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Executive Summary

Palliative care is an emerging health care service in Tajikistan. At present there are four programs delivering palliative care, three are pilot projects supported by the Open Society Institute Assistance Foundation – Tajikistan (OSIAFT) and the fourth is at the Infectious Disease Hospital in Dushanbe. Services began in 2011. Together they are serving about 400 patients per year. 

In this report the need for palliative care has been estimated at 15,000 patients and their families per year. This translates to approximately 2,465 patients per day, 90% of which would receive care in their home setting and 10% in inpatient facilities. A projection of 275 inpatient beds for palliative care has been made. Approximately 20% of the need for palliative care in Tajikistan is for cancer patients and 80% for other conditions such as cardiovascular disease, chronic obstructive pulmonary disease, drug resistant TB, HIV, diabetes, cirrhosis, kidney disease and other complex chronic conditions. Children also need palliative care services both in the neonatal period and from congenital and other chronic conditions. 

Palliative care is included in the National Health Strategy for the population of Tajikistan for the 2010-2020 period. A national strategy for implementation of palliative care is under review by the government and efforts are underway to include palliative care as a recognized part of the Tajik health care system. A draft State Palliative Care Program for the Republic of Tajikistan (2013-17) has been submitted to the government for approval

Palliative care education is now included in the curriculum of the State Medical University and all eleven nursing schools and four medical colleges have added palliative care as a compulsory subject and all nursing students are receiving basic education in palliative care. The State University is also planning to include palliative care education in the preparation of professional social workers. 

Access to essential palliative care medications is limited. In particular registration and coverage for oral morphine is needed to ensure adequate pain control for cancer patients and others with moderate to severe chronic pain. All palliative care medications listed in the WHO Model List of Essential Medicines should be available for palliative care patients. 

Reform of the existing health care structure is needed to shift underutilized resources to support the growth of palliative care services, especially so that home based care can be delivered. The existing pilot palliative care programs can be used as teaching centers and models for the expansion of palliative care throughout the Republic. 

A growing number of palliative care advocates have emerged and the community is beginning to recognize that palliative care is a needed and necessary part of the health care system in Tajikistan. Pain and suffering are not an unavoidable consequence of life threatening illness and palliative care is now seen as a human right. There is increasing government support for palliative care development in the country and Tajikistan is taking a lead in the Central Asian Region in palliative care development. Over the next decade we hope to see palliative care grow and develop in Tajikistan to meet the growing need in the country. 




Palliative Care Needs Assessment for Tajikistan
[bookmark: _Toc122940631]Introduction
Palliative care is relatively new to Tajikistan. The Open Society Assistance Foundation – Tajikistan (OSAFT) added the International Palliative Care Initiative as a public health program priority in 2009 and has been working with local champions interested in palliative care ever since. A great deal of work has been done on providing education in palliative care to those interested in its development since. Important policy advances have been made recently and three pilot projects are being supported by OSAFT. 

[bookmark: _Toc122940632]Aims of this Needs Assessment
At the request of the Ministry of Health and Social Protection and in cooperation with the OSI AF Tajikistan, the International Palliative Care Initiative – New York, agreed to conduct an overall assessment of need for palliative care that could be used as a basis for development of a more detailed national plan for implementation of palliative care. This needs assessment would include comprehensive data on the healthcare system in Tajikistan, the country, the population needing palliative care, the workforce needs to deliver palliative care, and preliminary recommendations for expansion of palliative care services. 
[bookmark: _Toc122940633]Target Audience

The primary target of this needs assessment is the new government sanctioned task force charged with development of palliative care in Tajikistan. Also the leading health care institutions in Tajikistan, policy makers, government officials including the Ministry of Health and all other Ministries, legislators, scientists, academics, pubic health officials, NGO’s and civil society organizations. 
[bookmark: _Toc122940634]Methods

This needs assessment has been prepared by OSF’s International Palliative Care Consultant as part of OSF’s International Palliative Care Initiative with assistance from Open Society Institute Assistance Foundation – Tajikistan. The work was conducted during visits to Tajikistan on February 18-25 and June 23 – July 4, 2013 and December 2-7, 2013.

[bookmark: _Toc122940635]Definition of Palliative Care
The assessment was based on the World Health Organization's (WHO) definitions of palliative care and pediatric palliative care (for the full definitions see Appendix A).
Palliative care is an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual. Palliative care for children represents a special, albeit closely related field to adult palliative care. Palliative care for children is the active total care of the child's body, mind and spirit, and also involves giving support to the family.

Palliative care is an approach to preventing and relieving suffering, and promoting quality of life for patients and families living with potentially life-threatening illnesses. The authors view palliative care as not just end-of-life care, but as care given throughout the illness experience.

[bookmark: _Toc122940636]Data Sources
This assessment has been created using the following sources: 
· State Palliative Care Program of the Republic of Tajikistan (2013-2017) [1}
· Country visit reports and results of numerous interviews with stakeholders [2]
· On-line research sites
· WHO Statistical information system (WHOSIS) [3] http://www.who.int/whosis/en/index.html 
· CIA The World Factbook [4] https://www.cia.gov/library/publications/the-world-factbook/geos/ti.html 
· The Tobacco Atlas [5] http://www.tobaccoatlas.org/ 
· WHO EURO Report [6] http://www.euro.who.int/en/what-we-do/health-topics/communicable-diseases/tuberculosis/country-work/tajikistan 
· Khodjamurodov G, Rechel B. Tajikistan: Health system review. Health Systems in Transition, 2010, 12(2):1–154. [8]


[bookmark: _Toc122940637]WHO Public Health Model
Believing that palliative care should be accessible to all patients, the authors took a public health perspective to assess the situation in Tajikistan. The modified WHO
Public Health Model (Figure 2) was used to provide a framework for the study and for this report. A public health approach aims to protect and improve the health and quality of life of a community by translating new knowledge and skills into evidence-based, cost-effective interventions that will be available to everyone in the population who needs them. As palliative care is an integral part of care for all patients, and the most beneficial approach to care for patients with advanced disease, it is important that all countries integrate palliative care into their healthcare systems at all levels.

Figure 2: WHO Public Health Model for Palliative Care

[image: ]
Stjernswärd et al 2007
[bookmark: _Toc122940638]Interviews Conducted
Interviews with the following individuals were conducted: 

Name				     	Title			Organization
1. Abdusalom Vokhidov  	  Deputy Director		State Institute Republican Clinical Center of Pediatrics and Pediatric Surgery
2. Miraliev Rustam 		  Head                           	             Ministry of Internal Affairs, Department for combating drug trafficking	
3. Alisher Tashripov		  Head of Department of  Drug Control and Drug Prevention, Drug Control Agency 
4. Zafar Khuseynov		  Head				State Institution Republican Cancer      Research Center Republican Cancer Research
5. Saida Umarova		  Deputy Director		State Institution Republican Cancer      Research Center Republican Cancer Research 
6. Talbov Saivali		  Head				City Infectious Diseases Hospital
7. Kurbanov Ubaidullo	  Rector			Tajik State Medical University
8. Dmitri Khalimov		  Asst Head			Center for Evidence-Based Med
9. Samadova Gulsara	  Head				Tajik Post Graduate Med Inst, Nurse Departmert
10. Nidoev Sulkhidin		  Head				State Control Department, under the executive apparatus of the President of the Republic of Tajikistan
11. Hasanova Niyolbi		  Head				City Hospital of Nurse Care
12. Mehry Shoismalulloeva	  Mental Health & NCD’s	World Health Org - Tajikistan
13. Lola Yuldasheva		  Health Systems		World Health Org - Tajikistan	
14. Shakirov Mukhamedjan	  Head, Dept Maxilla/Facial	Tajik Post Graduate Medical Institute
15. Zukhra Abdurakhmanova	  Head, Republican Nurse center	Ministry of Health and Social Protection
16. Amonullo Goibov		  Head, Scientific Research Institute of Expertise & Rehab of Disabled
17. Pochojanova Shavkiya – Head of Center for Evidence-Based Medicine
18. Khojaeva Nigina – Head of Department Child Infection Diseases, Tajik State Medical University
19. Nurlyaminova Zukhra – Republican HIV/AIDS center, Head dispensary department
20. Gulov Nurmakhmad – State Service for Supervision of pharmaceutical activity in Republic of Tajikistan - Department for licit circulation of drugs, psychotropic substances and precursors.
21. Zikiryakhojaev Dilshod – professor of the Postgraduate Medical Institute, Department of Oncology
22. Mijgoni Sorbon – Deputy Director of the Republican Medical College, PC Project Manager 
23. Ikromov Turakhon – Head of pediatrics department, Republican Medical College 
24. Huvaido Sharipov – Head of Tajikistan Association of the Social Workers
25. Iskhakova Zarina – Care & Treatment Coordinator, HIV/AIDS Project; HIV/AIDS, TB and Malaria Control Program, United Nations Development Program
26.  Abdualimova Khanifa – Monitoring and Evaluation specialist, TB project, HIV/AIDS, TB and Malaria Control Program, UNDP
27.  Odinaeva Bunafsha – Deputy Director of Drug Control Agency under the President of RT
28.  Khasanov Khushvaht - Director of Center for monitoring and drug abuse prevention, under the Ministry of Health and Social protection
29.  Aminov Ulugbek – National Program Officer, UNAIDS, Office in Tajikistan
30. Kholmatov Pulat – Tajik State Medical University, Assistant professor of surgery
31. Interviews with several patients and families
[bookmark: _Toc122940639]
The Country
Geography [4]
Tajikistan is a landlocked country located in Central Asia west of China, south of Kyrgyzstan,east of Uzbekistan and north of Afghanistan and Pakistan. It is 143,100 sq km and is about the size of Wisconsin. The climate is midlatitude continental, hot summers, mild winters; semiarid to polar in Pamir Mountains.  Natural resources include hydropower, some petroleum, uranium, mercury, brown coal, lead, zinc, antimony, tungsten, silver, and gold. The country is very mountainous and only about 6% of the land is arable. 
[image: https://www.cia.gov/library/publications/the-world-factbook/graphics/maps/large/ti-map.gif]
Tajikistan is divided into four provinces and one capital city (Dushanbe). Each region is divided into districts (nohiya or rayon), which are further subdivided into jamoats (full name jamoati dehot), and then villages/settlements (deha's). Tajikistan has a total of 58 (not including 4 districts of the capital city Dushanbe) districts.
[image: ]
[image: ttp://upload.wikimedia.org/wikipedia/commons/2/23/Tajikistan_provinces.png]

The People [4]

The population estimate is 7,910,041 (July 2013 est). Ethnicity within the population is Tajik 79.9%, Uzbek 15.3%, Russian 1.1%, Kyrgyz 1.1%, other 2.6% (2000 census). Religion is 85% Sunni Muslim, 5% Shia Muslim, and 10% other. 

The median age of the population is 23.2 years and the age structure of the population is:
· 0-14 years: 33.4% (male 1,343,251/female 1,296,192)
· 15-24 years: 20.4% (male 818,089/female 795,303) 
· 25-54 years: 38.5% (male 1,501,713/female 1,541,413) 
· 55-64 years: 4.6% (male 165,220/female 195,363) 
· 65 years and over: 3.2% (male 106,605/female 146,892) (2013 est.) 

[image: ]

Adult literacy rate is very high at 99.7% of those over 15 years.
Tajikistan has a rural population percent of 64.1%. Twenty-six percent of the population resides in urban settings. Outmigration has been considerable. It is believed that up to 2 million
Tajik citizens are currently working abroad, mostly in the Russian Federation.

The Human Development Index (HDI) provides a composite measure of three dimensions of human development: living a long and healthy life (measured by life expectancy), being educated (measured by adult literacy and enrollment at the primary, secondary and tertiary level) and having a decent standard of living (measured by purchasing power parity, PPP, income). According to USAID the overall HDI for Tajikistan is 0.622, which gives the country a rank of 125th out of 177 countries with data. The 3 components of the HDI are health at .754, education at .710, and the lowest is income at .451. 

The Economy [4]

Although Tajikistan was always one of the poorest countries in the Soviet empire, the country suffered a particularly severe economic decline and collapse of social infrastructure when the Soviet Union dissolved, which was followed by several years of civil war. In 1996, real gross domestic product (GDP) was only 34% of its 1991 level. In 2007, Tajikistan was the poorest of the former Soviet republics and one of the 20 poorest countries in the world. Cotton and aluminum are the two main exports

As in other countries in central Asia, corruption and weak governance are major problems (EIU, 2006). In 2007, Tajikistan ranked 150 out of 157 countries on the Corruption Index of Transparency International (European Union, 2007). In January 2007, President Emomali Rahmon formed a new anti-corruption agency. The government has recognized the need to increase social spending as part of an overall poverty reduction strategy and has committed itself to increases in social spending (including on health care and education) tied to revenue performance.
· GDP (purchasing power parity – $17.72B (2012 est.)
· GDP $7.59 B
· GDP (per capita) $2200 (2012 estimate)
· Labor force 2.1 M by occupation:
· agriculture: 23.3%
· industry: 10.9%
· services: 53.9% (2012 est.)
· Unemployment rate – 2.5%
· Population below poverty line – 39.6% 

[bookmark: _Toc122940640]Health and Illness [4]

Life expectancy at birth is 66.72 years (male 63.63, female 69.97) ranking Tajikistan 166th in the world.
Infant mortality is 36.16 deaths per 1,000 live births ranking the country 64th out of 223 countries. However death rates from diarrheal and perinatal conditions is high. 
The rate of smoking in high in Tajikistan; the actual percentage of smokers in the population is now known however the per capita consumption of cigarettes is 1,046 [8]. 
Overall health expenditures are 6% of GDP in 2010 ranking Tajikistan 109th out of 191 reporting countries. 

Major Causes of Death [3]

The WHO estimated total annual mortality in Tajikistan at 42,300 deaths in 2008. Mortality data may be inaccurately categorized and underreported. The major causes of death are noted below:

1. Cardiovascular diseases			16,400		38.8%
2. Perinatal conditions				  4,100		  9.7%
3. Respiratory infections			  3,600		  8.5%
4. Cancer						  3,000		  7.1%
5. TB						  2,900		  6.8%
6. Diarrheal diseases				  2,400		  5.7%
7. Injuries 					  1,700		  4.0%
8. Other						  8,200		19.4%

[bookmark: _Toc122940641]Cancer Mortality

Cancer is a not so extensive a cause of death in Tajikistan. In 2008 only 7.1% of total mortality was from malignant neoplasms. For women top cancers included stomach, breast, and esophageal.  For males top cancers in 2008 were stomach, esophageal, and lung. 
[bookmark: _Toc122940642]HIV/AIDS

There is a relatively small population of HIV/AIDS patients in Tajikistan. There have been a total of approximately 9,100[footnoteRef:1] (Range 6,400-13,000) registered cases in the Republic of Tajikistan. The adult prevalence rate is estimated at 0.2% of the population. There are at least an estimated 700 deaths from HIV/AIDS annually. The main source of infection is injecting drug use, which has risen since 1996 due to being a hub for drug trafficking from Afghanistan. About 17.6% of injecting drug users are HIV positive as are about 2.8% of sex workers.  [1:  Report on the Global AIDS Epidemic, UNAIDS, August 2010] 


Tuberculosis

The WHO estimates that about 2,900 deaths from TB among HIV negative people occurred in 2008. Tajikistan is among the 27 high multidrug-resistant tuberculosis (MDR-TB) burden countries in the world. Although the country has committed to the Stop TB Strategy, there is a lack of drug supply management and there are problems with the procurement of quality-assured anti-TB drugs. The TB detection rate is very low and the TB information system is weak and does not supply reliable information to decision-makers. The majority of TB hospitals do not meet internationally recognized infection control requirements. Moreover, there is still a lack of human resource capacity to manage TB control, especially in rural areas at primary health care level because of poor motivation and low salaries.  

About 85% of funds for TB control activities are contributed by The Global Fund to Fight AIDS, Tuberculosis and Malaria (The Global Fund) and other donors. Despite the annual increase in the state budget on TB, there are insufficient government funds to cover the basic needs of the National TB Programme (NTP), making Tajikistan dependent on external support and threatening sustainable TB interventions [8].

In June 2009, with UNDP support, the National TB Centre of the Tajikistan Ministry of Health launched a pilot MDR-TB programme in Dushanbe and nearby Rudaki district for a limited cohort of 52 patients. By 2012 the pilot project was expanded to 18 districts for treatment of about 1000 MDR-TB patients. The treatment course consists of two years of further second-line drugs, with the first 6 months in-patient treatment and the remaining year and a half outpatient.  UNDP has provided extensive technical and financial support in management of MDR-TB patients required for the establishment of the pilot. Support includes the procurement and delivery of the second line TB drugs (the cost of a treatment course for one MDR-TB patient is 5,400 Euros); the training of 82 MDR health providers; provision of health and non-health equipment, and furniture for MDR-wards; allowances for about 40 MDR health staff; and the provision of hot meals for MDR in-patients. The expense of the drugs and complex nature of the treatment has meant UNDP support is critical, and no other health programme provides the needed treatment.
[bookmark: _Toc122940643]The Healthcare System [7]

The Tajikistan health care system follows the model developed by Russia for itself and other countries of the former Soviet Union. This model is a highly centralized hierarchically structured system of control wherein all decisions about operation, treatment, and distribution of resources were made in Moscow and now are made by Ministers in the central government. Staffing and placement of hospitals and polyclinics were set and did not vary based on patient volumes. This has resulted in a misallocation of resources wherein some facilities are overwhelmed with patient care needs and in others staff are underutilized. 

During the Soviet period health care was universal however it was often necessary to give gifts to clinicians to receive proper care. With the change to a market economy and with the shrinkage of health care assets there are many fees for care and a private health care system now exists for those who care afford more effective and efficient health care. 

At independence in 1991, Tajikistan inherited a Soviet health system that had been chronically neglected in the decade immediately prior. The system exhibited deficiencies in the quality of care provided by physicians and nurses, acute shortages of medical supplies and pharmaceuticals, inadequate maintenance and operation of facilities, and the absence of programs needed to inform the public about basic health practices.

The Soviet-style health system was generally comprehensive, but highly centralized and inefficient. The population was entitled to a wide range of services provided by the state and financing mostly came from the general state budget. Private payments were
limited to a few non-essential services, while some unofficial payments were made to public providers for preferential treatment. However, many protocols and procedures were inappropriate, management systems were hierarchical and consumer choice extremely limited. The Tajik health system is now undergoing a complex transition to a new health system, which comprises new mechanisms of management, financing and functioning. So far, the state remains the main public funder and provider of health care services in Tajikistan. Private out-of-pocket payments, however, are believed to be far larger than public sources of revenue [7].
Health Assets [7]

Tajikistan has inherited a health system from the former Soviet Union that is comprehensive but inefficient. It is highly specialized and centralized, with an emphasis on curative and inpatient care, while primary care has been neglected until recently. There is a serious misbalance in the distribution of health facilities and the allocation of budgetary funds between primary health care and hospital care, with the bulk of funding going to secondary health
care, where the services provided are expensive and out of reach for the poor (Republic of Tajikistan, 2006a).

There has been a significant decline in the number of acute care hospital beds per 100 000 population between 1990 and 2000, falling from 922 to 591 and roughly stagnating since then. The decline in the number of psychiatric hospital beds was even more significant, from 70 per 100 000 population in 1990 to 25 per 100 000 in 2006. Nursing and elderly home beds are still underdeveloped in Tajikistan, but their number also declined, from 25 in 1990 to 15 in 2006.
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The number of health facilities in Tajikistan as of 2007 is noted below.

[image: ]

The ratio of health workers to population has declined since 1990. While the number of physicians per 100,000 population declined only slightly, from 255 in 1990 to 201 in 2006, the most significant declines were among nurses and midwives, with the number of nurses per 100,000 population declining from 809 in 1990 to 447 in 2006, and the number of midwives from 129 to 57 (WHO Regional Office for Europe, 2010).

[image: ]

In 2006 the percentage of total health care costs paid for through government expenditure was 22.5%, slightly up from 20.2% in 2002. As a percent of total GDP, health care accounted for only 5% of all expenses in 2006, up from 4.5% in 2002. As of 2010 it had risen to 6% of GDP [4]. Out of pocket expenditure as a percentage of private expenditure on health was 96.6% in 2006. Per capita expenditure on health in dollars was $21 in 2006, up from only $9 in 2002. When seen in the context of the WHO European Region, Tajikistan ranks among those countries with the lowest estimated health expenditure as a percentage of GDP, although the country is broadly in line with other countries in central Asia and the CIS

There is no system of private health insurance in Tajikistan. The government run health benefits system has a guaranteed benefit package with mandatory co-payments for most patients (terminal cancer & TB patients are to be excluded from co-payment, however the vast majority of the cost of health care in Tajikistan comes from out-of-pocket payment. Palliative care has been listed as part of the benefit package. 

There are very few nursing homes in Tajikistan and there is a strong culture that families will take care of the sick in their own homes. There are effectively no routine home care services in the country other than emergency mobile services that provide urgent assessment and if necessary transport to the hospital if indicated. To establish palliative care will require the expansion of mobile home care teams that will serve patients in residential settings with back up from hospice units in key hospitals (see plans for palliative care implementation).
[bookmark: _Toc122940644][image: ]
Non-Governmental Organizations

There are a number of non-governmental organizations (NGO’s) concerned with health care and safety including: 
1. Aga Khan Development Network
2. Caritas
3. Catholic Relief Services
4. HelpAge International
5. OXFAM
6. Project Hope (TB &Humanitarian assistance)
7. Save the Children
8. [bookmark: _Toc122940645]AFEW (AIDS Foundation East/West)
9. PSI (Population Service International – HIV & TB outreach)
10. Medecins Sans Frontieres
11.OSI Assistance Foundation Tajikistan (OSI AF) and others 

[bookmark: _Toc122940650]The Public Health Situation Related to Palliative Care

Palliative care is very new to Tajikistan and is not yet recognized as an area of specialization in health care. There are three pilot palliative care programs that provide services, funded by OSIAFT, in the country that began in 2011. These pilots are located at 1) the Republican Cancer Research Center, 2) the nursing hospital in Dushanbe, & 3) in the Gomo-Badakhshan Autonomous Province. In addition there are designated palliative care beds in the Infectious Disease Hospital in Dushanbe. All together about 400 patients per year are receiving palliative care through these programs. 
[bookmark: _Toc122940655]Policy

A major accomplishment has been the successful inclusion of palliative care into the National Health Strategy 2010-2020 document. This has formalized that palliative care must be developed in the country. This inclusion was general in nature so what needs to happen going forward is the development of specific action plans for development and implementation. The exact language is as follows: “National Strategy of Health of the Population for 2010-2020 (it is approved by RT Government on August 2, 2010) – includes a question of the Palliative Care in the section on Decrease in burden of non-communicable diseases as follows:
"Improvement and further development of system of providing the Palliative Care (PH) for adults and children (formation of system of education on palliative care, the organization of palliative care departments and hospices on clinical base (in-patient) and home visiting service, development of standard and normative-regulatory documents, etc.). (98)"

In early 2012 a more detailed document titled: State Palliative Care Program of the Republic of Tajikistan (for 2013-2017) was submitted to the MoH for approval. This document is a medium-term national palliative care program, outlining planned development and phased integration of palliative care into Tajik national health system as integral part of continuous medical care. The document was prepared by Working Group, approved by the Minister’s of Health order on July 12, 2011 # 388 and is still pending approval. 

 Other policy documents needing development will include national standards and clinical guidelines and protocols that are evidence based. Eventually a national association for PC is desired. See below for discussion of need for changes to facilitate opioid access. 
[bookmark: _Toc122940651]Opioid Availability
Oral morphine is not available in Tajikistan. Like other FSR’s only injectable morphine is available along with other weak opioids like codeine and tramadol. There are a proliferation of government bodies focused on prevention of drug abuse and control of licit narcotics. Three separate government agencies with overlapping and duplicative responsibilities are vying for control over access to opioids. Ministry officials acknowledge that this is a problem that they are having difficulty addressing. 

Rules of writing out prescriptions for narcotic drugs state that:

· Narcotic drugs are prescribed in special prescription forms 17-03/y-01 with a stamp of the health facility.
· Prescriptions for narcotic drugs should be written out in Latin, on letterhead, typographically printed on the forms approved by the Ministry of Health of the Republic of Tajikistan clearly and legibly, by purple ink, or ballpoint pen to fill all the required graphs in the form, certified by signature and doctor’s personal stamp, no correction in the prescription is allowed.
· Prescription for a narcotic drug is to be handwritten by the doctor who signed it, and assured by his personal stamp. In addition, a prescription must be signed by the chief doctor of medical facility, or his deputy or the head of the department, who are responsible for the prescription of narcotic drugs, shall be certified by a round seal of health-care facility.
· Names of narcotic drugs are written at the beginning of the prescription, and then all the other ingredients go. Stamps on the prescription forms must be legible.
· Dose and quantity of the prescribed narcotic medicines in the prescription should be made in words.
· When writing out narcotic drugs for release on favorable terms or free of charge in addition to a special pink prescription form, prescription is issued on form 17-02/y-01.
· Prescriptions for codeine phosphate, ethylmorphine hydrochloride, sodium etaminal in combination with other drugs shall be issued on prescription form 17-02/y-01, stamp drawn up, medical facility stamp "For prescriptions", with signature and personal stamp of a physician.
· Prescribing of narcotic drug in doses in excess of the highest single dose, the physician shall put an exclamation point after specifying the dose.
· Do not write outpatient prescriptions for anesthetic ether, chloroethyl, fentanyl, sombrevin, halothane and Kalipsol.
· Not allowed to write out the following narcotic drugs in the same prescription more than those amounts that are listed in Table 3.
· For the treatment of incurable cancer patients the amount of prescribed drugs in a single prescription can be two-fold increased against the specified in Table 3. In this case, the cancer patient by a written order of the head of health-care setting (according to the attached form) is attached to a pharmacy in the community by agreement with the pharmacy owner or manager to ensure supply of drugs to the patient.
· Physicians are prohibited to prescribe narcotic drugs to drug addicts. Physicians involved in private medical practice and working in private hospitals are also prohibited to assign treatment with drugs written out on the special pink prescription forms.
· Nurses have no right to prescribe medicines containing narcotic drugs.
[bookmark: _Toc122940652]Narcotic Medicines Currently Registered in Tajikistan 
Drugs and maximal dosage that can be prescribed in single RX:
	Name
	Quantity

	"Alnagon" 
	20 tabl.

	Buprenorphine 0.2 mg
	20 tablets

	Codeine
	0,2 g

	Kodtermops, Kodterpin
	20 tablets 

	Cocaine hydrochloride
	0,1 g

	Morphine hydrochloride, morfilong
	0,1 g

	Omnopon 
	0,1 g

	Prosidol
	0,25 g

	Promedol
	0,25 g

	Fepranon 0.025
	50 dragée

	Estotsin
	12 tablets

	Ethylmorphine hydrochloride (dionin)
	0,2



Implementation

There are three pilot projects delivering palliative care that have begun recently and one operating program at the infectious disease hospital. There are two pilot sites in Dushanbe one at the national cancer center (started in November 2012) and one at the only nursing hospital in the country (started in April 2012). The 3rd site is in the distant Gorno Badahshan Autonomous Oblast. These programs are operating with multi-disciplinary teams providing both inpatient and home based care. They need additional staff bedside training and they need oral opioids. The nursing hospital had to get special permission to prescribe and administer injectable morphine and was assigned a part time oncologist for this purpose. 

[bookmark: _Toc122940656]Education

Palliative care activists in Tajikistan have made the most progress in creating and getting approvals for PC education. Approval has succeeded in being granted for the basic adapted ELNEC course to be given by the Tajik Post Graduate Medical Institute. The Institute also is developing 1, 3, & 6 month courses on PC. Tajik State Medical University (TSMU) has included PC content as compulsory in family medicine, internal medicine, pediatrics, and infectious disease courses.
They also have approval to include PC education in the curriculum for four medical colleges and all 11 medical schools. They also have gotten questions on PC included in all medical schools and colleges’ compulsory exams! There have been several study tours over the past few years and those that have gone have come back and used the knowledge. They especially appreciated going to Minsk for trainings. 

























INTERVIEWS CONDUCTED

[bookmark: _Toc122940657]Tajik State Medical University
Tajik state medical University after name Abuali ibni Sino, Rudaki Avenu, 139, Dushanbe, Tajikistan, 734003

Tajik State Medical University is a public university in Tajikistan. Established in 1939, it is located in Dushanbe and named after Avicenna. It is managed by the Ministry of Health.[1] During its membership in the Soviet Union, it was considered the second best university in the USSR. There are four colleges in the University 1) Medicine, 2) Dentistry, 3) Pharmacy & 4) Public Health. The medical school admits 650 students each year (120 reserved for foreign students, mainly from India). 

Mr. Kurbonov Ubaidullo, Rector of Tajik State Medical University and project staff

We had a brief meeting with Dr. Ubaidullo who is head of the University to introduce the project. He expressed his full support and left us with 7 members of the faculty that are working with OSI AF Tajikistan to include curriculum into the medical university. Some of the faculty went on the 2012 study tour to Belorussia and have been very keen to help since. They expressed their appreciation for contributions from Mr.Dimitri Kordzaya and the Georgians colleagues. The new curriculum is for 4th and 5th year medical students. The faculty is from different clinical departments including family medicine, internal medicine, oncology, and pediatrics. They do not have anyone from anesthesiology yet. The needs they expressed were for more practical skills experience, classroom outfitting, teaching aids, guidelines for pain management and especially someone to be well trained in pediatrics and treatment of pain in newborns

Meeting with Mr. Khasanov Khushvaht, Director of Center for monitoring and drug abuse prevention, under the Ministry of Health 

Mr. Khasanov gave brief information on palliative care and those strategic documents that exist in Tajikistan. These include the National strategy of Population Health for 2010 – 2020, National Roster of Medicines and others. 
The legislative documents that were adopted by Ministry of Internal Affairs (police), Ministry of Health, Drug Control Agency, - are not widely used by doctors in their daily practice. 
The National Roster of all medicines in 4 groups were developed and approved in 2000. The Center is responsible for calculation of the need for annual procurement and import of opioids for pain relief. There was discussion regarding the barriers for availability of oral morphine and difficulties with calculation methods and techniques. One of the concerns of some officials is how to create a good monitoring system for control of targeted use of oral morphine. We have recommended that policies and procedures be developed for palliative care workers to monitor oral medication use in home settings. We also have recommended pharmacies use computerized prescription monitoring systems. 

Mr. Nidoev S. – Head of State Control Department, under the executive apparatus of the President of the Republic of Tajikistan

	Mr. Nidoev was one of the people that came to the Barcelona meeting on palliative care public health development. Nidoev is very concerned about lack of access to opioids for patients with Palliative care needs and is very supportive of improving conditions. Since morphine is already registered in Tajikistan adding oral preparations should not pose difficulty. We discussed the proposed quantities needed for the country, which for just cancer and HIV were estimated at 18 Kg per year, using International Narcotics Control Board methods. Also, the real situation with morphine demand for country is strongly influenced by practice of doctors in the hospitals. If there is no morphine stocked in the pharmacy and the physician is aware of this, the doctor will not prescribe the morphine at all and also will not write morphine down into the Patient Card, so it will appear that there is no need for morphine.  We had a good discussion about underlying assumptions and Mr. Nidoev is actually a member of the INCB Review Commission in Vienna. He believes there are some more sophisticated methods we could consider. He also believes we need to develop the protocols for pain management that will help overcome some of the barriers to availability of opioids particularly the oral ones. Mr Nidoev also mentioned big challenges with the availability of opioids. Regarding the procurement and import of oral morphine for pain relief, the agreement should be obtained between Ministry of Internal Affair, Ministry of Health and Social protection, Drug Control Agency and the State Service for Supervision of pharmaceutical activity.  

State Institution Republican Cancer Research Center 
Mr. Zafar Khuseynov, Head of State Institution Republican Cancer Research Center 
and Mrs. Saida Umarova – Project Coordinator, Deputy Director 

This cancer center is the main national cancer treatment center for the country and one of the three pilot palliative care sites funded by OSIAFT. We met with the head of the center and the physician that is in charge of the pilot. They have designated PC beds in 2 units a total of 8 beds where patients from home can be admitted for up to 7 days for pain symptom relief or emergency PC. Mrs. Umarova was on study tour to Brazov she described needs for transportation for home based care workers, the lack of a psychologist and social worker for their program, which they hope to get through the Ministry of Labor and Social Protection. They have a good working relationship with the other PC pilot at the nursing hospital and one of their oncologists works there half time. When they do not have a bed available the patient may be admitted there. Their hospital is undergoing major renovations and there will eventually be two additional pediatric cancer wards funded with assistance from the Turkish International Cooperation and Development Agency (TIKA). Other barriers include lack of oral opioids due to fear of illicit use, lack of interest by pharmaceutical companies. 

World Health Organization 
Mehry Shoismalulloeva, Mental Health & NCD’s & Lola Yuldasheva, National Professional Officer Health Systems

	The head of the country office was out of town and had us meet with two of the key WHO staff. We discussed the National Health Strategy 2010-2020, which has four pillars: finance, service delivery, resource allocation, governance and leadership. Palliative care is under service delivery. They noted that Tajikistan is known to have a high degree of corruption. The state basic health benefit package is mainly based on degree of disability. Decree 600 denotes what has to be paid for, however there are inconsistencies. For instance 4 antenatal care visits are covered but lab work is required and that has to be paid for by the patient so many get no antenatal care. There is an effort to improve overall primary health care but 70% of all health care expenses are out of pocket. 

 Mr. Alisher Tashripov – Head of Department of Drug Control and Drug Prevention, Mr. Marizoev – Deputy Chief of Staff  
Mr. Alisher Tashripov is a strong supporter of efforts to expand access to medical treatment. We asked about the status of the proposed “State Palliative Care Program for the Republic of Tajikistan” which was submitted one year ago and he said it was expected that it is a long process getting all Ministries to approve. He pointed about a problem in the country, which others have verified that there are several three agencies in the country that have identical or overlapping responsibilities for drug control. There is concern that one, the pharmaceutical agencies may have conflicts of interest in recommending expensive pharmaceutical preparations. 

Mr. Talbov Saivali, Head of   Infectious Diseases Hospital

Dr. Saivali attended a Salzburg palliative care seminar 3 years ago. He has also seen palliative care in Kiev. He returned from Salzburg and decided he should open a palliative care unit in his ID hospital for HIV patients with complications. He asked for permission from MoH and opened a 20-bed unit financed through reallocation of existing funds. After opening he applied to the National AIDS center and Global Fund for additional funding and has received support. One year ago he started a new program for treating patients co-infected with Hepatitis C and HIV, based on a program he visited in St. Petersburg in 2010. He receives funding from GF for Peg Interferon, other medications and supplies. They are unable to do home based care, however some HBC is done through the National AIDS Center. They have no TB patients. He has trained his staff in PC and they do use opioids including methadone for pain relief & substitution therapy for some of the 67% of his patient population with a history of IVDU. He would like to expand to 50 beds. 

Center for Evidence-Based Medicine
Dmitri Khalimov – Assistant Head

The Center has been in operation for 6 years and was funded by USAID. This is the group that we will need to work with to get clinical guidelines and clinical protocols approved. They use methods to judge the strength of existing clinical guidelines and usually look at 4-5, grade them and take the best to adapt to the country conditions. First they need an order from MoH, then they form a work group, then they do the evaluation and adaptation. We agreed to provide them with the best clinical guidelines and protocols for palliative care. 

Nursing Department Tajik Post Graduate Medical Institute
Dr. Samadova Gulsara, Head 
There are approximately 36,000 active nurses in Tajikistan and about 16,000 physicians. The Post Graduate Medical Institute (PGMI) is the government agency that does retraining and continuing medical education for the country. Dr. Gulsara is in charge of nursing post-graduate education. Nurses are required to go through a 36-hour government approved refresher module every 5 years. This module now includes palliative care content, which varies by specialty. If a nurse wants to change her area of specialization they go through a 6-month retraining, what can include a total of 36 hours of pure palliative care content. Three-fourths of the population is in rural areas and can’t afford to go to hospitals so they rely a great deal on nurses in their communities. Sixty to seventy percent of nurses work in outpatient health centers that are covering an average of 72,000 people each. Family health nursing was introduced into Tajikistan in 1999 with help from Professor Barbara Parfitt from Scotland, who also conducted a home-based care study. I am getting in touch with Professor Parfitt. PGMI’s biggest need with regard to PC is raise awareness of the post diploma faculty. 


City Nursing Hospital
Mrs. Hasanova Niyolbi, Head

	The Nursing Hospital in Dushanbe is the only one of its kind in the country. There are 80 beds, 60 adult and 20 pediatric. Out of these there are 12 palliative care beds, 8 for adults and 4 for children. They have been operating as a pilot palliative care site since last April after getting special permission to stock morphine. There are 54 staff including 6 physicians (oncology, surgery, neuropathology, & laboratory) 20 nurses, 16 medical assistants, and various other staff including one psychologist and two clergy (1 Imam and 1 Christian chaplain). When they started there were 190 patients identified as needing PC in the local area. That number is now 101 patients with 8 PC inpatients and the rest in the home care program. The patients they see are mostly cancer patients but they also have patients with liver cirrhosis, stroke, disabled children and post trauma patients. 

Mrs Niyolbi is a very strong willed person. She had PC training in Salzburg and came back with zeal to start PC at her facility. She has gotten support from the local mayor and funds to pay for medication, salaries, and electricity. Her biggest need is to scale up home based care and to create a place in the facility for families to stay. I visited with several patients in the hospital one a young teenager with severe bed sores that developed after he was injured in a car accident and became paraplegic. Another woman post mastectomy what had severe pain but is now better. We also went on two home visits one to an elderly lady with mandibular cancer and an elderly man with advanced skin cancer. 

Zukhra Abdurakhmanova – Head of Republican Nursing Center of the MoH

Zukhra is the chief nurse for Tajikistan. She is a very energetic and competent woman who is fully supportive of palliative care development and training. She has had PC training in Salzburg and Belorussia. She wants professional nursing to further develop and to include tertiary nursing education, more nursing hospitals, more psychological training for nurses, and external evaluation of training. 

Amonullo Goibov – Head of Scientific Research Institute of Expertise and Rehabilitation of the disabled

Mr. Goibov also attended our palliative care meeting in Barcelona. He runs the major disability rehabilitation program in Tajikistan, part of the Ministry of Labor and Social Protection. Our main reason for wanting to meet with him was to discuss training of social workers. He has developed a training curriculum for mid-level medical social workers that is affiliated with the above mentioned Institute. The curriculum includes some palliative care, however he asked us to help him find additional material especially textbooks, and also for capacity building in the knowledge and skills of staff. The first class of social workers started 2012 with 45 students. The second class admitted in 2013 has also 45 students. Five students have dropped out leaving a total of 85 current students. It is a four-year program. Some of these students may also be available to work at the cancer and nursing hospital PC programs as interns. 

Only 3-4% of the Tajik population is officially considered to have a disability. There are 170,000 officially registered including 25,000 children. Due to cultural issues the number of disabled children in the country is estimated to be 2-3 times larger. He has a 65 inpatient bedded unit at the above mentioned Institute, which we toured, including 10 pediatric beds and 20 for surgery. The main rehab physician working there requested support for further training in rehabilitation and to visit other rehab centers, as their real rehabilitation services are limited. The facility has been recently renovated and has good diagnostic facilities.   

Professor Abdusalom Vokhidov – Deputy Director of Scientific Research Center of Pediatrics and Child Surgery

Dr Vokhidov has embraced PC after going on a study tour to Minsk. He reports that infant mortality is under reported in Tajikistan. The official government statistics say 17.5 per 1000 live births while a recent report estimates this at 34. Essentially only deaths that occur in hospitals are reported. There is a religious and cultural tendency to conceal ill children. There is a longstanding problem with intermarriage particularly in rural areas where the population is isolated and cousins marry. This results in a high rate of birth defects and genetic disorders. 

There is only one rehabilitation center for disable children run by a UK Aid NGO. The rate of childhood cancers is increasing. Generally parents have to take their child out of the country for treatments such as bone marrow transplant if they have the funds to do so. He is concerned about physicians promoting unproven treatments and dangerous clinical trials using biological agents. No training on pediatric palliative care has been done in the country and he feels this is needed badly. 

Miraliev Rustam, Head of Office to Combat Drug Trafficking, under the Ministry of Internal Affairs

Mr. Miralievis is in charge of the police that combat drug trafficking and was a member of the working group that developed PC national strategy. He is one of the people who participated at the Vienna meeting on access to opioids. He has been supportive of efforts to provide morphine for cancer patients. He explained how opioids are imported into the country and that most of these drugs come through the Republican Pharmaceutical Procurement Center, however some large providers like the national cancer center can import directly if they have a license and certificate from MoH. The license is good for 5 years but the certificate has to be renewed annually. He thinks it is better for all opioids to be imported through the Procurement Center. 

Professor Shakirov Mukhamedjan  – Postgraduate Medical Institute, Head of Department of Maxilla - facial surgery

	We had a brief meeting with Prof Mukhamadjan. He wanted to show us a new procedure he has developed for pain control for patients with facial cancers involving insertion of an indwelling catheter where a local anesthetic agent can be administered to numb the trigeminal nerve thereby achieving pain control for these patients without the need for opioids. They have done 50 cases since starting November of last year. 
Huvaydo Sharipov - Head of Association of Social Workers in Tajikistan and Furqat Lutfulloev - member Association of Social Workers in Tajikistan
Tajikistan Association of Professional Social Workers (TAPSW) conducted a Social work assessment project in summer 2013, which helped to reveal challenges for the integration of social work into palliative care in Tajikistan. Some of the factors can be traced as direct etiology for the integration process: 
a) Insufficient knowledge of social workers in palliative care principles and lack of skills and competencies regarding evidence-based interventions in palliative social work;
b) Inadequate public and professional awareness of social work roles in palliative care;
c) Lack of experience in interdisciplinary collaboration. Especially in the medical sector, which uses a diagnoses oriented medical model; 
f) Lack of information on sociological and legal aspects of chronic and life-threatening disease for patients and their family members in Tajikistan, which might also bring up ethical dilemmas for social work practitioners in this field. Inadequate incentives for social workers to be employed in palliative care settings in Tajikistan.
[bookmark: _Toc122940660]Education and capacity building of social workers on the higher education and practice level will give long term and sustainable results for the professional social work development in palliative care. Curriculum development for social work students as well as trainings for practicing social workers will give cost-effective results. Education of health care professionals, other involved disciplinary entities and general public should yield large-scale impacts.





































THE NEED FOR PALLIATIVE CARE IN TAJIKISTAN

Since there are only 3 pilot projects delivering palliative care in Tajikistan there are still very few people receiving palliative care in the country. Current estimate is 400 patients in 2013. 

WHO data on mortality for Tajikistan for 2008 reports total mortality from all causes at 41,700. Non-communicable diseases accounted for 58.9% of all deaths in Tajikistan; injuries for 4%; and communicable, maternal, perinatal, and nutritional conditions accounted for 37.1%. Perinatal mortality is quite high (almost 10%) and 18% of deaths are from infectious diseases. 

If we look again at the mortality by diagnosis data for 2008 [3]: 

1. Cardiovascular diseases			16,400		38.8%
2. Perinatal conditions				  4,100		  9.7%
3. Respiratory infections			  3,600		  8.5%
4. Cancer						  3,000		  7.1%
5. TB						  2,900		  6.8%
6. Diarrheal diseases				  2,400		  5.7%
7. Injuries 					  1,700		  4.0%
8. Other						  8,200		19.4%


Total mortality from these major causes of death from chronic and life-threatening illness is over 26,000. In addition to this palliative care also provides services to patient’s families. Using a method recently approved by WHO to conservatively estimate the need for specialized palliative care in a population based on causes of death[footnoteRef:2] we project need for palliative care at the end of life below:  [2:  Global Atlas of Palliative Care at the End of Life. World Health Organization & Worldwide Palliative Care Alliance, (In Press) S. Connor & C. Sepulveda (Eds).  ] 

							Total Deaths	% need	PC Need

1. Cardiovascular diseases[footnoteRef:3]			16,400		67		7,362 [3:  33% of total CVD mortality is excluded before applying the % need as this is a projection for sudden deaths. ] 

2. Cancer						  3,000		84		2,520
3. TB[footnoteRef:4]						  2,900		90		   900 [4:  Only 1000 MDR/XDR TB cases are included in the % need. ] 

4. Cirrhosis					  1,100		34		   374
5. Perinatal[footnoteRef:5]					  4,100 		67		   515 [5:  Before 67% need 25% removed that die on day of death and 75% of remaining that are resuscitatable. ] 

6. COPD						     700		67		   469
7. Diabetes 					     700		64		   450
8. HIV						     700		80		   560
9. Nephritis and nephrosis			     500		50		   250
10. Total						26,800				13,400






Mortality for Children

Approximately 12,500 children die annually in Tajikistan. The major causes of childhood death are as follows: 1. Communicable, maternal, perinatal and nutritional conditions		10,900
i. Infectious and parasitic diseases				3,900

Total Need for Palliative Care
Additional patients will need palliative care prior to their year of death, however we do not know exactly how many. We propose that we allow for an additional 1,600 patients per year at this time, which will mean that at least 15,000 patients per year will need palliative care. We will assume an average of 2 months of service we project a daily census of about 2,465 patients on service at any given time for the full need to be met. In addition there are usually 2 or more family members directly involved in care for each patient. Thus care would be given to at least 45,000 persons annually. 

Bed Need
To estimate the need for inpatient palliative or hospice care beds we can again use the average daily census and apply a percentage to the number of patients needing inpatient care on a given day. In the United States the percentage is 3% of hospice days, however this does not account for other non-hospice palliative care patients and more frequent use of hospitals in Tajikistan so an estimate of 10% will be used. If we apply this percentage to the average daily census of 2,465 we have a need for 247 beds. Another method used by the WHO Collaborating Center in Catalonia to estimate bed need is 5 beds per 100,000 population. Using this method results in a projection of 400 beds. Given the fact that the vast majority of patients die at personal residences and the desire to continue that trend, care should be taken not to over emphasize inpatient palliative care. However there are also many very rural areas in the country where regular home visits are not possible (GBAO region) and a longer inpatient stay would allow for stabilization and family training. For planning purposes, need for occupancy turn over and growth in the population it would be safe to estimate bed need at a minimum of 275 beds for the country. Given the geography of Tajikistan and there being about 550 acute hospitals it will be necessary to determine which regional hospitals should have inpatient palliative care beds. It has been suggested that there be at least 1 or two beds in each of the 58 regional rayon hospitals outside the Capital. Currently there are a total of 40 palliative care beds in three facilities in Dushanbe (12 at nursing hospital, 8 at cancer center, & 20 at the infectious disease hospital). If there were say 75 beds in the Capital then an additional 200 beds could be spread around the country. Some Rayons would need perhaps up to 10 beds while we would want to have at least two beds in each rayon would be 116 of the 200 beds leaving additional beds for specialty hospitals in the regions, for example. 

Pediatric Palliative Care Need

Palliative care for children is needed in Tajikistan. There is a very high rate of neonatal death and many children will need palliative care for much longer periods of time than adults. A recent study by UNICEF[footnoteRef:6] has estimated that the need for children’s palliative care ranges from 32/10,000 children in the UK to as high as 190/10,000 in Africa.  Given that there are 2.672 million children 0-14 in Tajikistan the most conservative estimate would indicate that approximately 8,550 children a year would benefit from palliative care. Currently only those children dying of the above nine conditions are included in the calculation of need.  [6:  Connor S, & Sisimayi C. for UNICEF and ICPCN. Three Country Assessment of the Need for Palliative Care for Children. Accessed December 18, 2013 at: http://www.icpcn.org/wp-content/uploads/2013/11/Assessment-of-the-Need-for-Palliative-Care-for-Children.-Three-Country-Report-South-Africa-Kenya-and-Zimbabawe.pdf ] 

[bookmark: _Toc122940661]Health Workforce Needs
The current population of Tajikistan is about 8 million people. Using a population approach we can also project the need for palliative home care services and hospice and palliative care inpatient beds/units. To provide home based and inpatient care to a population of 2,465 patients per day will require some reallocation of health professional resources for both the urban and rural areas. About 3/4 of the population reside in rural areas.
There are two methods to use to calculate the staffing needs for home-based care and inpatient care. One is based on the projected average daily census and the second is an epidemiological population based approach proposed by Gomez
Using the average daily census (ADC), for home-based care we will use a ratio of one full time equivalent (FTE) nurse for every 10 patients on daily service and for physicians we will use one FTE for every 30 patients on service. In addition other staff are needed for the clinical services including social workers, social assistants/volunteers, therapists, and drivers. It is estimated that one FTE of other clinical is needed for every 10 patients on service. Specifically one or two full time social workers are needed for each palliative care team.  In addition volunteers will be used to supplement the staffing. At least 50% of families will use a volunteer for a minimum of 6 hours a week. For 7,500 patients receiving care for an average of 8.5 weeks each = 63,750 hours of volunteer assistance. Over 1200 volunteers are needed.  
If 10% of patients are inpatient then the number of home care patients is 2,190. Using these assumptions we can project that FTE’s for home care 220 nurses will be required, 73 physicians, and 220 other clinical support staff. For inpatient care we will use the population-based assumptions below for each 10 beds. Inpatient nursing is 50% professional nurses and 50% nursing assistants.  
For inpatient care:
· 1.5 MD’s for every 10 inpatients
· 15.5 nurses for every 10 inpatients
· 4 other clinical staff for every 10 inpatients

Clinical Staffing Needed

For home-based care:
· 73 physicians
·  220 nurses
· 220 other clinical staff
· 513 Total 

For inpatient care (for 275 beds)
· 42 physicians
· 426 nurses (includes 213 nursing assistants)
· 110 other clinical staff
· 578 Total

Total Clinical Staff
· 115 physicians
· 646 nurses (includes 213 nursing assistants)
· 330 other clinical staff (including approximately 75 social workers)
· 1091 Total

Cancer patients will require at about 20% of these resources. 

This projection does not include administrative staff. If we use an estimate of 25% additional administrative staff we would add another 273 or a total of 1,364 staff. Palliative care teams generally work well with caseloads of up to 50 patients. Additional teams can be formed under one administrative authority for a given geographic area, as scale up continues. To care for a daily census of 2,190 home care patients would eventually require approximately 44 such teams to serve the country, each with about 14-15 full time staff.  A 10-bedded inpatient unit would require about 26 full time staff delivering 24-hour care. 

Social Work Workforce Need

Professional social work is new in Tajikistan beginning only in 2009 at the Tajik National University. Recently the Ministry of Health and the Ministry of Labor and Social Protection merged to form the Ministry of Health and Social Protection with a separate Ministry of Labor. This change is viewed as making it easier to incorporate professional social work in the healthcare system. Professional social workers will be needed for each of the palliative care teams. At present there are a limited number of qualified social workers. Tajik National University has agreed to include palliative care training in the preparation of social workers prior to graduation. 
[bookmark: _Toc122940662]Plans for Scaling up Palliative Care in Tajikistan

At present with only three pilot palliative care programs operating in Tajikistan it will take considerable time to scale up the provision of palliative care. We can propose, for example, a 5-year timeline to develop services, train personnel, and to realign financing. The Palliative Care Working Group needs to consider the process for this roll out and the Ministries will need a detailed strategic plan that demonstrates the costs and benefits of increased palliative care delivery. Some general recommendations to begin this process are proposed here. 

· It may be necessary to begin by focusing on palliative care for cancer patients. Palliative care for those with other life threatening conditions should also begin to be offered from the beginning to avoid creating the perception that palliative care is only for cancer. 
· Tajikistan has a mostly rural population therefore it is important to begin to develop palliative care services in the provinces and districts. Expansion to rural areas can be built from nearby cities.
· Palliative care services are most efficiently delivered where people live. Home based care provided by an interdisciplinary group of professionals, and if possible volunteers, is the preferred model, with the back up of a limited number of inpatient beds strategically placed in connection with existing hospitals.
· Inpatient facilities for palliative care patients should strive to be more residential like in appearance with amenities such as provision for family members to sleep and cook. This can be done in distinct wards or sometimes in separate facilities that utilize hospital central services with some remodeling. 
· Early on a monitoring and evaluation program should be identified and all palliative care providers should be required to participate. The M & E program should be linked to the approved standards for palliative care and should include structure/process/outcome measures and use of M & E data in reported quality improvement activities. 
[bookmark: _Toc122940663]
Timeline

A general timeline with major milestones is proposed as follows: 

By the end of:

2014	3% national coverage achieved
· Expansion of palliative care to TB/HIV patients
2015	5% national coverage achieved
· Expansion of inpatient and home based palliative care to 3 other major cities
2016	8% national coverage achieved
· Expansion of home based palliative care to other cities
2017	10% national coverage achieved
· Expansion of palliative care to rural areas of the country
[bookmark: _Toc122940664]Summary of Accomplishments to Date
· Tajikistan has a small but dedicated group of health care activists that are committed to seeing the development of palliative care move forward. 
· Palliative care is included in the National Health Strategy for population of Tajikistan for period 2010-2020. 
· A draft State Palliative Care Program for the Republic of Tajikistan (2013-17) has been submitted to the government for approval. 
· The Ministry of Health has approved a palliative care-working group to prepare standards and further recommendations for consideration by the government.
· Palliative care provision has begun in Tajikistan with 3 pilot projects but there is no source of government funding and no recognition of palliative care as a specialty or sub-specialty. 
· A Palliative care educational program and training center has been established at the Tajik State Medical University using agreed upon curricula. 
· All eleven nursing schools and four medical colleges have added palliative care as a compulsory subject and all nursing students are receiving basic education in palliative care. 
· Palliative care has been added to Post Grad Education for physicians and nurses. 
· There have been several study tours to other countries by groups from Tajikistan to learn about palliative care, notably to Belarus. 
· Palliative care has been included in the National Cancer Control Plan.
· Palliative Care included to the Program on the response to the HIV/AIDS epidemic.
· Oral morphine is included in the List of essential drugs in Tajikistan in the following forms: solution for oral administration (hydrochloride or sulfate) 10mg/5ml ; Immediate release 10 mg-Tablet (sulfate); slow release tablets 10 mg, 30 mg, 60mg.
· Health care resources are quite limited in Tajikistan, particularly since independence was gained from the Soviet Union. Patients have to pay most of the cost for their care even when it is supposed to be fully covered. Less than 25% of the total cost of health care comes from government expenditures. 
· Recognized national standards or guidelines for the provision of palliative care in Tajikistan have been drafted and need approved by the government.
· Including palliative care in the health care system will help Tajikistan move closer to compliance with international standards.
[bookmark: _Toc122940665]Recommendations
1. The total need for palliative care has been estimated at up to 2,465 patients per day and approximately 15,000 patients per year (including ~3,000 cancer patients). In addition at least twice as many family members will need support.
2. Approximately 44 palliative home care teams are needed for the country. There is an estimated need for at least 275 inpatient beds for stabilization and treatment of severe symptoms throughout the country.
3. Essential medications for palliative care are very difficult to obtain in the country and achieving pain control outside the hospital setting is nearly impossible due to restrictions in how pharmacy rules and regulations are practiced. Regulations need to be modified.
4. Ministry of Health approval for registration and inclusion of oral morphine in the list of medicines to be centrally purchased is desired and urgently needed. 
5. This comprehensive national needs assessment for palliative care should be completed and incorporated into the national strategic plan for palliative care in Tajikistan. 
6. The government-sanctioned task force that has been formed to assist in the development of recommendations for palliative care in Tajikistan should be multi-disciplinary and should meet regularly. 
7. Policy on the provision of opioids and other essential palliative care medications needs to be clarified to eliminate inconsistencies in prescribing, dispensing, distribution, and use. Legislation and regulation related to narcotics should be reviewed and appropriate changes made that support improved access to opioids.
8. Essential palliative care medications that are on the WHO and Tajikistan list of essential medicines but are not available in Tajikistan need to be registered and made available. 
9. Palliative care needs to be incorporated into medical specialties approved in Tajikistan. 
10. Policy and procedural guidance from the Ministry of Health is needed to overcome barriers and to establish palliative care as a recognized component of the health care system. 
11. A system for monitoring and evaluation of palliative care should be developed and implemented from the inception of palliative care delivery.
12. Clinical guidelines and protocols for palliative care need to be adapted for use in Tajikistan.
13. A funding mechanism needs to be established to encourage the expansion of palliative care. Reductions in cost for hospitalization could be used to grow interdisciplinary palliative home care and palliative care should be included in the basic benefits package. An economic impact analysis is needed.
14. Some structure should be created to begin the development of a national association for palliative care providers.
15. Gradual scale up of home care teams and inpatient units should be undertaken to meet the need identified in the strategic plan for palliative care. 
16. Inclusion of palliative care in the next new funding model application for Global Fund funding for Tajikistan 2015-17. GF funding will be needed to meet the PC needs for the ~1500 patients/year with HIV or TB. 
17. Palliative care education needs to be included for law enforcement bodies including drug control agencies and Ministry of Internal Affairs. 
18.  Palliative care needs to be included in the national national TB plan
19. A program of public education about the importance of palliative care needs to be developed and implemented. 

Respectfully submitted,
Dr. Stephen R. Connor, PhD
International Palliative Care Consultant, Open Society Foundations, International Palliative Care Initiative, New York, New York. 
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Appendix A: WHO Definition of Palliative Care

Palliative care is an approach that improves the quality of life of patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual. Palliative care:
· provides relief from pain and other distressing symptoms;
· affirms life and regards dying as a normal process;
· intends neither to hasten or postpone death;
· integrates the psychological and spiritual aspects of patient care;
· offers a support system to help patients live as actively as possible until death;
· offers a support system to help the family cope during the patients illness and in their own bereavement;
· uses a team approach to address the needs of patients and their families, including bereavement counselling, if indicated;
· will enhance quality of life, and may also positively influence the course of illness;
· is applicable early in the course of illness, in conjunction with other therapies that are intended to prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed to better understand and manage distressing clinical complications.

[bookmark: _Toc122940668]WHO Definition of Palliative Care for Children
Palliative care for children represents a special, albeit closely related field to adult palliative care. WHO’s definition of palliative care appropriate for children and their families is as follows; the principles apply to other paediatric chronic disorders (WHO; 1998a):
· Palliative care for children is the active total care of the child's body, mind and spirit, and also involves giving support to the family.
· It begins when illness is diagnosed, and continues regardless of whether or not a child receives treatment directed at the disease.
· Health providers must evaluate and alleviate a child's physical, psychological,
· and social distress.
· Effective palliative care requires a broad multidisciplinary approach that includes the family and makes use of available community resources; it can be successfully implemented even if resources are limited.
· It can be provided in tertiary care facilities, in community health centres and even in children's homes. [1]
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Appendix B.: Geography of Tajikistan
		Location: 
	[image: ield info displayed for all countries in alpha order.]

	Central Asia, west of China, south of Kyrgyzstan

	
	

	Geographic coordinates: 
	[image: ield info displayed for all countries in alpha order.]

	39 00 N, 71 00 E

	
	

	Map references: 
	[image: ield info displayed for all countries in alpha order.]

	Asia 

	
	

	Area: 
	[image: ield info displayed for all countries in alpha order.]

	total: 143,100 sq km
country comparison to the world: 96 
land: 141,510 sq km 
water: 2,590 sq km 

	
	

	Area - comparative: 
	[image: ield info displayed for all countries in alpha order.]

	slightly smaller than Wisconsin

	
	

	Land boundaries: 
	[image: ield info displayed for all countries in alpha order.]

	total: 3,651 km
border countries: Afghanistan 1,206 km, China 414 km, Kyrgyzstan 870 km, Uzbekistan 1,161 km 

	
	

	Coastline: 
	[image: ield info displayed for all countries in alpha order.]

	0 km (landlocked)

	
	

	Maritime claims: 
	[image: ield info displayed for all countries in alpha order.]

	none (landlocked)

	
	

	Climate: 
	[image: ield info displayed for all countries in alpha order.]

	midlatitude continental, hot summers, mild winters; semiarid to polar in Pamir Mountains

	
	

	Terrain: 
	[image: ield info displayed for all countries in alpha order.]

	Pamir and Alay Mountains dominate landscape; western Fergana Valley in north, Kofarnihon and Vakhsh Valleys in southwest

	
	

	Elevation extremes: 
	[image: ield info displayed for all countries in alpha order.]

	lowest point: Syr Darya (Sirdaryo) 300 m
highest point: Qullai Somoniyon 7,495 m 

	
	

	Natural resources: 
	[image: ield info displayed for all countries in alpha order.]

	hydropower, some petroleum, uranium, mercury, brown coal, lead, zinc, antimony, tungsten, silver, gold

	
	

	Land use: 
	[image: ield info displayed for all countries in alpha order.]

	arable land: 5.96%
permanent crops: 0.91% 
other: 93.13% (2011) 

	
	

	Irrigated land: 
	[image: ield info displayed for all countries in alpha order.]

	7,421 sq km (2009)

	
	

	Total renewable water resources: 
	[image: ield info displayed for all countries in alpha order.]

	21.91 cu km (2011)

	
	

	Freshwater withdrawal (domestic/industrial/agricultural): 
	[image: ield info displayed for all countries in alpha order.]

	total: 11.49 cu km/yr (6%/4%/91%)
per capita: 1,740 cu m/yr (2006) 

	
	

	Natural hazards: 
	[image: ield info displayed for all countries in alpha order.]

	earthquakes; floods

	
	

	Environment - current issues: 
	[image: ield info displayed for all countries in alpha order.]

	inadequate sanitation facilities; increasing levels of soil salinity; industrial pollution; excessive pesticides

	
	

	Environment - international agreements: 
	[image: ield info displayed for all countries in alpha order.]

	party to: Biodiversity, Climate Change, Climate Change-Kyoto Protocol, Desertification, Environmental Modification, Ozone Layer Protection, Wetlands
signed, but not ratified: none of the selected agreements 

	
	

	Geography - note: 
	[image: ield info displayed for all countries in alpha order.]

	landlocked; mountainous region dominated by the Trans-Alay Range in the north and the Pamirs in the southeast; highest point, Qullai Ismoili Somoni (formerly Communism Peak), was the tallest mountain in the former USSR
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Appendix C.: People and Society

	Nationality: 
	[image: ield info displayed for all countries in alpha order.]

	noun: Tajikistani(s) 
adjective: Tajikistani 

	
	

	Ethnic groups: 
	[image: ield info displayed for all countries in alpha order.]

	Tajik 79.9%, Uzbek 15.3%, Russian 1.1%, Kyrgyz 1.1%, other 2.6% (2000 census)

	
	

	Languages: 
	[image: ield info displayed for all countries in alpha order.]

	Tajik (official), Russian widely used in government and business

	
	

	Religions: 
	[image: ield info displayed for all countries in alpha order.]

	Sunni Muslim 85%, Shia Muslim 5%, other 10% (2003 est.)

	
	

	Population: 
	[image: ield info displayed for all countries in alpha order.]

	7,910,041 (July 2013 est.)
country comparison to the world: 96 

	
	

	Age structure: 
	[image: ield info displayed for all countries in alpha order.]

	0-14 years: 33.4% (male 1,343,251/female 1,296,192)
15-24 years: 20.4% (male 818,089/female 795,303) 
25-54 years: 38.5% (male 1,501,713/female 1,541,413) 
55-64 years: 4.6% (male 165,220/female 195,363) 
65 years and over: 3.2% (male 106,605/female 146,892) (2013 est.) 

	
	

	Median age: 
	[image: ield info displayed for all countries in alpha order.]

	total: 23.2 years
male: 22.7 years 
female: 23.7 years (2013 est.) 

	
	

	Population growth rate: 
	[image: ield info displayed for all countries in alpha order.]

	1.79% (2013 est.)
country comparison to the world: 67 

	
	

	Birth rate: 
	[image: ield info displayed for all countries in alpha order.]

	25.49 births/1,000 population (2013 est.)
country comparison to the world: 55 

	
	

	Death rate: 
	[image: ield info displayed for all countries in alpha order.]

	6.38 deaths/1,000 population (2013 est.)
country comparison to the world: 153 

	
	

	Net migration rate: 
	[image: ield info displayed for all countries in alpha order.]

	-1.19 migrant(s)/1,000 population (2013 est.)
country comparison to the world: 150 

	
	

	Urbanization: 
	[image: ield info displayed for all countries in alpha order.]

	urban population: 26% of total population (2010)
rate of urbanization: 2.2% annual rate of change (2010-15 est.) 

	
	

	Major urban areas - population: 
	[image: ield info displayed for all countries in alpha order.]

	DUSHANBE (capital) 704,000 (2009)

	
	

	Sex ratio: 
	[image: ield info displayed for all countries in alpha order.]

	at birth: 1.05 male(s)/female
0-14 years: 1.04 male(s)/female 
15-24 years: 1.03 male(s)/female 
25-54 years: 0.97 male(s)/female 
55-64 years: 0.85 male(s)/female 
65 years and over: 0.73 male(s)/female 
total population: 0.99 male(s)/female (2013 est.) 

	
	

	Maternal mortality rate: 
	[image: ield info displayed for all countries in alpha order.]

	65 deaths/100,000 live births (2010)
country comparison to the world: 93 

	
	

	Infant mortality rate: 
	[image: ield info displayed for all countries in alpha order.]

	total: 36.16 deaths/1,000 live births
country comparison to the world: 64 
male: 40.65 deaths/1,000 live births 
female: 31.45 deaths/1,000 live births (2013 est.) 

	
	

	Life expectancy at birth: 
	[image: ield info displayed for all countries in alpha order.]

	total population: 66.72 years
country comparison to the world: 166 
male: 63.63 years 
female: 69.97 years (2013 est.) 

	
	

	Total fertility rate: 
	[image: ield info displayed for all countries in alpha order.]

	2.8 children born/woman (2013 est.)
country comparison to the world: 70 

	
	

	Health expenditures: 
	[image: ield info displayed for all countries in alpha order.]

	6% of GDP (2010)
country comparison to the world: 109 

	
	

	Physicians density: 
	[image: ield info displayed for all countries in alpha order.]

	2.01 physicians/1,000 population (2006)

	
	

	Hospital bed density: 
	[image: ield info displayed for all countries in alpha order.]

	5.2 beds/1,000 population (2009)

	
	

	Drinking water source: 
	[image: ield info displayed for all countries in alpha order.]

	improved: 
urban: 92% of population 
rural: 54% of population 
total: 64% of population 
unimproved: 
urban: 8% of population 
rural: 46% of population 
total: 36% of population (2010 est.) 

	
	

	Sanitation facility access: 
	[image: ield info displayed for all countries in alpha order.]

	improved: 
urban: 95% of population 
rural: 94% of population 
total: 94% of population 
unimproved: 
urban: 5% of population 
rural: 6% of population 
total: 6% of population (2010 est.) 

	
	

	HIV/AIDS - adult prevalence rate: 
	[image: ield info displayed for all countries in alpha order.]

	0.2% (2009 est.)
country comparison to the world: 106 

	
	

	HIV/AIDS - people living with HIV/AIDS: 
	[image: ield info displayed for all countries in alpha order.]

	9,100 (2009 est.)
country comparison to the world: 101 

	
	

	HIV/AIDS - deaths: 
	[image: ield info displayed for all countries in alpha order.]

	fewer than 500 (2009 est.)
country comparison to the world: 81 

	
	

	Major infectious diseases: 
	[image: ield info displayed for all countries in alpha order.]

	degree of risk: high
food or waterborne diseases: bacterial diarrhea, hepatitis A, and typhoid fever 
vectorborne disease: malaria (2009) 

	
	

	Obesity - adult prevalence rate: 
	[image: ield info displayed for all countries in alpha order.]

	8.6% (2008)
country comparison to the world: 136 

	
	

	Children under the age of 5 years underweight: 
	[image: ield info displayed for all countries in alpha order.]

	15% (2005)
country comparison to the world: 51 

	
	

	Education expenditures: 
	[image: ield info displayed for all countries in alpha order.]

	3.9% of GDP (2011)
country comparison to the world: 115 

	
	

	Literacy: 
	[image: ield info displayed for all countries in alpha order.]

	definition: age 15 and over can read and write
total population: 99.7% 
male: 99.8% 
female: 99.6% (2010 est.) 

	
	

	School life expectancy (primary to tertiary education): 
	[image: ield info displayed for all countries in alpha order.]

	total: 11 years
male: 12 years 
female: 10 years (2008) 
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Appendix: D.: Government
	Country name: 
	conventional long form: Republic of Tajikistan 
conventional short form: Tajikistan 
local long form: Jumhurii Tojikiston 
local short form: Tojikiston 
former: Tajik Soviet Socialist Republic 

	
	

	Government type: 
	[image: ield info displayed for all countries in alpha order.]

	republic

	
	

	Capital: 
	[image: ield info displayed for all countries in alpha order.]

	name: Dushanbe
geographic coordinates: 38 33 N, 68 46 E 
time difference: UTC+5 (10 hours ahead of Washington, DC during Standard Time) 

	
	

	Administrative divisions: 
	[image: ield info displayed for all countries in alpha order.]

	2 provinces (viloyatho, singular - viloyat), 1 autonomous province* (viloyati mukhtor), 1 capital region** (viloyati poytakht), and 1 area referred to as Districts Under Republic Administration***; Dushanbe**, Khatlon (Qurghonteppa), Kuhistoni Badakhshon [Gorno-Badakhshan]* (Khorugh), Nohiyahoi Tobei Jumhuri***, Sughd (Khujand) 
note: the administrative center name follows in parentheses 

	
	

	Independence: 
	[image: ield info displayed for all countries in alpha order.]

	9 September 1991 (from the Soviet Union)

	
	

	National holiday: 
	[image: ield info displayed for all countries in alpha order.]

	Independence Day (or National Day), 9 September (1991)

	
	

	Constitution: 
	[image: ield info displayed for all countries in alpha order.]

	6 November 1994

	
	

	Legal system: 
	[image: ield info displayed for all countries in alpha order.]

	civil law system

	
	

	International law organization participation: 
	[image: ield info displayed for all countries in alpha order.]

	has not submitted an ICJ jurisdiction declaration; accepts ICCt jurisdiction

	
	

	Suffrage: 
	[image: ield info displayed for all countries in alpha order.]

	18 years of age; universal

	
	

	Executive branch: 
	[image: ield info displayed for all countries in alpha order.]

	chief of state: President Emomali RAHMON (since 6 November 1994; head of state and Supreme Assembly chairman since 19 November 1992)
head of government: Prime Minister Oqil OQILOV (since 20 December 1999); First Deputy Prime Minister Matlubkhon DAVLATOV (since 5 January 2012) 
cabinet: Council of Ministers appointed by the president, approved by the Supreme Assembly 
(For more information visit the World Leaders website [image: pens in New Window]) 
elections: president elected by popular vote for a seven-year term (technically eligible for two terms); election last held on 6 November 2006 (next to be held in November 2013); prime minister appointed by the president 
election results: Emomali RAHMON reelected president; percent of vote - Emomali RAHMON 79.3%, Olimjon BOBOEV 6.2%, other 14.5% 

	
	

	Legislative branch: 
	[image: ield info displayed for all countries in alpha order.]

	bicameral Supreme Assembly or Majlisi Oli consists of the National Assembly (upper chamber) or Majlisi Milli (34 seats; 25 members selected by local deputies, 8 appointed by the president; 1 seat reserved for the former president; members serve five-year terms) and the Assembly of Representatives (lower chamber) or Majlisi Namoyandagon (63 seats; 41 members elected through constituencies, 22 members elected through party selection; members serve five-year terms)
elections: National Assembly - last held on 28 February 2010 (next to be held in February 2015); Assembly of Representatives - last held on 28 February 2010 (next to be held in February 2015) 
election results: National Assembly - percent of vote by party - NA; seats by party - NA; Assembly of Representatives - percent of vote by party - PDPT 71%, IRPT 8.2%, CPT 7%, APT 5.1%, PER 5.1%, other 3.6%; seats by party - PDPT 55, IRPT 2, CPT 2, APT 2, PER 2 

	
	

	Judicial branch: 
	[image: ield info displayed for all countries in alpha order.]

	Supreme Court (judges are appointed by the president and approved by Parliament); Constitutional Court, Supreme Economic Court

	
	

	Political parties and leaders: 
	[image: ield info displayed for all countries in alpha order.]

	Agrarian Party of Tajikistan or APT [Amir QARAQULOV]; Communist Party of Tajikistan or CPT [Shodi SHABDOLOV]; Islamic Revival Party of Tajikistan or IRPT [Muhiddin KABIRI]; Party of Economic Reform or PER [Olimjon BOBOEV]; People's Democratic Party of Tajikistan or PDPT [Emomali RAHMON]; Social Democratic Party of Tajikistan or SDPT [Rahmatullo ZOYIROV]

	
	

	Political pressure groups and leaders: 
	[image: ield info displayed for all countries in alpha order.]

	influential religious leader Akbar TURAJONZODA; unregistered Youth Party of Tajikistan [Izzat AMON]; unregistered opposition group Guruhi-24 (Group-24) [Umarali QUVVATOV]; Vatandor (Patriot) Movement [Dodojon ATOVULLOEV]

	
	

	International organization participation: 
	[image: ield info displayed for all countries in alpha order.]

	ADB, CICA, CIS, CSTO, EAEC, EAPC, EBRD, ECO, FAO, G-77, GCTU, IAEA, IBRD, ICAO, ICC (NGOs), ICRM, IDA, IDB, IFAD, IFC, IFRCS, ILO, IMF, Interpol, IOC, IOM, IPU, ISO (correspondent), ITSO, ITU, MIGA, NAM (observer), OIC, OPCW, OSCE, PFP, SCO, UN, UNCTAD, UNESCO, UNIDO, UNWTO, UPU, WCO, WFTU (NGOs), WHO, WIPO, WMO, WTO

	
	

	Diplomatic representation in the US: 
	[image: ield info displayed for all countries in alpha order.]

	chief of mission: Ambassador Nuriddin SHAMSOV
chancery: 1005 New Hampshire Avenue NW, Washington, DC 20037 
telephone: [1] (202) 223-6090 
FAX: [1] (202) 223-6091 

	
	

	Diplomatic representation from the US: 
	[image: ield info displayed for all countries in alpha order.]

	chief of mission: Ambassador Susan M. ELLIOTT
embassy: 109-A Ismoili Somoni Avenue, Dushanbe 734019 
mailing address: 7090 Dushanbe Place, Dulles, VA 20189 
telephone: [992] (37) 229-20-00 
FAX: [992] (37) 229-20-50 

	
	

	Flag description: 
	[image: ield info displayed for all countries in alpha order.]

	three horizontal stripes of red (top), a wider stripe of white, and green; a gold crown surmounted by seven gold, five-pointed stars is located in the center of the white stripe; red represents the sun, victory, and the unity of the nation, white stands for purity, cotton, and mountain snows, while green is the color of Islam and the bounty of nature; the crown symbolizes the Tajik people; the seven stars signify the Tajik magic number "seven" - a symbol of perfection and the embodiment of happiness

	
	

	National symbol(s): 
	[image: ield info displayed for all countries in alpha order.]

	crown surmounted by seven, five-pointed stars

	
	

	National anthem: 
	[image: ield info displayed for all countries in alpha order.]

	name: "Surudi milli" (National Anthem)
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Appendix E.: Economy
	Economy - overview: 
	[image: ield info displayed for all countries in alpha order.]

	

	Tajikistan has one of the lowest per capita GDPs among the 15 former Soviet republics. Because of a lack of employment opportunities in Tajikistan, more than one million Tajik citizens work abroad, almost all of them in Russia, supporting families in Tajikistan through remittances. Less than 7% of the land area is arable. Cotton is the most important crop, and its production is closely monitored, and in many cases controlled, by the government. In the wake of the National Bank of Tajikistan''s admission in December 2007 that it had improperly lent money to investors in the cotton sector, the IMF canceled its program in Tajikistan. A reform agenda is underway, according to which over half a billion dollars in farmer debt has been forgiven, and IMF assistance has been reinstated. Mineral resources include silver, gold, uranium, and tungsten. Industry consists mainly of a large aluminum plant, hydropower facilities, and small obsolete factories mostly in light industry and food processing. The civil war (1992-97) severely damaged the already weak economic infrastructure and caused a sharp decline in industrial and agricultural production. Tajikistan''s economic situation remains fragile due to uneven implementation of structural reforms, corruption, weak governance, seasonal power shortages, and the external debt burden. Electricity output expanded with the completion of the Sangtuda-1 hydropower dam - finished in 2009 with Russian investment. The smaller Sangtuda-2, built with Iranian investment, began operating in 2012. The government of Tajikistan is pinning major hopes on the massive Roghun dam which, if finished according to Tajik plans, will be the tallest dam in the world and significantly expand electricity output. The World Bank is funding two feasibility studies for the dam (technical-economic, and social-environmental), scheduled to be completed in mid-2013. In January 2010, the government began selling shares in the Roghun enterprise to its population, ultimately raising over $180 million but Tajikistan will still need significant investment to complete the dam. According to numerous reports, many Tajik individuals and businesses were forced to buy shares. The coerced share sales finally ended in mid-2010 under intense criticism from donors, particularly the IMF. Food and fuel prices in 2011 increased to the highest levels seen since 2002 due in part to an increase in rail transport tariffs through Uzbekistan. Tajikistan imports approximately 60% of its food and 90% of that comes by rail. Uzbekistan closed one of the rail lines into Tajikistan in late 2011, hampering the transit of goods to and from the southern part of the country.
	

	GDP (purchasing power parity): 
	[image: ield info displayed for all countries in alpha order.]

	$18.04 billion (2012 est.)
country comparison to the world: 137 
$16.78 billion (2011 est.) 
$15.63 billion (2010 est.) 
note: data are in 2012 US dollars 

	
	

	GDP (official exchange rate): 
	[image: ield info displayed for all countries in alpha order.]

	$7.592 billion (2012 est.)

	
	

	GDP - real growth rate: 
	[image: ield info displayed for all countries in alpha order.]

	7.5% (2012 est.)
country comparison to the world: 22 
7.4% (2011 est.) 
6.5% (2010 est.) 

	
	

	GDP - per capita (PPP): 
	[image: ield info displayed for all countries in alpha order.]

	$2,300 (2012 est.)
country comparison to the world: 189 
$2,200 (2011 est.) 
$2,100 (2010 est.) 
note: data are in 2012 US dollars 

	
	

	GDP - composition by sector: 
	[image: ield info displayed for all countries in alpha order.]

	agriculture: 23.3%
industry: 22.8% 
services: 53.9% (2012 est.) 

	
	

	Labor force: 
	[image: ield info displayed for all countries in alpha order.]

	2.1 million (2012)
country comparison to the world: 121 

	
	

	Labor force - by occupation: 
	[image: ield info displayed for all countries in alpha order.]

	agriculture: 47.9%
industry: 10.9% 
services: 41.2% (2012 est.) 

	
	

	Unemployment rate: 
	[image: ield info displayed for all countries in alpha order.]

	2.5% (2012 est.)
country comparison to the world: 19 
2.2% (2009 est.) 
note: official rates; actual unemployment is much higher 

	
	

	Population below poverty line: 
	[image: ield info displayed for all countries in alpha order.]

	39.6% (December 2012 est)

	
	

	Household income or consumption by percentage share: 
	[image: ield info displayed for all countries in alpha order.]

	lowest 10%: 3.5%
highest 10%: 24.3% (2009 est.) 

	
	

	Distribution of family income - Gini index: 
	[image: ield info displayed for all countries in alpha order.]

	32.6 (2006)
country comparison to the world: 102 
34.7 (1998) 

	
	

	Investment (gross fixed): 
	[image: ield info displayed for all countries in alpha order.]

	16.4% of GDP (2012 est.)
country comparison to the world: 129 

	
	

	Budget: 
	[image: ield info displayed for all countries in alpha order.]

	revenues: $2.046 billion
expenditures: $2.066 billion (2012 est.) 

	
	

	Taxes and other revenues: 
	[image: ield info displayed for all countries in alpha order.]

	26.9% of GDP (2012 est.)
country comparison to the world: 108 

	
	

	Budget surplus (+) or deficit (-): 
	[image: ield info displayed for all countries in alpha order.]

	-0.3% of GDP (2012 est.)
country comparison to the world: 48 

	
	

	Inflation rate (consumer prices): 
	[image: ield info displayed for all countries in alpha order.]

	6.4% (2012 est.)
country comparison to the world: 168 
12.4% (2011 est.) 

	
	

	Central bank discount rate: 
	[image: ield info displayed for all countries in alpha order.]

	6.5% (31 December 2012 est.)
country comparison to the world: 69 
5% (31 December 2010 est.) 

	
	

	Commercial bank prime lending rate: 
	[image: ield info displayed for all countries in alpha order.]

	21.2% (31 December 2012 est.)
country comparison to the world: 10 
26.3% (31 December 2011 est.) 

	
	

	Stock of narrow money: 
	[image: ield info displayed for all countries in alpha order.]

	$1.213 billion (31 December 2012 est.)
country comparison to the world: 143 
$989.1 million (31 December 2011 est.) 

	
	

	Stock of broad money: 
	[image: ield info displayed for all countries in alpha order.]

	$2 billion (31 December 2012 est.)
country comparison to the world: 149 
$1.979 billion (31 December 2011 est.) 

	
	

	Stock of domestic credit: 
	[image: ield info displayed for all countries in alpha order.]

	$1.4 billion (31 December 2012 est.)
country comparison to the world: 148 
$1.009 billion (31 December 2011 est.) 

	
	

	Market value of publicly traded shares: 
	[image: ield info displayed for all countries in alpha order.]

	$NA

	
	

	Agriculture - products: 
	[image: ield info displayed for all countries in alpha order.]

	cotton, grain, fruits, grapes, vegetables; cattle, sheep, goats

	
	

	Industries: 
	[image: ield info displayed for all countries in alpha order.]

	aluminum, cement, vegetable oil

	
	

	Industrial production growth rate: 
	[image: ield info displayed for all countries in alpha order.]

	10.4% (2012 est.)
country comparison to the world: 10 

	
	

	Current account balance: 
	[image: ield info displayed for all countries in alpha order.]

	-$401 million (2012 est.)
country comparison to the world: 90 
-$303.9 million (2011 est.) 

	
	

	Exports: 
	[image: ield info displayed for all countries in alpha order.]

	$1.359 billion (2012 est.)
country comparison to the world: 152 
$1.739 billion (2011 est.) 

	
	

	Exports - commodities: 
	[image: ield info displayed for all countries in alpha order.]

	aluminum, electricity, cotton, fruits, vegetable oil, textiles

	
	

	Exports - partners: 
	[image: ield info displayed for all countries in alpha order.]

	Turkey 30.2%, Russia 8.3%, Iran 7%, China 6.7%, South Korea 6.7%, Afghanistan 6%, Italy 5.1% (2011)

	
	

	Imports: 
	[image: ield info displayed for all countries in alpha order.]

	$3.778 billion (2012 est.)
country comparison to the world: 140 
$3.54 billion (2011 est.) 

	
	

	Imports - commodities: 
	[image: ield info displayed for all countries in alpha order.]

	petroleum products, aluminum oxide, machinery and equipment, foodstuffs

	
	

	Imports - partners: 
	[image: ield info displayed for all countries in alpha order.]

	China 45.9%, Russia 16.4%, Kazakhstan 6.8%, US 4.1% (2011)

	
	

	Reserves of foreign exchange and gold: 
	[image: ield info displayed for all countries in alpha order.]

	$972 million (31 December 2012 est.)
country comparison to the world: 140 
$532.4 million (31 December 2011 est.) 

	
	

	Debt - external: 
	[image: ield info displayed for all countries in alpha order.]

	$2.2 billion (31 December 2012 est.)
country comparison to the world: 142 
$2.589 billion (31 December 2011 est.) 

	
	

	Stock of direct foreign investment - at home: 
	[image: ield info displayed for all countries in alpha order.]

	$1.8 billion (February 2013 est.)
country comparison to the world: 93 

	
	

	Stock of direct foreign investment - abroad: 
	[image: ield info displayed for all countries in alpha order.]

	$18.5 billion (31 December 2010 est.)
country comparison to the world: 48 
$16.3 billion (31 December 2009 est.) 

	
	

	Exchange rates: 
	[image: ield info displayed for all countries in alpha order.]

	Tajikistani somoni (TJS) per US dollar -
4.76 (2012 est.) 
4.61 (2011 est.) 
4.38 (2010 est.) 
4.14 (2009) 
3.46 (2008) 

	
	

	Fiscal year: 
	[image: ield info displayed for all countries in alpha order.]

	calendar year



SOURCES: The CIA World Factbook, U.S. Department of State, Area Handbook of the US Library of Congress 























	Schedule of the meetings for Stephen Connor, International Palliative Care Consultant
Program: Public Health, International Palliative Initiative program
Place:  Dushanbe, Tajikistan, Period of visit:  February 18 - 24, 2013


	     Date 
	Time
	Place 
	Meeting with
	Responsible person 
	Comments

	
18
Feb.
	3:20
am
	Dushanbe
	Meeting at Airport – Hotel “Vefa - Centre”
	PHP staff
	Mobile: (+992 907) 72 53 01
Zumrat, driver

	
	14:00-15:00
	Dushanbe, office OSI – Tajikistan
	Meeting with PHP staff
	PHP staff
	

	
	15:00-16:30
	Dushanbe, 
Office OSI-Tajikistan
	Meeting with professor Abdusalom Vokhidov – Depute Director of Scientific Research Center of Pediatrics and Child Surgery
	Zumrat
	Confirmed
907 70 79 96

	


19
Feb.
	10:00-11:30
	Dushanbe,
MIA
	Meeting with Miraliev Rustam, Head of Office to Combat Drug Trafficking, under the Ministry of Internal Affairs 

	Zumrat
	confirmed

	
	12:30-14:00
	Dushanbe
	Lunch
	
	

	
	14:30-15:30
	Dushanbe,
Drug Control Agency
	Meeting with Mrs. B. Odinaeva, Deputy head of Drug Control Agency  (she was sick, met with staff)- Mr. Alisher Tashripov – Head of Department of Drug Control and Drug Prevention, Mr. Marizoev – Deputy Chief of Staff
	Zumrat
	Confirmed
918 50 55 99

	






20
Feb
	9:00-10:00
	Dushanbe,
MoH

	Meeting with Mr. Khasanov Khushvaht,  Director of Center for monitoring and drug abuse prevention, under the Ministry of Health 

	Zumrat
	Confirmed
918 65 96 23

	
	10:30-11:30
	Dushanbe,
RCRC
	Meeting with   Mr. Zafar Khuseynov, Head of Republican Cancer Research Center and Mrs.  Saida Umarova – Project Coordinator, Deputy Director of  Republican Cancer Research Center

	Zumrat
 
	Confirmed
907 71 05 35

	
	12:00-13:00
	Dushanbe,
office OSI - Tajikistan
	Business Lunch with Zuhra Halimova – Executive Director
	Zumrat
	Confirmed (Serena restaurant)

	
	13:30-14.30
	Dushanbe,
HIV/AIDS Center
	Meeting with  Mr. Talbov Saivali, Head of   Infectious Diseases Hospital
	Zumrat
	confirmed

	
	15:00-16:30
	Dushanbe,
TSMU

	Meeting with Mr. Kurbonov Ubaidullo, Rector of Tajik State Medical University and project staff
	Zumrat
Pulat Kadirovich
	Confirmed
93 559 06 60

	
	16:40-17:10
	Dushanbe,
TSMU

	Meeting with – Dmitri Khalimov – Assistant of Head of Center for Evidence-Based Medicine
	Zumrat
	confirmed

	
	17:30 -
	Dushanbe, 
TPGI
	Meet with Dr. Samadova Gulsara, Head of Nursing Department Tajik Post Graduate Medical Institute
	Nigora, Zumrat
	Confirmed










	21 
Feb
	9:00 – 10:00
	Dushanbe,

	Meeting with Nidoev – Head of State Control Department, under the executive apparatus of the President of the Republic of Tajikistan
	Zumrat
	confirmed

	
	10:30-12:30
	Nursing Hospital, Dushanbe
	Meeting with Mrs. Hasanova Niyolbi, Head of  Nursing Hospital and  interview a couple of patients  
	PHP staff
	Phone: 231 62 47
918 85 61 58

	
	13:00-14:15
	Dushanbe
Restaurant “Ravshan”
	Lunch meet with WHO – Mehry Shoismalulloeva, Mental Health & NCD’s & Lola Yuldasheva, National Professional Officer Health Systems
	Nigora & Zumrat
	Restaurant “Ravshan”

	
	14:30 – 15:30
	Dushanbe,
Office OSI - Tajikistan

	Meeting with professor Shakirov Mukhamedjan  – Postgraduate Medical Institute, Head of Department of Maxilla - facial surgery
	Zumrat
	Confirmed
927 08 57 00

	
	15:30 – 17:00
	Dushanbe,
Office OSI - Tajikistan

	Meetings with Nigora and Zumrat
	
	

	22
Feb











23 Feb






24 Feb


25 Feb
	9:00 -10:00
	Travel to Rudaki district
	Training for Nurses
	Zumrat,
Zukhra Abdurakhmanova
	93 505 17 65

	
	10:00 – 11:30
	
	Meeting with  Zukhra Abdurakhmanova – Head of Republican Nursing Center of the MoH
	
	

	
	15:30
	Dushanbe, nursing hospital
	2 visits patients at home
	Nielbi Hasanova, Zumrat
	

	
	19:00
	Indian Restaurant
	Dinner meet with  Zuhra Halimova and Michael Hall
	
	

	
	10:00-12:00
	Nursing Hospital
	Meeting with Amonullo Goibov – Head of Scientific Research Institute of Expertise and Rehabilitation of the disabled
	
	Confirmed

	
	18:00-20:00
	Dushanbe,
Office OSI - Tajikistan

	Debrief Meeting with Nigora & Zumrat
	
	

	
	
	Museum of Antiquities,
Dushanbe
	Excursion
	
	

	
	03:30
	Departure to the Airport
	
	Zumrat, driver
	

	
	
	
	
	
	

	
	
	
	
	
	


         Preliminary schedule of the meetings for Stephen Connor, International Palliative Care 
		Consultant
     Program: Public Health, International Palliative Initiative program
     Place:  Dushanbe, Tajikistan, Period of visit:  June 24 – July 4, 2013 
                                                                           
	     Date 
	Time
	Place 
	Meeting with
	Responsible person 
	Comments

	
24
June
	3:20
am
	Dushanbe
	Meeting at Airport – Hotel “Vefa - Centre”
	PHP staff
	Mobile: (+992 907) 72 53 01
Zumrat, driver

	
	12.00-13.00
	Lunch 
	OSI office
	
	

	
	13:00-16:00
	Dushanbe, office OSI – Tajikistan
	Meetings with OSI staff, (PHP, Grants management , Finance) 
	PHP staff
	

	
	16:15-
	Travel to Kulyab city, Khatlon province 
	
	Zumrat
	Confirmed
907 70 79 96

	
25
June
	9:00-13.00
	Kulyab city, Khatlon Province
	Participation and presentations at the plenary sessions about Palliative Care at the regional conference “Development of intersectoral cooperation on disability issues” .
	Zumrat
	confirmed

	
	14.30-16.30
	Kulyab city
	Visit to Kulyab Cancer Center, meeting with management
	
	

	



26
June
	9:00-10:00
	Travel to Vose district
	
	Zumrat
	Confirmed


	
	10:00 – 11:00
	Vose district, Khatlon Province
	Meeting with Mr. Safarali Mirzoev,  Director of TB Center of Vose Region
	Zumrat
 
	Confirmed

	
	11:00-12:00
	Travel to Kurgan – Tube city
	
	Zumrat
	Confirmed 

	
	12:30-14.30
	Kurgan – Tube city
	Business lunch meeting with Mr.  Akram Davlatov, Director of HIV/AIDS Center of Khatlon region
	Zumrat
	confirmed

	
	15:00
	Travel back to Dushanbe
	
	Zumrat

	Confirmed


	27 
Jun
	8:00 – 10:00
	Departure to Khorog, GBAO


	By Aga Khan Foundation helicopter
	Zumrat
	

	
	10:30-12:00
	Khorog, Oncological Center of GBAO
	Meeting with Jamila Khudoyorova – Director of  Regional Cancer Centre, Project Coordinator of PC
	Zumrat
Jamila Khudoyorova
	

	
	12:00-13:00
	Khorog
	Business lunch meeting with Maram Azizmamadov - Head of NGO “Volonteer
	
	

	
	13:15 – 14:00
	Khorog
	Meeting with Head of the Agency for Drug Control of GBAO
	
	

	
	14:00 – 14:45
	Khorog
	Meeting with Head of the Service for Supervision of pharmaceutical activity and department for drug abuse control under the Ministry of Internal affairs
	Zumrat,
Maram 
	935006401

	
	15.00 
	Ishkashim district
	Visit to Garm -shashma thermal springs
	Zumrat, Maram 
	

	


28 
June
	8:00 – 10:00
	Departure to Dushanbe
	By Aga Khan Foundation  helicopter
	Zumrat,
	

	
	12:00 – 15:00
	Dushanbe
	Business Lunch with our partners - Nursing hospital – Nadejda Khasanovana and Republican Nurse center – Zuhra Abdurahmanova- discussion about continuation of projects on PC education and PC service provision
	Zumrat,
Mahmud
	

	
	15.30-16.30
	Dushanbe
	Meeting with Republican Medical College
	
	

	29
June








30 June



1
July





	8:00
	Travel to Romit district, “Yous” 
	
	Zumrat

	

	
	10:00 -15:00
	Romit district, “Yous”
	The round table discussion on "How to make the oral morphine available in the country?” Creation step by step plan of action for each respective ministries decrease the barriers for opioid availability and accessibility 
	Zumrat,
Jamila Khudoerova

	

	
	15-17:00
	Travel to Dushanbe
	
	
	

	
	Sunday -Day off 
	
	Excursion to  New Museum, Botanical Garden
	
	

	
	09.00-10.30
	OSI office
	Meeting with Zarina Ishakova – GF Treatment and Care Coordinator, HIV Control Project, UNDP HIV, TB and Malaria Control Programme

	Zumrat,
Nigora
	Confirmed

	
	12:00-13:30
	Lunch
	
	Zumrat
	

	
	14.00-15.30
	
	Meeting with Yarbabaev Alisher, Head of the department of social issues under the executive apparatus of the president of RT
	
	TBC

	
	16.30- 17.30
	OSI office
	Meeting with Malika Mahkambaeva, USAID, Project Management Specialist/ HE
USAID/ CAR Tajikistan

	
	Confirmed

	    2
July 
	10:00 – 12:00
	OSI office
	Introductory meeting with potential members of Working Group on the development of Standards on Palliative Care ( structure, procedure, segregation of duties, how to meet for international regulation for standard development and etc.Training on PC for specialists with focus on pain management ( including new methodology that was patented in Tajikistan) for advanced cancer 
	Zumrat
	

	
	12:00 – 14:00
	Restaurant L-Club
	Meeting with Firuza Ganieva, NGO AVESTO
	Zumrat,

	

	
	15.00- 16.00
	WHO office
	Meeting with Pavel Ursu, WHO Representative/Head of Country Office ,WHO Office in Tajikistan 

	
	

	3
July 
	9.30- 12.00
	District Varzob
	Meeting with representative of Ministry of Labor and Social Protection ,Visit to day care center for children Kishti, Internat Chorbog
	
	

	
	12.45-13.30
	Lunch 
	
	
	

	
	13.30-15.00
	OSI Office
	Meeting with Association of Social Workers
	
	

	
	15.15- 16.15
	OSI office
	Meeting with Zuhra Halimova, Executive Director
	
	TBC

	
	17.00- 19.45
	Café 1939
	Business dinner with program staff and Follow – up meeting regarding this trip and monitoring results and planning for the next visit in December
	
	








     Preliminary schedule of the meetings for Stephen Connor, International Palliative Care Consultant
     Program: Public Health, International Palliative Initiative program
     Place:  Dushanbe, Tajikistan, Period of visit:  December 2 – 8, 2013 

                                                                           
	     Date 
	Time
	Place 
	Meeting with
	Comments

	
2
Dec
	3:20
am
	Dushanbe
	Meeing at Airport – Hotel “Vefa - Centre”
	Mobile: (+992 907) 72 53 01
Zumrat, driver

	
	12.30-13.30
	Lunch 
	“Vefa - Centre”
	

	
	13:30-17:15
	Dushanbe “Vefa - Centre”
	Country dialogs on NFM of the GF- meeting of National Country Coordination Mechanism
	Nigora, Zumrat

	





3
Dec.
	9:30-12.00
	Office OSI
	Meeting with team \developers of educational film about care for patients with PC needs at home- Review and discussion of provision of the recommendation

	confirmed

	
	12:00-13:00
	
	Lunch
	

	
	15:00 – 16:30
	Office OSI
	Meeting with Association of Social Workers (ASW)
· Discussion about the plan for 2014 on institunalisation of  PC approaches at the education system for social workers – curriculum at social work faculty the National University – opportunities, challenges etc
	confirmed

	
	18:00
	1001 Nights
	Business dinner with representatives of ASW 


	

	



4 Dec
	8:00 -12:30
	Departure to Tursunzade city
	Meeting with Medical College students and Director of Medical College in Tursunzade
	Confirmed


	
	13:00-14.00
	
	Lunch
	

	
	14:00-15:30
	
	Visit to Gissar fortress 
	

	
	15.30- 17.00
	Return to Dushanbe
	
	

	
	18:00
	
	Business dinner - Nursing hospital –Khasanovana N.  RN center –Abdurahmanova Z., Mr. Nidoev Sulkhidin ,Mr. Gulov N.
	

	5 Dec
	08:00
	Hotel Serena
	Breakfast meeting with Ernesto Jaramillo – Stop TB
Attend opening of the MSF Conference on Peds TB Care in C Asia
	Confirmed

	
	10:00 – 12:00
	
	Meeting with representatives from GF responsible for TB project
	

	
	12:00-13:00
	Office OSI
	Lunch
	

	
	13:30 – 17:00
	
	Meeting with Working Group on development of PC standards- review, discussion and providing recommendations
	confirmed

	
6 Dec
	9:00 – 12:45
	Hotel Serena
	Attend MSF meeting on Pediatric TB Care in Central Asia
	

	
	13:00
	OSI Office
	Meeting with Aminov U., UNAIDS head of office
	

	
	14:30 – 16:30
	OSI Office
	Rescreening of patient education film
	

	
	18:00 – 20:00
	
	Business Dinner with Zafar Khuseynov – Director of Cancer Center, Deputy Director – Saida Umarova- discussion of plans for 2014 – development of clinical protocol and registration of oral morphine in country.
	

	

7 Dec
	9.30 – 16.00
	OSI Office

	Work with program staff on results of current strategy – objectives & outcome, plan for AWP in 2014, review and final input for the country needs assessment.
	

	
	12.00- 14.00
	
	Business Lunch with Oktam Bobokhojaev – Director National TB program
	

	8
Dec 
	03:30
	Departure to Russia -Qatar
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No. Name Tajik 1SO | Capital | Area {km?) Pop (2000) Pop (2010)
1 |Sughd Province BunoaTu Cyra TU-SU | Khujand 1,872,000 2,233,500,
2 |Districts of Republican Subordination | HoxwAxo ToGew “ymxyph TU-RR | Dushanbe 1,337,500 1,722,900,
3 |Knation Province BunoRTH Xatnon TUKT |Qurghonteppa|  24,800| 2,150,100 2,677,300
4 | Gomo-Badakhshan Autonomous Province  BnoATn Myxropu KyxucTos Banaxuwor” TJ-BG | Knorugh 64200 206,000 206,000
- |oushanbe ywante -~ |Dushanbe 100 561,900 724,800
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\Beds per 100 000 population in acute care hospitals, psychiatric hospitals and nursing
and elderly homes in Tajikistan, 1990-2006 (selected years)

1990 2000 2001 2002 2003 2004 2005 2006

Acute care hospitals 922 591 577 566 554 542 525 547
Psychiatric hospitals 70 26 27 26 23 23 24 25
Nursing and elderly homes 25 10 16 15 15 " 15 15

Source: WHO Regional Office for Europe, 2010.
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Outpatient and inpatient facilities in Tajikistan, 2007
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and others (54)
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Health personnel (physical persons) in Tajikistan per 100 000 population, 19902007

(selected years)

Type of personnel 1990
Physicians 255
Dentists 15
Pharmacists 12
Nurses 809
Midwives 129

Source: WHO Regional Office for Europe, 2010.
Note: *From State Committee on Statistics, 2008b.
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Trends in health expenditure, 20022007

2002
Health expenditure per caita (current US$) 9.0
Health expenditure, total (% of GDP) 45
Health expenditure, public (% of Government expenditure) 48
Health expenditure, public (% of total health expenditure) 20.2
Health expenditure, private (% of total health expenditure) 798
Out-of-pocket health expenditure (% of private expenditure 98.9

on health)

Source: World Bank, 2009a.
Note: *Data for selected items only.
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