Discuss and if necessary review the organisational set-up of the project. 
·  Identify, discuss and propose solutions for possible problems in the project im-

plementation. 
 

The composition of this project-specific committee is a follows (see also annex 7): 
·  The Minister of Health, who will also function as President (Chairperson) 
·  1 representative from the Ministry of Health (Department for planning and reform)  
·  1 representative from the project Implementation Unit of the World Bank sup-

ported Community and Basic Health Project. 
·  2 representative of the Swiss Cooperation Office in Tajikistan 
·  1 representative of the implementing agency (Swiss Centre for International 

Health® of STI) 
·  The project manager of project Sino, who will act as secretary of the Steering 

Committee  
 
Generally, decisions are taken by consensus among those members of the Steering 
Committee present at the meeting. If consensus is not possible, decisions are taken 
by vote, thereby the members of the implementing agency (including project man-
ager) have no right to vote. In case of equal votes, the vote of the representatives of 
SDC is decisive. 
 
 

4.2 Timing 
 

Activities will start in April 2006 and run for 3 years, subject to an internal re-
view after one and half year.  
 
 

4.3 Inputs 
 

Funds administered in Switzerland will pay for international expertise; those 
administered in Tajikistan will pay for Tajik experts and activities such as training, 
studies and public education. In particular, money will be provided for the strengthen-
ing of Primary Health Care, and to test models to improve access to services for poor 
people. Technical assistance will be provided in health management, planning and 
monitoring, TB control, mainstreaming gender and HIV/AIDS, epidemiology, social 
science research methods, clinical training, health economics, and community par-
ticipation. 
 

MoH, oblast and rayons are expected to continue to fund their existing com-
mitment to the health sector reform and to family medicine in pilot rayons and main-
tain this, in real terms, over the three project years. This contribution, principally for 
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salaries of health staff working at PHC and republican level, is estimated to range in 
the order of CHF 200’000 per year.  
 

The technical assistance staff (details see in Annexe 4) will consist of: 
·  36 person months of a long term international expert, the project manager 
·  Around 500 person days of short-term international experts 
·  Around 350 person days of short-term national experts 
·  216 person months of locally hired project staff (project officers, driver, account-

ant, secretary) reflecting the needs of project implementation 
 
 

4.4 Contracting and procurement 
 

International technical assistance will be contracted through the implementing 
agency (Swiss Centre for International Health® of the Swiss Tropical Institute). This 
package will also cover the costs of short-term visits to Tajikistan by international ex-
perts. 
 

Expenditure on local costs will be managed by the local office of the imple-
menting agency, project Sino office, with oversight from the project manager. Most 
expenditure will be for workshops and training programmes, survey costs, and inputs 
by national experts for support and supervision.  
 
 

4.5 Flow of funds, accounting and audit 
 

Both the Tajik MoH and the Swiss Government will contribute to the funding 
of the project (see annexe 5). The SDC will transfer fiduciary funds to a special pro-
ject account of the implementing agency in Switzerland. The implementing agency 
(Swiss Centre for International Health®) will use the funds for international procure-
ment, including the funding of the long- and short-term technical assistance compo-
nents. Furthermore, it will transfer funds from Switzerland to a special project account 
of project Sino in Dushanbe. This account is overseen by the project manager of the 
project office.  
 

From the project Sino account, and on the basis of annual workplans, funds 
will be transferred to the accounts of the relevant health authorities of the Tajik MoH. 
Alternatively, health authorities of the Tajik MoH can submit claims for reimburse-
ment to project Sino project office. All expenditures and transfers to the MoH will 
need the signature of the project manager. In case funds are transferred to Republi-
can, oblast and rayon accounts, special attention will be paid to accounting practices, 
and if necessary the opening of special project-related accounts will be requested. 
 

For the Tajik funds, the normal governmental reporting procedures already in 
place will be utilised. For the Swiss funds, formal annual audits (dates as per 
31.12.06, 31.12.07 and 31.3.09) will be carried out in Switzerland and Tajikistan ac-
cording to Swiss laws and regulations. These audits will be performed by independ-
ent auditors acceptable to SDC. 
 
 



 
Tajik - Swiss Health Reform and Family Medicine Support Project 41 

4.6 Monitoring and evaluation 
 

Based on the results of the external evaluation of phase 1, the monitoring of 
project performance will continue to play an important role during the implementation 
of phase 2. Monitoring of implementation will highlight successes as well as short-
comings; both of which are critical for successful implementation of project Sino. 
Hereafter, monitoring is referred to the ongoing monitoring of the project’ progress in 
implementation and in achieving its stated goals and objectives. Meanwhile,  evalua-
tion refers to a retroactive examination at a specific point in time to review:  

·  the original assumptions made at the time project and activities were devel-
oped,  

·  the progress made toward achieving its stated goals and objectives and  
·  recommendations for building on strengths or adjusting activities and/or 

strategies.  
 
The framework used for monitoring progress is presented in annexe 4. This 

framework is based on the logical framework of the project (see executive summary), 
and indicates data sources, means of verification and the periodicity of data collec-
tion for core indicators. Quantitative information will be collected quarterly by the pro-
ject Sino office in close collaboration with pilot rayons and progress will be compared 
to milestones / agreed on targets. These monitoring tools will be finalised before the 
start of the project in the context of the elaboration of workplan of the first project 
year.  
 

Baseline data (inventory of health facilities and poverty data) is partly avail-
able through the M&E systems used during phase 1. For missing data such as, for 
example, information on the two additional pilot rayons or pre-existing community 
groups, operational studies will be undertaken in the first project months. 
 

Project workplans will be drawn up and agreed once per year. Workplans and 
routine reports will be submitted for approval to the Steering Committee. The work-
planning exercise will also entail the selection of appropriate indicators and targets 
that are useful for planning, management and communication about progress. This 
entails a description of how the data will be analyzed and used by the project, the 
identification of the person(s) responsible for overseeing M&E, the budget for M&E 
activities and a description of what M&E activities and processes are already in 
place. Key indicators will be specific, measurable, achievable, relevant and time-
bound (SMART).  
 

Project activities will also include qualitative and quantitative surveys which 
will be used to improve the design of detailed activities and assess effectiveness and 
impact and further feed experiences into policy-making. Data on the outcome indica-
tors will largely be collected through the regular MIS to be improved at PHC level, 
while purpose level indicators will be measured largely through the impact studies. 
 

The Tajikistan based project manager will write a biannual report jointly with 
the technical officers of project Sino and submit it to the Steering Committee. No 
separate technical reports will be written for the Tajik Government. 
 

Activities will be monitored through periodic meetings between the project di-
rector, project manager, Tajik project officers and the Swiss Cooperation Office in 
Dushanbe. The project will facilitate capacity development of staff in the Department 
for planning, coordination and implementation, to enable them to monitor and evalu-
ate projects and programmes, as well as support the Health and Management Infor-
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mation Systems, and participate in national health-related surveys. The project will 
also favour annual internal assessments of project performance. 

 
There will be a mid-term project review after one and a half year and an ex-

ternal review some months before the project ends. Both of these reviews will assess 
progress against the agreed milestones/project undertakings in Annexe 3. The mid-
term review will also determine the organisational set-up, the lines of activities and 
the project regions will be revised after the mid-term review. This review will also as-
sess the need of a further continuation of activities in Dangara and Varzob. 
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5. Risks and assumptions 
 

The project can be regarded as “moderate risk” one. This is related to several 
risks associated with the introduction of the Primary Health Care and family medicine 
services, and with approaches to ensure sustained access for the poor and disad-
vantaged. Based on experiences gained during phase 1 of project Sino, it will con-
tinue to take time for all departments of the Government, at national, oblast and 
rayon levels, to develop effective collaborative and constructive structures and inter-
actions and to harmonize these approaches with and across other actors intervening 
in the Tajik health sector. As indicated during the first three project years, there is a 
will to carry forward the decentralisation of decision-making, planning and manage-
ment; the rationalisation plan including further hospital rationalisation, and new meth-
ods for financial allocation of resources to oblasts and rayons. However, modalities 
for implementation need yet further discussion and conceptual thinking. Decentral-
ised models, and the practical integration of PHC services, which will also include TB 
services through DOTS, need to be recognised and acknowledged as a primary aim 
by the national Government. The idea that the demand side of interventions must be 
considered, to ensure that the behaviour and attitudes of the target population are 
understood and taken into account in designing service models, and to associate the 
population more closely with service delivery, are innovations in the Tajik context and 
will consequently need careful attention. Changes, and their acceptance by the popu-
lation, may take longer than anticipated. 

 
Practices related to good governance and transparency in fund allocation and 

utilisation need on-going attention. Project funds will be controlled through existing 
and stringent mechanisms of financial administration at the level of the project Sino 
office. Further, the project continues to act in a participatory way, promoting princi-
ples of good governance and transparency for example through the joint establish-
ment and discussion of budgets as well as potential critical issues among all relevant 
departments and institutions. All expenditures and transfers will closely be followed 
up and funds transferred to Republican, oblast and rayon accounts, will receive spe-
cial attention. 

 
An exogenous risk at “purpose to goal” level is that economic change and 

prevailing levels of very low salaries for civil servants will encourage and even accel-
erate the widespread migration of rural populations, and especially health workers. 
This would make the present problems of family medicine service delivery even more 
difficult. 
 

Taken together, these risks form a hurdle in the way of the achievement of 
the project’s purpose and goal. The project design has, however, been carefully de-
signed to mitigate these risks as far as possible. The risks identified and their effect 
on project progress will be carefully monitored, especially during the mid-term review. 
Details are given below against each major risk factor. Despite these substantial 
challenges, the project represents the best opportunity for the Government of Tajiki-
stan to develop essential health services, which will be necessary in their turn to miti-
gate the impact of other massive social changes. 
 

The project is expected to have significant economic and social benefits to set 
against the level of risk. 
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Purpose to Goal 
 
Purpose: To develop, test and implement sustainable and accessible PHC models 
and family medicine services in pilot areas which will be equally affordable for all 

 
·  Assumption 1 : The Tajik government will continue to focus on pove rty alle-

viation and PHC for the poor  
The project includes a wide range of supply-side and demand-side reforms to en-
sure that PHC develops in an appropriate fashion and contributes to poverty alle-
viation. As seen in the context of the conduct of the Tajik Living Standard Survey 
in 2003 and 2004, there is a risk that poverty trends are not acceptable to the 
Government and are subsequently ignored. Pressure to acknowledge prevailing 
poverty levels may act against these trends. Poverty alleviation has political sup-
port at the highest level but the modalities yet need further detailing. 
Consequently, the risk that the Government policies do not focus on poverty alle-
viation and PHC for the poor is small. The potential impact on the project’s goal 
would be high. 

 
·  Assumption 2: Hospital rationalisation has politica l support and continues 

to be implemented.   
Over the last years MoH, oblasts and pilot rayons showed commitment to the ra-
tionalisation of health service delivery, especially the reduction of hospital beds. 
This efforts have gained momentum with the planned introduction of capitated 
payments to oblast and rayon departments. This situation also applies for project 
Sino pilot rayons – up to now Dangara and Varzob – where the number of hospi-
tal beds was considerably reduced. However, available resources of the govern-
ment will not be enough to go beyond that, and it is likely that a further reduction 
in infrastructure and staff will be necessary. The further reduction of the number 
of hospital beds and possibly rural hospitals entails the risk to meet resistance 
and opposition from various constituency groups such as hospital doctors and 
administrators. 
There is a risk of delay in the implementation of the rationalisation plan, and this 
will have a moderate impact on the project, as the pilot development of family 
medicine services is at the centre of activities being supported by SDC. 

 
·  Assumption 3: Financial support to PHC continues to  increase .  

Over the last years Tajik authorities have showed significant commitment to 
maintain and moderately increase the financial support for PHC. However, for the 
project to be successful, there is a need to continue the shift in resource alloca-
tion from hospitals to PHC. Further, there is also an on-going need to increase 
salary levels of governmental health staff in order to combat prevailing high in-
formal payments of patients to providers. Experience shows that reallocation is 
possible, for example through the establishment of business plans for PHC pro-
viders. The risk that counterpart funding principally through salary to family practi-
tioners will not be provided is also low and recently salaries have been consid-
erably increased. 
The existence of SDC money to pilot-test innovative model of PHC minimises the 
potential impact of delayed or missing finance on the project goal, so the risk of 
insufficient financial support for the project is moderate. 
 

·  Assumption 4: Decentralisation and the health secto r reform process will 
be carried forward   
Functions and roles of management structures of health services at decentralised 
level yet need to be worked out. Links between decision-making at decentralised 
level, planning and budgeting have to be strengthened, but there is theoretically 
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an agreement on the necessity for reform. Project Sino will further review and 
analyse management structures at decentralised level and carry forward reforms 
in this area. 
The probability of decision making not being further decentralised is medium, but 
the impact on the project purpose would be high. 

 
 
Objective/Outcome to purpose 
 
Outcome 1. Involvement of community groups has incr eased thereby family 
medicine services in pilot rayons are further stren gthened 
 
·  Assumption 5: Integration of health education/promo tion into PHC is ac-

ceptable to MoH  
Phase 2 of project Sino includes the integration of health promotion into PHC en-
tailing both, a closer association of community groups to health providers and of 
family practitioners to the population. This is an agreed on high priority, if the fam-
ily medicine services are to be successful and if poor are to have sustained ac-
cess to services. Approaches will take some time to implement and might have 
difficulty in establishing and agreeing on “grass-root” approaches which are ac-
ceptable to MoH and especially vertically organised republican centres. 
The probability that this integration will be difficult is considered to be moderate, 
and the likely impact on project purpose moderate. 
 

·  Assumption 6: Attitudes and behaviour towards healt h and PHC at popula-
tion can be changed  
Utilisation patterns of family services indicate that the population still prefers to 
frequent hospitals, avoids PHC and has further limited knowledge on advantages 
and potential benefits of family medicine services. It is acknowledged that these 
changes require time. Various activities during phase 2 are planned to address 
this challenge. They include social marketing measures for PHC, exchanges and 
communication with the beneficiary population and continued efforts for improved 
quality and shifts in resource allocations to PHC.  
The risk for failing to change attitudes and behaviour towards a better utilisation 
and acceptance of family medicine is moderate, but the impact on project pur-
pose would be high. 
 

 
Outcome 2: Access to high quality PHC services is i mproved and tested mod-
els for family medicine are available. 
 
·  Assumption 7: Staff attrition is reasonable and can  be controlled  

Existing health facilities in pilot rayons are generally reasonably to well staffed but 
the staff are not sufficiently qualified, trained or experienced to provide high qual-
ity family medicine services. As during phase 1, the project includes a range of 
training, supervisory and incentive schemes to address these problems. It is thus 
likely that the activities will be successful in the pilot districts and that sufficient 
staff will remain in the health services. Establishing staffing models which will be 
clinically appropriate and cost-effective will be especially important.  
The risk of rapid loss of staff is a moderate probability for the pilot areas, but the 
impact on project purpose would be high. 
 

·  Assumption 8: MoH leading continuous medical educat ion which is accept-
able to all involved parties  
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The provision of continuous education measures for the improvement of skills of 
health staff has been a priority for many programs. Unfortunately, these efforts 
have remained fragmented and scattered over the last years without clear guid-
ance from MoH and separation of roles and responsibilities of different Tajik train-
ing bodies. The further promotion of continuous education measures by project 
Sino will not be too difficult, but the harmonization of these activities, avoidance of 
duplication with other actors is likely to remain a challenge. Project Sino will con-
tinue to act in a transparent way in order to further promote a coordinated re-
sponse to the country’s need for up-grading of skills of health personnel across 
multiple donors. 
The risk that this criterion will not be fulfilled is therefore moderate and the poten-
tial impact on project purpose would be low. 

 
·  Assumption 9: Drugs are affordable to all including  for the poor and vulner-

able  
PHC service purchase drugs through their regular budget and further receive 
drugs through the European Community Humanitarian Office (ECHO). The latter 
support will come to an end in 2007. However, drug shortages at PHC are fre-
quent and a major concern for a better uptake of family medicine services. Pro-
ject Sino plans to test the potential of drug revolving funds for assuring regular 
drug availability. The feasibility and acceptability of this mechanism as well as the 
scaling-up of drug revolving funds from individual service providers to the whole 
of pilot rayons needs to be seen. Consequently there is a risk that drug supply 
and availability will not be sufficient in the pilot areas. 
This risk is considered to be high and the impact on project purpose would be 
high. 

 
·  Assumption 10: Infrastructure and diagnostic equipm ent is generally avail-

able  
In Dangara and Varzob, 25 rural health centres have been built through World 
Bank support and equipped through project Sino. In most other rayons of Tajiki-
stan, health infrastructure is in a bad state, although various programs such as 
the one funded by ADB and the WB, foresee major rehabilitations over the next 
years. At the same time, there is a high demand of governmental officials for the 
rehabilitation/construction of new infrastructure and the purchase of new diagnos-
tic equipment. The project has limited funds for infrastructure and equipment in 
pilot rayons and should thus be able to assure the availability of a minimal set of 
infrastructure and equipment. 
The risk of being unable to make available a minimum set of resources is esti-
mated to be low, and would have a medium impact on the project purpose. 

 
 
Outcome 3: Relevant experiences to health policy pl anning and decision-
making have been transferred and disseminated and a ctivities with health sec-
tor partners are better harmonized 

 
·  Assumption 11: Health policy unit at MoH functional  

In the context of the community and basic health care project supported by the 
WB, it is planed to establish a health policy and analysis unit (HPAU) within MoH. 
The role of the unit is outlined as having to monitor and evaluate health reforms, 
initially on implementing reforms in primary care and the area of the basic benefit 
program, and then to provide evidence-based advice on policy development in 
response to MoH needs (World Bank, 2005). The HPAU is planned to become ef-
fective in the second half of 2006. 
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The risk of HPAU not being fully functional is low and the impact on project pur-
pose and objectives would be moderate. 

 
·  Assumption 12: MoH leading donor coordination 

The development of national priorities and systems, including budget, program, 
and project planning cycles and public expenditure and financial management 
systems, require coordinated, and sustained action to improve the effectiveness. 
In this process high importance is placed on the Tajik MoH to assume a stronger 
leadership role in the coordination of development assistance. It is uncertain to 
what degree the MoH will assume this function and undertakes necessary re-
forms for a country-based approach that emphasizes country ownership and 
government leadership for increased coordination of donor assistance in view of 
the preparation of a Sector Wide Approach.  
The risk of MoH not increasingly coordinating donor assistance is moderate and 
the impact on project purpose would be moderate. 

 
·  Assumption 13: Decentralisation process continues  

See above assumption 4. 
 
·  Assumption 12: Commitment of project partners towar ds harmonization 

At the level of donors, practices often do not fit well with national development 
priorities and systems, including their budget, program, and project planning cy-
cles and public expenditure and financial management systems. It has also to be 
seen to what degree partners of project Sino are willing to move towards in-
creased harmonization of activities and sharing of ideas and values, for example 
in the area of financing reforms, continuous medical education or community par-
ticipation. 
The risk of Sino project partners not being committed towards harmonization of 
activities is low and the impact on project purpose would be moderate. 
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Annexe 1: Key indicators for Tajikistan and pilot a reas 
 
a. Selected indicators for 2003 for Central Asia Re publics including Tajikistan  

  Tajikistan   Kyrgyzstan Uzbekistan Turkmenistan Kazakhstan 

Year of independence 1991  1991 1991 1991 1991 

Demographic and social       

Population (millions) 6.36  5.05 25.6 4.86 14.87 

Population growth (annual %) 1  1 1 1 0 
Life expectancy at birth 
(years) 

66  65 67 64 61 

Population below poverty line 60%  40% 27% 59% 35% 

Literacy 99%  97% 99% 98% 98% 

Ethnic Groups       

Kyrgyz 1%  65%    

Tajik 80%   5 %   

Turkmen     85%  

Uzbek 15%  14% 80 % 5% 2.5 % 

Russian 1%  13% 5.5 % 4% 30 % 

Kazakh    3 % 2 % 53.4 % 

Other (e.g.German, Dungan) 3%  10% 6.5 % 6% 14.5% 

Religions       

Muslim 85% (Sunni)  75 % 88 %  89 % 47 % 

  5 % (Shi'a)      

Orthodox   20% 9% 9% 44 % (Russian) 

Other 10%  5 % 3 % 2 % 9 % 

Geographic and economic      

Area 143'100 km2  199'900 km2 447'400 km2 488'100 km2 2'724'900 km2 

Land Use       

arable land 7%  7% 11% 4% 8% 

Permanent crops 1%  0% 1% 0% 0% 

Other 65 %  92% 88% 96% 92% 

Natural resources hydropower, 
uranium, mer-
cury, brown coal, 
lead, zinc, anti-
mony, tungsten, 
silver, gold 

 hydropower, 
gold and other 
rare earth met-
als, coal, oil, 
natural gas, 
nepheline, 
mercury, bis-
muth, lead, zinc 

natural gas, 
petroleum, 
coal, gold ura-
nium, silver, 
copper, lead, 
zinc, tungsten, 
molybdenum 

petroleum, 
natural gas, 
coal, sulphur, 
salt 

petroleum, 
natural gas, 
coal, iron, 
manganese, 
chrome, nickel, 
cobalt, copper, 
molybdenum, 
lead, zinc, 
bauxite, gold, 
uranium 

GDP – growth rate 10%  7% 4% 17% 9% 

GDP current US$ (mio) 1522  1,919 10,128 5,837 30,833 

Present value of debt (current 
US$ mio) 

937  1,584 4,765 0 23,062 

Military expenditures (percent 
of GDP) 

3.9% (FY01)  1.4% (FY01) 2 % (FY97) 3.4 % (FY99) 1.5 % 

Aid per capita (current US$) 23  39 8 6 18 
Health       

Child Immunisations, measles 
(% children ages 12-23 
months) 

89%  99% 99% 97% 99% 

Fertility Rate, total births per 
woman 

3  2 2 3 2 

Infant Mortality Rate (per 
1000 life births) 

76  59  73 63 

HIV/AIDS Prevalence Rate in 
2001 

0.1%   0.1% 0.1% 0.1% (2004)   

Sources: World Bank http://devdata.worldbank.org/data-query/   
 CIA fact book: http://cia.gov/cia/publications/factbook   
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b. Key demographic and health indicators for projec t pilot regions  
 
  project pilot rayons 
  Dangara Varzob Tursznzade Shahkrinov 

          
Location 168km from 

Dushanbe, 96km 
long 

next to 
Dushanbe, 

56km up moun-
tain 

80km from 
Dushanbe 

56km from 
Dushanbe 

Urban/rural mostly rural mostly rural more urban mostly rural 
Industry agriculture, live-

stock 
agriculture, 

livestock 
aluminium 

plant, cotton 
wine, fruits and 
vegetable pro-

duction 

       
Population 106'700 57'100 213'400 87'900 
       
Birth rate 35.7 31.2 24.8 24.0 
Death rate 4.6 4.3 4.3 4.5 
Natural increase 31.2 26.8 22.5 19.5 
Infant mortality 11.0 10.7 9.6 12.3 
       
Hospital beds (nb) 440 105 1060 426 
 per 10'000 41.2 18.4 49.7 48.5 
Rayon hospital beds (nb 305 60 425 226 
 per 10'000 28.6 10.5 19.9 25.7 
       
nb rural hospitals (SUB) 0 0 2 4 
nb rural health centres (formerly SVA) 18 9 25 11 
nb medical houses 30 24 50 14 
Total establishments 50 33 78 30 
 per 10'000 4.7 5.8 3.7 3.4 
       
Physicians: positions 196.5 81 589 186.5 
 per 10'000 18.4 14.2 27.6 21.2 
Physicians: actual number 92 49 466 118 
       
Health budget per capita in 1998 (US$) 1.23 0.64 2.02 2.06 
Rayon Health budget 2005 (Somoni)**** 772'607 334'398 1'649'515 633'307 
Rayon health budget per capita 2005 
(Somoni) 

70'237 31'252 171'824 51'488 

Rayon Health budget 2005 (US$) 7.2 5.9 7.7 7.2 
Rayon health budget per capita 2005 
(US$) 

2.4 1.9 2.5 2.4 

Source: Central rayon hospital; Center of Medical Statistics and Information, reflecting 2004 data 
Official exchange rate of Somoni to US$ on 1st January 2005 3.037    
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Annexe 2: Map of Tajikistan and pilot rayons 
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Map of Varzob rayon 
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Map of Dangara rayon  
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Annexe 3: Detailed plan of activities 
 
Attention : Indicators at activity level for following-up project progress will be elabo-
rated and defined through the yearly workplan. Outputs listed in the following table 
are indicative and might be revised during the annual planning exercise 
 
Further information on data sources, means of verification, the periodicity of data col-
lection for core indicators such as presented in the logical framework of the project 
can be found in section 4.6. 
 
1. Involvement of community groups has increased th ereby family medi-
cine services in pilot rayons are further strengthe ned 

Milestone Means of 
verification 

1.1 Understanding on community participation and health promotion is har-
monized 

    

  1.1.1 Concert and harmonize with relevant actors on gender sen-
sitive approaches to health promotion 

at the end of year 1 report 

  1.1.2 Conduct (national) workshops on experiences in community 
participation in health 

    

  1.1.3 Contribute to strategy papers on gendered community par-
ticipation and health promotion 

    

1.2 Community groups are identified and collaboration is established     
  1.2.1 Identify community groups     
  1.2.2 Establish community information centres at the end of year 1 report 

  1.2.3 Assist community groups and information centres in imple-
menting health promotion activities 

    

1.3 Family medicine services are marketed     
  1.3.1 Establish a gender sensitive communication strategy for 

family medicine services 
at the end of year 1 report 

  1.3.2 Implement communication strategy at the end of year 2 report 

  1.3.3 Continuously inform population on health reform issues (e.g. 
basic benefit package) 

    

1.4 Health promotion activities at community level on priority topics (e.g. 
HIV/AIDS, worm infection, malaria, TB) are designed and carried out 

    

  1.4.1 Develop gendered communication strategy including mate-
rial 

    

  1.4.2 Implement communication strategy     

  1.4.3 Assess and review communication strategy after 18 months report 
1.5 Capacities of family practitioners in health promotion are strengthened     
  1.5.1 Determine the role of family medicine in health promotion after 18 months report 
  1.5.2 Train family practitioners in health promotion     
  1.5.3 Conduct and review health promotion through family practi-

tioners 
    

1.6 Knowledge on factors which influence community access to health care 
is increased 

    

  1.6.1 Conduct qualitative and quantitative (gender sensitive) stud-
ies and surveys 

    

  1.6.2 Disseminate study results to relevant actors     
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2. Access to high quality PHC services is improved and tested models 
for family medicine are available 

    

2.1 Contributions to human resource development and capacity strengthen-
ing in the area of family medicine are realized 

    

  2.1.1 Review key issues in human resource development, includ-
ing staff working conditions 

at the end of year 1 strategy 
document 

  2.1.2 Assess initial training needs in new pilot rayons     
  2.1.3 Conduct initial training in family medicine in new pilot rayons after 18 months post training 

test 
  2.1.4 Concert and harmonize with relevant actors on approaches 

to continuous medical education 
after 18 months strategy 

document 

  2.1.5 Assure continuous medical education for family practitioners     

  2.1.6 Promote the further improvement and utilisation of the clini-
cal guideline system 

    

2.2 Maintenance practices and institutional capacity through provision of key 
equipment are strenghtened 

    

  2.2.1 Identify needs for rehabilitation and equipment of PHC facili-
ties in new pilot rayons 

    

  2.2.2 Adequately equip PHC in new pilot rayons at the end of year 2 report 

  2.2.3 Strengthen maintenance practices     
2.3 Implementation of key elements of family medicine and financing reforms 

is continued 
    

  2.3.1 Continue to support the implementation of basic benefit 
package 

at the end of year 1 strategy 
document 

  2.3.2 Refinement of implementation of capitated payments to PHC 
with sex and age adjustment 

    

2.4 Management capacities through the utilisation of business plans are 
increased 

    

  2.4.1 Build up capacities of district managers & supervisors     
  2.4.2 Regularly elaborate and update business plans of RHC and 

the central rayon hospital 
    

  2.4.3 Review at least on an annual basis the business plans at the end of year 1 report 

2.5 An integrated system between PHC and hospitals is promoted     
  2.5.1 Review referral systems between PHC and hospitals     
  2.5.2 Promote the gatekeeper function of family medicine services 

and referral to hospitals 
at the end of year 2 report 

  2.5.3 Provide support to the further rationalization of hospitals     
2.6 Drug accessibility at PHC level through the establishment of revolving 

funds is improved 
    

  2.6.1 Promote efficient drug prescription and use     
  2.6.2 Establish an implementation plan for drug revolving funds in 

pilot rayons, including exemption criteria 
at the end of year 2 report 

  2.6.3 Assist and monitor drug revolving funds     
  2.6.4 Assure continuous availability of essential drugs at the level 

of drug revolving funds 
    

2.7 TB cases through DOTS at family medicine level are identified and fol-
lowed-up 

    

  2.7.1 Further promote the integration of TB control through DOTS 
at family medicine services level 

after 18 months strategy 
document 

  2.7.2 Train family medicine staff in pilot areas on the DOTS strat-
egy 

    

  2.7.3 Improve and monitor laboratory and X-ray services     
  2.7.4 Provide quality treatment to identified TB cases     
  2.7.5 Trace defaulters     
  2.7.5 Strengthen institutional monitoring capacities     
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3. Relevant experiences to health policy planning a nd decision-making 
have been transferred and disseminated and activiti es with health sector 
partners are better harmonized 

    

3.1 Up-to-date project management tools are applied     
  3.1.1 Elaborate annual project workplans at the end of year 1 

and 2 
workplan 

  3.1.2 Assure project implementation and prepare bi-annual reports every 6 month progress 
report 

  3.1.3 Conduct bi-annually steering committee meetings every 6 month minutes 
  3.1.4 Assure sound financial administration and conduct yearly 

financial audits 
at the end of year 
1, 2 and 3 

audit 

  3.1.5 Mid-term review, including review of organisational ar-
rangements 

after 18 months mid-term 
review 

  3.1.6 Final project phase evaluation at the end of year 3 evaluation 
report 

3.2 A robust M&E framework is established and regular data collection is 
assured 

    

  3.2.1 Finalise the gender sensitive project M&E framework after 3 months framework 
  3.2.2 Regularly collect and analyse information for M&E frame-

work 
    

   Regularly disseminate and feed-back information based on 
the progress indicators 

    

  3.3.3 Assure training in district management & planning and 
health sector reform 

    

3.3 Bottom-up planning, decision-making and evaluation is promoted     
  3.3.1 Review current planning, management and evaluation proc-

esses at decentralised level (including business plans) 
    

  3.3.2 Establish planning and evaluation workshops at pilot rayon 
level 

at the end of year 
1, 2 and 3 

workplan 

  3.3.3 Relate bottom-up planning, decision-making and evaluation 
to the preparation of the Sector Wide Approach 

at the end of year 3 report 

  3.3.4 Assure training in district management & planning and 
health sector reform 

    

3.4 Evidence based health policy decision-making at MoH level is further 
developed 

    

  3.4.1 Conduct qualitative and quantitative (gender sensitive) stud-
ies and surveys 

    

  3.4.2 Establish and disseminate best practices and case studies at the end of year 
1, 2 and 3 

workplan 

  3.4.3 Regularly collaborate with the health policy unit of MoH and 
other relevant departments 

    

  3.4.4 Present Tajik PHC experiences at national and international 
level 

    

  3.4.5 Assure exchanges with other country experiences in health 
reform 

    

3.5 Project activities with relevant partners are harmonized     
  3.5.1 Maintain regular platforms for exchange with other partners     
  3.5.2 Explore the potential for more formalised mechanisms of 

effective collaboration with AKF, project Hope, ZdravPlus, 
the WB supported CBHP project, ADB supported health 
sector reform project, SIDA supported community health 
activities and others 

after 18 months mid-term 
review 

  3.5.3 Explore the potential for secondment to Aga Khan Founda-
tion supported projects 

    

  3.5.4 Collaborate with COHRED at the interface between research 
and policy-making 

    

  3.5.5 Actively contribute to donor coordination processes lead by 
MoH 

    

3.6 Contributions to the outline and preparation of the Sector-Wide Approach 
are realized 

    

  3.6.1 In collaboration with other partners, assist the MoH in the 
outline of SWAp arrangements 

    

  3.6.2 Actively contribute to frameworks, arrangements and pre-
paratory tools in view of the establishment of a SWAp 

    

  3.6.3 Re-visit project Sino's institutional and organisational ar-
rangements in view of emerging SWAp arrangements 

after 18 months mid-term 
review 
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Annexe 4: Project M&E framework 
 
 

Indicator Indicators/milestones to 
summarize progress 

Type of 
indicator 

Means of 
Verification 

Frequency of 
data collection  

Purpose: To develop, test and implement sustainable  and accessible PHC models and family medicine ser-
vices in pilot areas which will be equally affordab le for all 

Nb contacts with PHC services 
(e.g. Curative among adults or 
vaccination among children) 

Utilisation of PHC services 
in pilot rayons has in-
creased by 30% 

quantitative 
service 
coverage 
indicator 

Routine M&E 
system 

monthly or 
quarterly 

Nb and % of referrals from PHC 
level to hospitals 

At least 30% of the annually 
hospitalised patients were 
referred by family practitio-
ners 

quantitative 
service 
coverage 
indicator 

Routine M&E 
system 
and/or study 
report 

monthly or 
quarterly 

Availability and utilisation of a 
monitoring and evaluation system 

Project progress is regularly 
verified through a monitor-
ing and evaluation system 

qualitative 
M&E system 
and progress 
reports 

annually 

Availability of PHC models in pilot 
rayons 

Proven PHC models are 
disseminated to other ray-
ons 

qualitative 

Progress 
reports and 
end of phase 
review 

annually 

Outcome 1: Involvement of community groups has incr eased thereby family medicine services in pilot ray -
ons are further strengthened 

Availability and implementation of 
a high quality gendered health 
promotion concept 

A clear concept on gen-
dered health promo-
tion/education within PHC 
is available 

qualitative 

Progress 
reports and 
end of phase 
review 

annually 

Number of community groups 
implementing health promotion 
activities 

In each pilot rayon at least 
5 community groups have 
been identified and imple-
ment health promo-
tion/education activities 

quantitative Progress 
reports annually 

Creation of a bridge between 
people and their services through 
health promotion and community 
outreach 

Health promotion/education 
and community outreach 
create a bridge between 
people and their services 
raising awareness and 
access 

qualitative Progress 
reports annually 

Nb and % of people exposed to 
health messages 

At least 70% of population 
in pilot rayons has been 
exposed to health promo-
tion/education activities 

quantitative 
service 
coverage 
indicator 

Routine M&E 
system 

monthly or 
quarterly 
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Outcome 2: Access to high quality PHC services is i mproved and tested models for family medicine are 
available 

Nb of operational drug revolving 
funds 

In each pilot rayon at least 
4 drug revolving funds are 
established and are sus-
tainable thereby taking into 
account equity concerns 

quantitative 

Progress 
reports and 
end of phase 
evaluation 

annually 

% of public funds allocated to 
PHC 

Funding for PHC has in-
creased by 10% 

quantitative 
Study and 
progress 
reports 

annually 

Availability of a harmonized con-
cept on continuous medical edu-
cation 

A clear concept on continu-
ous medical education is 
available and has been 
harmonized with other ac-
tors 

qualitative 

Progress 
reports and 
end of phase 
evaluation 

annually 

% of patients treated according to 
clinical guidelines 

70% of people are treated 
according to clinical guide-
lines 

quantitative Study reports 
at least once 
before project 
end 

Nb and % of estimated TB cases 
identified 

75% of estimated TB cases 
are identified in pilot areas 

quantitative 
service 
coverage 
indicator 

Routine M&E 
system 

monthly or 
quarterly 

Nb and % of newly diagnosed 
cases, who have completed a 
DOTS-treatment course 

85% of identified cases are 
successfully treated, 
thereby the hospitalisation 
rate is decreased by at 
least 30% 

quantitative 
service 
coverage 
indicator 

Routine M&E 
system 

monthly or 
quarterly 

Nb and % of family practitioners 
trained in equipment maintenance 
and inventory checks 

All RHCs will be trained in 
equipment maintenance 
and undertake regular in-
ventory checks 

quantitative 
number of per-
sonnel trained 

Progress 
reports annually 

Outcome 3: Relevant experiences to health policy pl anning and decision-making have been transferred an d 
disseminated and activities with health sector part ners are better harmonized 

Nb of gender sensitive policy 
relevant surveys completed and 
disseminated 

At least two gender sensi-
tive policy relevant surveys 
are successfully completed 
and disseminated in view of 
meeting the needs of poor 
and vulnerable groups  

quantitative 

Study reports 
and end of 
phase 
evaluation 

annually 

Conduct of project emerging dis-
semination events to MoH 

On a bi-annual basis, pro-
ject experiences are fed-
back to MoH 

qualitative 

Progress 
reports and 
end of phase 
evaluation 

annually 

Harmonization of activities with 
key partners of project 

In at least two areas, pro-
ject activities are harmo-
nized with key partners of 
the project 

qualitative 

Progress 
reports and 
end of phase 
evaluation 

at least once 
before project 
end 

Nb and % of health centres and 
rayon administration developing a 
systems of business plans and 
reporting 

By the end of phase 2, at 
least 70% of rural health 
centres and the rayon ad-
ministration have devel-
oped a systems of business 
plans and reporting 

quantitative 

Progress 
reports and 
end of phase 
evaluation 

annually 

Contribution to the preparation of 
SWAp 

By the end of phase 2, 
significant contributions to 
the preparation of the 
SWAp have been done 

qualitative 

Progress 
reports and 
end of phase 
evaluation 

at least once 
before project 
end 
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Indicator Indicators/milestones to summarize pro-
gress 

Baseline 
Value* 

Year 1 (April 2006 to 
March 2007 

Year 2 (April 2007 to 
March 2008) 

Year 3 (April 2008 to March 
2009) 

      Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 Q9 Q10 Q11 Q12 

Purpose: To develop, test and implement sustainable  and accessible PHC models and family medicine serv ices in pilot areas which will be equally affordabl e for all 
Nb contacts with PHC services (e.g. Curative 
among adults or vaccination among children) 

Utilisation of PHC services in pilot rayons has 
increased by 30%               

Nb and % of referrals from PHC level to hospitals At least 30% of the annually hospitalised pa-
tients were referred by family practitioners 

              

Outcome 1: Involvement of community groups has incr eased thereby family medicine services in pilot ray ons are further strengthened 

Number of community groups implementing health 
promotion activities 

In each pilot rayon at least 5 community groups 
have been identified and implements health 
promotion/education activities 

              

Nb and % of people exposed to health messages 
At least 70% of population in pilot rayons has 
been exposed to health promotion/eation activi-
ties 

                         

Outcome 2: Access to high quality PHC services is i mproved and tested models for family medicine are a vailable 

Nb of operational drug revolving fund 
In each pilot rayon at least 4 drug revolving 
funds are established and are sustainable 
thereby taking into account equity concerns 

              

% of public funds allocated to PHC Increased funding for PHC available               

% of patients treated according to clinical guidelines 70% of people are treated according to clinical 
guidelines               

Nb and % of estimated TB cases identified 75% of estimated TB cases are identified in 
pilot areas 

              

Nb and % of newly diagnosed cases, who have 
completed a DOTS-treatment course 

85% of identified cases are successfully 
treated, thereby the hospitalisation rate is de-
creased by at least 30% 

              

Nb and % of family practitioners trained in equip-
ment maintenance and inventory checks 

All RHCs will be trained in equipment mainte-
nance and undertake regular inventory checks                          

Outcome 3: Relevant experiences to health policy pl anning and decision-making have been transferred an d disseminated and activities with health sector pa rtners are better harmo-
nized 

Nb of gender sensitive policy relevant surveys com-
pleted and disseminated 

At least two gender sensitive policy relevant 
surveys are successfully completed and dis-
seminated in view of meeting the needs of poor 
and vulnerable groups  

              

Nb and % of health centres and rayon administra-
tion developing a systems of business plans and 
reporting 

By the end of phase 2, at least 70% of rural 
health centres and the rayon administration 
have developed a systems of business plans 
and reporting 
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Annexe 5: Long- and short-term technical assistance  
 
A. Long-term technical expert – project manager 
 
 

 
Purpose  

 
Expertise 

 

 
Duration 
Months 

 
- To assure technical and managerial pro-
ject planning and implementation includ-
ing workplan elaboration, yearly budgeting  
 
- To provide technical support to Tajik 
MoH in the area of health reform, family 
medicine and community participation 
 
- Together with the Tajik counterparts and 
appropriate national and international 
consultants, and in collaboration with the 
MoH, to ensure project progress in the 
area of health reform and family medicine 
(including community participation, health 
education and TB control), human and 
institutional capacity building, monitoring 
and evaluation. 
 
- To co-ordinate all project related activi-
ties and closely liaise with other multi- and 
bilateral agencies as well as NGOs in par-
ticular with Aga Khan Foundation and the 
policy unit at the level of the Ministry of 
Health funded through the WB supported 
Community Health project 
 
- Based on experiences in pilot rayons, to 
assist the MoH in reviewing, analysing 
and capitalising relevant experiences to 
health policy planning and decision-
making  
 
- To ensure good management of the 
Swiss financial support to the Tajik health 
reform and to family medicine services. 
 
- To act as representative of the Swiss 
partner implementing agency in Tajikistan 
 

 
- Postgraduate training 
in public health, and a 
background in family 
medicine, health financ-
ing, planning of health 
services at decentralised 
level, continuous medi-
cal education and/or 
community development 
 
- Minimum of 8 years’ 
working experience in 
the field of public health 
and health reform in de-
veloping or transition 
countries 
 
- Previous management 
experience and ability to 
work in a team 
 
- Experience in Tajiki-
stan, Central Asia or 
transitional countries 
 
- Ability to communicate 
with high level policy 
makers and international 
partners 
 
- Operational research 
experience 
 
- Fluency in English and 
if possible in Russian 

 
36 
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B. Short-term technical experts 
 
    Short-term Technical Assistance 
   without final evaluation 

   

year 1 
(4.2006-
3.2007) 

year 2 
(4.2007-
3.2008) 

year 3 
(4.2008-
3.2009) 

Total 
    in days 

         
1. Involvement of community groups has increased 
thereby family medicine services in pilot rayons ar e fur-
ther strengthened       

1.1 
Harmonize understanding on community participation 
and health promotion 12 15 7 34 

1.2 Identify and collaborate with community groups 5 2 4 11 
1.3 Market family medicine services 0 10 0 10 

1.4 

Design and carry out health promotion activities at 
community level on priority topics (e.g. HIV/AIDS, worm 
infection, malaria, TB) 18 15 17 50 

1.5 
Strengthening capacities of family practitioners in 
health promotion 5 5 5 15 

1.6 
Increase knowledge on factors which influence com-
munity access to health care 17 14 18 49 

  Sub Total 57 61 51 169 
         
2. Access to high quality PHC services is improved and 
tested models for family medicine are available       

2.1 
Contribute to human resource development and capac-
ity strengthening in the area of family medicine 14 14 14 42 

2.2 
Strengthen maintenance practices and institutional 
capacity through provision of key equipment 14 14 14 42 

2.3 
Continue to implement key elements of family medicine 
and financing reforms 0 0 0 0 

2.4 
Increase management capacities through the utilisation 
of business plans 10 10 3 23 

2.5 
Promote an integrated system between PHC and hos-
pitals 0 14 0 14 

2.6 
Improve drug accessibility at PHC level through the 
establishment of revolving funds 16 15 17 48 

2.7 
Identify and follow-up of TB cases through DOTS at 
family medicine level 10 10 12 32 

  Sub Total 64 77 60 201 
         

3. Relevant experiences to health policy planning a nd decision-making have been transferred and dissem i-
nated and activities with health sector partners ar e better harmonized 

3.1 Apply up-to-date project management tools 0 20 0 20 

3.2 
Establish robust M&E framework and assure regular 
data collection 12 8 8 28 

3.3 
Promote bottom-up planning, decision-making and 
evaluation 17 0 11 28 

3.4 
Further develop evidence based health policy decision-
making at MoH level 5 13 13 31 

3.5 Harmonize project activities with relevant partners 0 0 0 0 

3.6 
Contribute to the outline and preparation of the Sector-
Wide Approach 7 10 25 42 

  Sub Total 41 51 57 149 
         
            
  GRAND TOTALS 162 189 168 519 
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The project is likely to require short-term technical inputs in the following areas (addi-
tional needs might arise during project implementation, for example in the area of 
equipment maintenance or management of health services at decentralised level): 
 
1.  Provision of high quality PHC and family medicine s ervices, including 

continuous medical education  
Recent reforms in Tajikistan outline the basic benefit package to be provided 
for free to the population. Although generally outlined, the core elements of 
the “new” PHC need to be further detailed. The development of new models 
of service delivery in the area of (1) prevention of communicable and non-
communicable disease, (2) clinical treatment of common diseases, (3) care 
for infants and children including vaccination, (4) reproductive health services, 
(5) outreach activities, (6) health education and promotion, need also to be 
clearly related to quality improvements and business plans being established 
by service providers. Considerable further efforts in the area of continuous 
medical education, including the harmonization across different actors and in-
stitutions, is necessary. Further referral mechanisms to hospitals to be better 
detailed. Specific inputs through short-term TA can include further capacity 
development to train health workers, support in further developing clinical 
treatment guidelines for common conditions, support in devising appropriate 
models for delivery of services, and advice on topics such as: staff numbers 
and skill mix, management, working as a team, quality improvement, assur-
ance for monitoring family medicine services and establishing minimum stan-
dards. 

2. Community participation  
The further promotion of integrated family medicine services and its relation to 
communities, will draw on international experience. This transition will need 
support from international experts, especially for the design, implementation 
and evaluation of feasible, successful and efficient approaches. As for the 
elaboration of an appropriate health promotion strategies (see below), to 
community participation and involvement will need conceptual thinking on ef-
fective and efficient approaches, the definition of target groups, and the selec-
tion of appropriate tools for associating communities closer to family medicine 
services. These activities will require short-term technical assistance. 

3. Health promotion and social marketing of family med icine services  
 One key aspect being develop during phase 2 of the project will consist in in-

creasing population’s awareness of appropriate services and treatments, in 
order to complement efforts to introduce effective family medicine services. At 
the beginning of the phase, approaches towards health promotion and social 
marketing of family medicine services will be reviewed jointly with local and 
national authorities and resource persons in view of assessing current IEC 
practice and experience with a view to developing an appropriate IEC strat-
egy. It is expected that the approach of communication with the population 
and selected groups (which methodologies to be used), the type and topics of 
messages and which groups are to be targeted and how will be discussed. It 
will also be important to identify process indicators to monitor development 
and implementation of IEC interventions, and document lessons learnt for 
wider dissemination. These activities will need the support of short-term ex-
perts and rely on international lessons and experience of ways of reaching 
and motivating people including those in target groups. 

4. Financing and health economics 
The Ministry of Health has initiated important reforms in the area of financing 
of health services, including the introduction of paid services (linked to the es-
tablishment of the basic benefit program) and per-capita allocation of funds to 
regions. As experience during phase 1 of project Sino has indicated, short-
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term technical assistance can bring in experts experienced in public and pri-
vate expenditure reviews and on the potential of different funding mecha-
nisms, and work alongside local and national authorities and experts to iden-
tify the options and identify what further work is required to specify and cost 
preferred options. The skills required include knowledge of health financing 
mechanisms, their benefits and drawbacks; understanding of republican and 
oblast government roles and financing in Tajikistan; and social analysis skills 
to consider how to overcome informal payments. 

5. Tuberculosis control 
The further introduction of TB control through DOTS and the integration of TB 
treatment into family medicine services will require further inputs of technical 
assistance in order to build on international experiences in the area of design-
ing DOTS, adherence to treatment, tracing defaulters, communication strat-
egy, monitoring as well as shifts away from hospitalisation of TB patients.  

6. Social science methodology to understand the health  behaviour of the 
population in pilot areas (including mainstreaming of gender)  
There is further need for information on the health needs and health behav-
iours of the population in the pilot areas in order to develop family medicine 
services that are able to meet these needs. Data should be gender sensitive 
and disaggregated to identify particular needs of disadvantaged sub-groups, 
for example to differentiate women from the bulk of the poor and vulnerable 
so that appropriate initiatives can be introduced, monitored and evaluated. 
Short-term experts can provide technical support in developing in-country ca-
pacity for devising an effective methodology for participatory assessment, 
monitoring and evaluation of health needs and service design and implemen-
tation. The methodology and experience of implementing this aspect of the 
project needs to be carefully documented in order that lessons learnt can be 
effectively disseminated. Areas for support can include: evaluation methods 
(surveys, focus groups, interviews, participatory methods, gender analysis 
and action research); designing a survey; identifying monitoring indicators 
and mechanisms; analysis and interpretation of findings; linking the evalua-
tion process with policy and practice change. Support could also be given to 
ensure that gender issues are mainstreamed into methodology. 

7. Performance assessment and monitoring & evaluati on  
Phase 2 of project Sino will increasingly need to review results of the pro-
gramme activities against defined targets (at the level of the project document 
and yearly workplans). The effective development and ongoing management 
of PHC will require the further development of an information system which 
informs decision-making for service planning, financing, management, quality 
assurance and delivery. As in other countries the current health management 
System in Tajikistan collects extensive data sets, but does not allow the in-
formation generated to be used as a management tool at any level of service 
delivery or planning. Further the quality of the data routinely collected is of 
concern. They may also at times mislead service planning (e.g. by false re-
porting ) and may place an unnecessary heavy workload upon those collect-
ing the data. Steps towards refining the existing HMIS could be a considera-
tion of what the information should be used for at rayon level, and therefore 
what needs to be collected. Ultimately the development of an effective HMIS 
will increase management capacity at all levels of service delivery and plan-
ning by enabling local detection and correction of problems, down to PHC 
level. TA inputs can be to advise on how best to further develop M&E sys-
tems and to advise on the analysis of findings. 
It is understood that monitoring and evaluation of the health reforms is a key 
activity at the level of the Ministry of Health.  Project Sino will work closely 
with the Department of Coordination, Planning and Reform to ensure project 
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M&E is robust and that where appropriate, and in collaboration with other 
partners, capacity within the MoH is strengthened in this area. 
In addition to routine data collection, standard rapid appraisal methods, in-
cluding prescribing indices, quality checklists, and throughput data will be 
necessary for judgements of the project (and family medicine service) per-
formance. Ad hoc surveys through exit interviews will seek to identify percep-
tions of changes in services. Short-term technical assistance will be able to 
provide expertise on introducing and applying these approaches as well as 
analysing and disseminating the findings.  

8. Outline and preparation of the Sector-Wide Appro ach 
The preparation and outline of the Sector-Wide Approach in the Tajik health 
sector will need substantial conceptional and planning input. Financing 
mechanisms and transfers from republican to local level and donor allocations 
will need to be reviewed and possibly changed. Pooling arrangements need 
to be discussed and agreed on. Lessons learned by other countries in setting-
up and implementing SWAp arrangements have to reviewed in view of effec-
tive and efficient arrangements in Tajikistan. These activities are likely to re-
quire substantial short-term TA inputs. 

9. Transfer and dissemination of relevant experiences  
The dissemination of the findings of project activities to other rayons in Tajiki-
stan and at Republican level will be likely to involve various different methods, 
such as disseminating approaches to quality of care improvements, monitor-
ing and evaluation approaches, seminars, workshops and the attendance of 
conferences. Short-term TA can provide inputs for this process by assisting 
with planning for dissemination and providing ideas about innovative methods 
for dissemination that have been used elsewhere. 
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Annexe 6: Budget per output 
 
1 CHF �  2.5 somoni (December 2005) 
1 US$ �  3.19 somoni (December 2005) 
    Budget in Tajikistan* 

   
year 1 

(4.2006-
3.2007) 

year 2 
(4.2007-
3.2008) 

year 3 
(4.2008-
3.2009) 

Total 

    CHF 
         
1. Involvement of community groups has increased 
thereby family medicine services in pilot rayons ar e 
further strengthened 

      

1.1 Harmonize understanding on community participation 
and health promotion 15'000 25'000 25'000 65'000 

1.2 Identify and collaborate with community groups 26'000 26'000 32'000 84'000 
1.3 Market family medicine services 20'000 17'000 17'000 54'000 

1.4 
Design and carry out health promotion activities at 
community level on priority topics (e.g. HIV/AIDS, 
worm infection, malaria, TB) 

11'000 16'000 19'000 46'000 

1.5 Strengthening capacities of family practitioners in 
health promotion 17'000 22'000 18'000 57'000 

1.6 Increase knowledge on factors which influence com-
munity access to health care 

23'000 23'000 28'000 74'000 

  Sub Total 112'000 129'000 139'000 380'000 
         
2. Access to high quality PHC services is improved and 
tested models for family medicine are available       

2.1 Contribute to human resource development and ca-
pacity strengthening in the area of family medicine 58'000 58'000 43'000 159'000 

2.2 Strengthen maintenance practices and institutional 
capacity through provision of key equipment 

66'000 71'000 52'000 189'000 

2.3 Continue to implement key elements of family medi-
cine and financing reforms 

27'000 27'000 27'000 81'000 

2.4 Increase management capacities through the utilisa-
tion of business plans 63'000 63'000 58'000 184'000 

2.5 Promote an integrated system between PHC and 
hospitals 

28'000 24'000 18'000 70'000 

2.6 Improve drug accessibility at PHC level through the 
establishment of revolving funds 44'000 49'000 35'000 128'000 

2.7 Identify and follow-up of TB cases through DOTS at 
family medicine level 53'000 47'000 41'000 141'000 

  Sub Total 339'000 339'000 274'000 952'000 
         
3. Relevant experiences to health policy planning a nd 
decision-making have been transferred and dissemi-
nated and activities with health sector partners ar e bet-
ter harmonized 

      

3.1 Apply up-to-date project management tools 91'000 101'000 103'000 295'000 

3.2 Establish robust M&E framework and assure regular 
data collection 50'000 43'000 50'000 143'000 

3.3 Promote bottom-up planning, decision-making and 
evaluation 44'000 44'000 44'000 132'000 

3.4 Further develop evidence based health policy deci-
sion-making at MoH level 60'000 60'000 65'000 185'000 

3.5 Harmonize project activities with relevant partners 13'000 13'000 13'000 39'000 

3.6 Contribute to the outline and preparation of the Sec-
tor-Wide Approach 10'000 14'000 19'000 43'000 

  Sub Total 268'000 275'000 294'000 837'000 
         
            
  GRAND TOTALS 719'000 743'000 707'000 2'169'000 
            

 
* Budget per line of activity is indicative. Budget per activity will be established precisely in the context of the yearly 
workplan elaboration. Reallocation within outputs and across outputs is possible. Overall budget for activities in Taji-
kistan is given and can not be changed 
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Annexe 7: Institutional set-up 
SDC

Swiss Cooperation 
Office Tajikistan

Minister of Health

Department for planning 
and reform

&
Health Policy Unit

Other MoH head 
departments

Anti TB Centre

  Technical Assistance

 Supervision Other Republican institutions

  Supervision/Assistance/Feed-back

Oblast Health 
Administration

Central Rayon Hospitals

Rural Health Centres
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("meddom")

Implementing agency: 
Swiss Centre for 

International Health®

Steering commitee

Communities

Hukumat

MoH head 
departments
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Annexe 8: Steering committee 

Minister of Health:
President

Department for 
Reform Coordination 
and Implementation

SDC Cooperation 
Office Dushanbe

(2 seats)

Project 
Implementation Unit 
of Community and 

Basic Health Project

Implementing agency:
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(secretariat)

Implementing agency 
(SCIH): project 

director
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