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Abstract

Background Tajikistan has embarked on health reforms to orient the health system towards primary health care
(PHQ). The health labour market analysis (HLMA) was initiated by the Ministry of Health with the World Health Organi-
zation (WHO) on policy questions related to the PHC workforce team. This article presents the results with focus

on family doctors as a critical part of the PHC team, providing lessons for strengthening family medicine and PHC

in the European Region and central Asia.

Methods The HLMA framework was used to guide the analysis. The data for analysis were provided by the Ministry
of Health and Social Protection of the Population of the Republic of Tajikistan. Descriptive means were used to analyse
the data. A Technical Working Group guided the process.

Results There has been an increase in the number of health workers in the country over the last 7 years. However,
there is a huge shortage of family doctors when compared with norms, with decreasing family doctor densities

over the last 7 years. Family doctors have the highest vacancy rates among specialists and also constitute the highest
proportion of specialists who migrate. There is inequitable distribution of doctors across the regions. Overall number
of enrolments and graduates in family medicine are declining. Although salaries in PHC are higher than in hospitals,
the overall health workforce salaries are lower than the national average. While there have been efforts to retain

and attract doctors to PHC in rural and remote regions, challenges exist. The attraction of doctors to narrow special-
ties may be leading to undermining PHC and family medicine. While the optimal skill-mix and availability of nurses
provide an opportunity to strengthen multi-disciplinary teams at the PHC level, shortages and unequal distribution
of doctors are affecting health services coverage and health indicators.

Conclusions Application of the HLMA framework has helped identify the bottlenecks in the health labour market
flows and the possible explanations for them. The policy considerations emerging out of the HLMA have contributed
to improving evidence-based planning for retention and recruitment of the PHC workforce, improvements in medical
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and nursing education, and higher investments in the PHC workforce and particularly in family doctors. Implemen-
tation of the Action Plan will require political commitment, financial resources, strong inter-sectoral collaboration,
stakeholder management, and cross-country learning of best practices. Through this process, Tajikistan has shown
the way forward in implementing the Central Roadmap for health and well-being in Central Asia and the Framework
for Action on the Health and Care Workforce in the WHO European Region.

Keywords Health workforce, Family medicine, Primary health care, Rural retention, Central Asia, Health labour market

analysis

Introduction

A well-distributed health workforce with appropriate
competencies, skill-mix, remuneration and protection is
key for improving access to primary health care (PHC).
Evidence-based approaches are needed to identify and
understand the dynamics affecting health workforce
challenges to propose adequate policies [1]. Renewed
momentum exists in the WHO European Region through
approval of the Framework for Action on the Health and
Care Workforce 2023-2030 to tackle health workforce
challenges [2]. Family medicine is an integral part of
PHC and strong systems of family medicine contribute to
positive health systems outcomes [3, 4]. However, within
multidisciplinary PHC teams, many countries in the
European region are facing a myriad of challenges with
regards to retaining family doctors/general practition-
ers [5]. Tajikistan, located in central Asia, has the lowest
GDP per capita in the European region [6]. The coun-
try faces unique challenges due to its geographical and
demographic characteristics, which underlies the signifi-
cance of family medicine and predominantly public PHC
system for the country [6]. Tajikistan has a young popu-
lation with 72% of its population living in rural, mostly
mountainous areas [6]. Tajikistan faces a double burden
of disease and while the country has made significant
progress in maternal and child health, certain challenges
remain [7]. There are regional variations when it comes
to mortality, service coverage and service utilization [8].
The out-of-pocket payments constitute a high proportion
(65%) of the current health expenditure [9].

Since its independence in 1991, Tajikistan has
embarked on health reforms to orient the health system
towards family medicine and PHC [10-14]. There have
been significant gains, for example, the share of pri-
mary care facilities offering family medicine increased
from 56% in 2010 to 70.1% in 2017 [15]. A positive asso-
ciation between expansion of the family medicine model
and health outcomes and service coverage has been
documented [13]. However, similar to other countries
of central Asia, Tajikistan faces challenges related to low
prestige in family medicine, lack of attraction for medi-
cal students to enter the discipline, scope of practice and
quality of medical education [12].

The “Strategy of public health protection of the Repub-
lic of Tajikistan for the period up to 2030” approved by
the Government of Tajikistan in 2021 (Decree No 414)
provides the latest policy direction towards PHC, with
the health workforce being an important component of
its framework of implementation under the family medi-
cine principle. The Joint Annual Review (in 2022) in the
first year of its implementation found that while there has
been an expansion in the health workforce, challenges
exist in terms of health workforce migration, geographi-
cal inequality, lack of doctors in some specialties, and
recruitment of graduates of higher professional medical
education institutions as per requirement [16].

To address the key gaps related to workforce in PHC,
the Health labour market analysis (HLMA) was initi-
ated by the Ministry of Health and Social Protection of
the Population of the Republic of Tajikistan (MoHSPP)
in collaboration with the World Health Organization
(WHO). This article presents the findings of the HLMA
in Tajikistan, with focus on family doctors as a critical
part of the PHC team, and describes the process of the
HLMA culminating into the development of the National
Health Workforce Action Plan. It provides lessons for
strengthening PHC teams in the European region and
particularly in central Asia.

Methods

Policy questions of the HLMA and research methodology
Before initiating the HLMA, three policy questions were
identified through a consultative process that involved
meetings with the Minister of MoHSPP and his team,
visits to facilities and discussions with health workers
and other stakeholders. The policy questions identified
are as follows: (1) Is the availability of health workers
enough to address the shortages in PHC? How can the
country attract health workers at PHC level? (2) What
is the situation and quality of postgraduate medical
speciality programme? (3) What is situation and qual-
ity of nursing education? [8]. The three questions were
assessed separately, using different methodologies. This
paper presents the results from the first policy question,
in which quantitative data analysis and review of second-
ary literature (reports, meeting proceedings, government
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policies, decrees and guidelines, journal articles, etc.)
were undertaken.

Application of the health labour market framework

The HLMA framework was used to guide the analysis
in Tajikistan (Fig. 1) [1]. Application of the framework
helped to understand the issues and bottlenecks in the
supply and demand of the health workforce. Data on
production, stock, availability, skill-mix, distribution of
the health workforce, and migration were assessed and
labour market flows and mismatches identified. Policies
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and guidelines were reviewed to provide context for the
above.

Process of the HLMA

A Technical Working Group on HLMA, consisting of
specialists from various technical units and medical insti-
tutions related to the health workforce was formed by the
Tajikistan Government to own and guide the process of
the HLMA (Table 1). Members of the TWG were respon-
sible for providing data related to their respective units.
The results of the HLMA were presented and validated
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Fig. 1 Health Labor Market Framework for Universal Health Coverage [1]

Table 1 Timeline of the process of the HLMA in Tajikistan. [8] Source: Table constructed from

Date/Month/Year Activity

October 2022

Technical Working Group on HLMA formed consisting of specialists from various technical units and medical institu-

tions. The TWG is chaired by the Head of the Department of Medical and Pharmaceutical Education, Personnel Policy
and Science of the Ministry of Health and Social Protection of the Population (MoHSPP). Other members represented
the Division of medical and pharmaceutical education, personnel policy and science, Division of Economy and Budget
Planning of Health and Social Protection, Republican educational and clinical center of family medicine, Republican
Center of Statistics and Medical Information, Republican Educational and Clinical Center of Nursing, Tajikistan State
Medical University named after Abuali ibn Sina, and the Republican Medical College

November 2022 to May 2023
December 2023 to May 2023
April 2023

Data collection, literature review, and data analysis
Regular meetings of the TWG to contribute and validate the analysis
High-level Policy Dialogue on "Human Resources for Health: Health Labour Market Analysis to inform policies." Partici-

pants included members of the HLMA Technical Working Group and representatives of the Ministry of Health, Ministry
of Labour, Migration and Employment of the Population, Ministry of Education and Science, Ministry of Finance, Ministry
of Economic Development and Trade, development partners, academic and post graduate institutions and WHO[17]

February 2024
February 2024

Launch of the HLMA Report

Workshop on developing the HRH Action Plan for the Republic of Tajikistan organized by MoHSSP. Representatives

of the Ministry of Finance, Economic Development and Trade, and Education participated
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during regular meetings of the TWG and finally during
the High-level Policy Dialogue held in April 2023 [17].
The HLMA report was launched and published in Feb-
ruary 2024 [8]. The HLMA report provided policy con-
siderations to address the emerging gaps, challenges and
opportunities, which were then developed into a National
Health Workforce Action Plan [8].

Data collection and analysis
The quantitative data for analysis for policy question
one were provided by the MoHSPP, with most of the
data covering the period 2014 to 2021. Data templates
were developed based on the themes of the HLMA and
the policy questions, and included data on education,
employment and wages, health labour market flows,
migration, and number of health workers, their distri-
bution and skill mix. All the data were disaggregated by
province (oblast), and when available, by occupation, sex
and age. The data were checked and verified in multiple
rounds. Data retrieved the health workforce numbers
from the public and private sectors. The data on doctors
identify 74 sub-occupations (including family doctors,
specialists and around 8% of nonmedical specialists).
Nurses constitute 79% of the data on allied health staff.
Densities for doctors, nurses, midwives and specialists
are calculated per 10 000 population; densities for medi-
cal graduates are calculated per 100 000 population.

Descriptive means such as percentages and ratios were
used for data analysis. Disaggregated analysis based on
province, occupation, sex and age was undertaken when-
ever such data were available. The inequality in the geo-
graphical distribution of family doctors was measured by
the Gini index and the Lorenz curve [18]. The literature
review provided the historical and political economy
context for the analysis and an overview of the existing
health workforce policies and their implementation. Data
quality was assessed during analysis by the research-
ers and data was validated through triangulation, which
included feedback from the TWG on the results.

The results of the analysis have been organized as per
the themes of the HLMA framework.

Ethical considerations

Permission was given by the MoHSPP to publish the
data. Confidentiality has been maintained in handling
the data. The contributors to the HLMA have been duly
acknowledged and given co-authorship.

Results

Development of family medicine in Tajikistan

The regulatory and legal foundations for development
of family medicine in Tajikistan were created soon after
its independence, followed by guiding documents and
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strategic plans (Table 2) [13, 19]. The decrees set up the
structure and roles of the health workforce under the
“Family Medicine Model”"

To ensure the availability of family doctors in the
beginning, the Republican Training and Clinical Center
of Family Medicine was set up (Fig. 2). It provides re-
training (6-month course) to other narrow specialists
to become family doctors, in addition to training family
health nurses.

Family medicine specialization was introduced in
medical universities in 2012. Initially only “Internatura”
in family medicine, a one-year residency after graduat-
ing from medical school, was offered [13, 20]. The Post-
Graduate Specialty Training (PUST) in Family Medicine,
with duration of two years, was introduced in 2013 [13,
20]. The PUST is more aligned with international stand-
ards, and its evaluations show that its graduates have
better clinical skills and theoretical knowledge than the
one-year residency [13, 20, 21]. Additionally, reforms in
undergraduate medical education have led to increases in
hours of clinical practice [13]. As the country expands its
medical specialisation programme, the purpose of the re-
training course needs to be assessed.

Family doctors and the overall health workforce situation
The findings below describe the situation of family doc-
tors within the larger context of the overall health work-
force in the country, in terms of availability, geographical
distribution, trends over the years, skill-mix, education,
and retention and recruitment.

Proportion of family doctors within the total number

of doctors in Tajikistan

Family doctors constitute 10.5% of the total doctors in
2021 in Tajikistan and are the largest category within the
total number of doctors. However, this is a lower propor-
tion than most countries in the European Region [22].
It is also variable across regions, with GBAO having the
lowest proportion (5.3%) (Fig. 3).

Availability of the health workforce

Nationally, the average density of health workers (doc-
tors, nurses, and midwives) in Tajikistan was 76 per
10 000 population in 2021[8]. This is 37% lower than the
WHO European Regional average [8]. The national aver-
age density of nurses, which includes family nurses (49
per 10 000 population) was a little more than half the
average in the WHO European Region [8].

The national average density of doctors in 2021 (21.0
per 10 000 population) is 43% lower than the WHO Euro-
pean Regional average for medical doctors (37 per 10 000
population) [8, 23]. The density of family doctors in 2021
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Table 2 Timeline and description of relevant decrees, laws and guiding documents providing institutional, regulatory and legal
foundations for development of family medicine in Tajikistan. Source: Table constructed by Authors from information from MoHSPP

Year Decree/Law

1998 Order of the Ministry of Health of the Republic of Tajikistan No. 236 of June 23, 1998 "On phased transition to the organization of primary health
care on the principle of general practitioner (family doctor) for the period 1998-2000"
In this Decree, for the first time the nomenclature of "general practitioner (family doctor)" was included in the medical specialties, the Republican
Center of Family Medicine was created, training of specialists on the basis of TSMU, IPDE RT and colleges began, the Regulations on the doctor
and nurse of general practice were approved

1998 Order of the Ministry of Health of the Republic of Tajikistan No. 411 dated 17.11.1998 "On approval of the Republican Center of Family Medicine"
on the basis of the Department of Family Medicine of the Institute of Postgraduate Education in Health Care of the Republic of Tajikistan, further
by the decision of the Board of the Ministry of Health of the Republic of Tajikistan No. 9-4 dated March 12, 1999 "Republican Center of Family
Medicine" was established, by the decision of the Board of the Ministry of Health of the Republic of Tajikistan No. 7-4 in 2004 it was renamed
to "Republican Training and Clinical Center of Family Medicine" and in 2014. By the Resolution of the Government of the Republic of Tajikistan
No. 148 dated March 3, it was included in the list of the network of institutions of the Ministry of Health and Social Protection of the Population
of the Republic of Tajikistan

2002 Resolution of the Government of the Republic of Tajikistan No. 525 of December 31, 2002 "On approval of organizational structure of primary
health care institutions" and Order of the Ministry of Health of the Republic of Tajikistan from 12.02.2003 N¢ 54 "On announcement and imple-
mentation of the Resolution of the Government of the Republic of Tajikistan N°525 from 31.12.2002. "On approval of the organizational structure
of primary health care institutions"

The 2002 Resolution changed the organizational structure of primary health care institutions. The new structure is as follows:
-City health centers;

-District health centers;

-Rural health centers;

-Family medicine centers;

-Family medicine outpatient clinics in the structure of city and district health centers;

-Emergency medical aid stations;

-Health houses in the structure of rural health centers;

-Health points in the structure of city and district health centers

2003  Order of the Ministry of Health of the Republic of Tajikistan Ne 370 from 29.08.2003. "On Approval of Standard Regulations on the City Health
Center, District Health Center, Rural Health Center and Health House"

2003 Guidelines for the management of PHC facilities, Dushanbe, 2003

2005 Order of the Ministry of Health of the Republic of Tajikistan N° 584 from 31.10.2005. "On approval of normative-legal documents of family medi-
cine"
This Order described the qualification characteristics of a general practitioner, general practitioner nurse, Regulations on a doctor and a general
practitioner nurse, Temporary staffing standards for family medicine specialists in primary health care institutions, and approximate report card
on equipment of primary health care institutions

2006  Order of the Ministry of Health of the Republic of Tajikistan No. 13 of 12.01.2006 "On development of general medical (family) practice"
A "Family Medicine Model" was approved, and for the first time a department for the study of family medicine problems was established
on the basis of the Republican Training and Clinical Center for Family Medicine

2006 Order of the Ministry of Health of the Republic of Tajikistan No. 98 of 27.03.2006. "On indicators, forms of primary medical documentation
and statistical reporting of health care institutions of the Republic of Tajikistan"

2007 Order of the Ministry of Health of the Republic of Tajikistan No. 595 dated 06.12.2007. "On the nomenclature of specialties and positions in health
care institutions of the Republic of Tajikistan"

2010 Law of the Republic of Tajikistan "On Family Medicine" (Resolution of the Government of the Republic of Tajikistan dated December 29, 2010, No.
676)

2011 Program for the development of family medicine in Tajikistan for 2011-2015. Resolution of the Government of the Republic of Tajikistan of July 1,
2011, No. 330

2014 Expanding the introduction of business planning at the level of primary health care institutions in all districts of the country, Order of the Minis-
try of Health and Social Protection of Population of the Republic of Tajikistan dated April 28, 2014, N° 243

2015 Order of the Ministry of Health and Social protection of population of the Republic of Tajikistan No. 840 of 3.10. 2015 "On Approval of Primary
Documentation Forms of Medical Institutions of the Republic of Tajikistan"

2015 Model Regulations on the management of the network of primary health care facilities in the district (city), approved by Order of the Ministry
of Health and Social Protection of Population of the Republic of Tajikistan No. 319 dated April 14,2015

2016 Order of the Ministry of Health and Social Protection of Population of the Republic of Tajikistan from February 3, 2016 N°57 "On the creation
of the register of specialists of family medicine"

2016 Strategic Plan for the development of primary health care based on the principle of family medicine for 2016-2020 in the Republic of Tajikistan,
Government Resolution of the Republic of Tajikistan N¢ 317 of July 31,2016

2017 Health Code of the Republic of Tajikistan, Resolution of the Government of the Republic of Tajikistan No. 374 of May 18, 2017

2021 Order of the Ministry of Health and Social Protection of Population of the Republic of Tajikistan No. 1213 dated 28.12.2021 "On approval
of the Regulation and qualification characteristics of a family nurse”

2021 Order of the Ministry of Health and Social Protection of Population of the Republic of Tajikistan No. 706 dated 12.08.2021 "On approval
of the sample equipment table for "City Health Center", "District Health Center" and "Rural Health Center"
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Table 2 (continued)

Year Decree/Law

2022 Order of the Ministry of Health and Social Protection of the Population of the Republic of Tajikistan No. 232 of 31.03.2022 "On approval
of the Regulation and qualification characteristics of a family doctor"

National Republican Training Center for Family Medicine

| ! | | |
Educational Educational Educational Educational et
Department Department Department Department S ucit onat
in Tursunzoda in Shahrinav in Rudaki in Rasht ) T/pidn?ceht
district district district district tn Vahdat city
Educational and Clinical Center of Family Educational and Clinical Educational and Clinical Center of Family
Medicine of Khatlon oblast Center of Family Medicine Medicine of Sughd oblast (Khujand city)
of GBAO (Khorog city) J J

nterdistrictUnitin
Istaravshan regio

Interdistrictnit o Interdistrictniti Interdistrictniti Educational Unit in Interdistrictnit in
Shahrituzregion Dangararegion Kulob region Panjakentcity Konibodomregion

Fig. 2 Structure of the Republican Training and Clinical Center of Family Medicine. Source: [19]
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Fig. 3 Proportion of family doctors within the total number of doctors across regions and nationally (2021) DRS Districts of Republican
Subordination, GBAO Gorno-Badakhshan Autonomous Oblast. Source: [8]

was 2.2 per 10 000 population (Fig. 4). This is much lower  for more than three times the population than should be
than most countries in the European region [22]. expected (Fig. 5).

The MoHSPP has set the norm of one family doctor
per 1200-1500 population (Order #584). However, in  Geographical distribution of the health workforce
2021 the national average was one family doctor per 4537  There is uneven distribution of health-care profession-
population. This means that there is one family doctor als, particularly of doctors, across the regions (Table 3).
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The lowest densities of doctors are in DRS and Khatlon,
followed by Sughd and GBAO. Nurse densities are less
skewed [8].

The regional distribution of family doctors shows while
Dushanbe continues to have the highest density of fam-
ily doctors (5.2 per 10 000 population) the distribution

in other regions varies from the above (Table 3). GBAO
has the lowest density of family doctors, followed by
Khatlon and DRS (Table 3). This uneven distribution is
also reflected when comparing in relation to the norms.
Population coverage by family doctor varies from one per
1908 people in Dushanbe to one family doctor per 8524



Abdullozoda et al. Human Resources for Health (2024) 22:63

Table 3 Density of total doctors and family doctors per 10 000
population across regions (2021). Source: [8]

Region Total doctors (per 10,000 Family doctors (per
population) 10,000 population)

Tajikistan 21.0 22

Dushanbe 644 52

DRS 12.8 15

Sughd 19.0 2.7

Khatlon 12.7 13

GBAO 223 1.2

DRS Districts of Republican Subordination, GBAO Gorno-Badakhshan
Autonomous Oblast

100

equality
80 Lorenz
60

40

20

Cumulative of family doctors

0 20 40 60 80 100
Cumulative population

Fig. 6 Lorenz curve of family doctors (2021). Source: Calculated
by authors from [8]

people in GBAO, per 7915 in Khatlon and per 6465 in
DRS (Fig. 5).

The Gini coefficient of 0.28 indicates subnational ine-
qualities in family doctors’ distribution (Fig. 6). This
shows, for example, that the population of Dushanbe
(12% of country’s population) has access to 29% of family
doctors in the country.

Health workforce growth and trends

The number of health-care workers has increased over
the years. However, the density of doctors nationally
has more or less remained stagnant over the last 7 years,
which is concerning [8]. There was a sharp decline in
Dushanbe in 2021 due to reorganization of territories
(Fig. 7). The findings on the rate of growth of nurse den-
sity are more optimistic [8].

Over the last 7 years, the density of family doctors
has declined by 21% [8]. The decrease has been more
severe in DRS (34%) and GBAO (32%). Sughd saw a 21%
decrease while only Khatlon had an increase (of 4%) [8].
This trend reverses gains prior to 2014, when the density
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of family doctors increased by 157% (2.5 times) between
2010 and 2014 [13].

Age and gender profile of the health workforce
The data on age and gender of family doctors could
not be accessed, however, the overall figures give some
insights. In 2021, 21.9% of doctors were over 55 years old,
which is lower than the WHO European Region’s aver-
age of 30% [23]. However, subnational distribution shows
that in GBAO (34.8%) and Sughd (30.5%), the proportion
of doctors aged 55 years and over is higher than the rest.
The proportion of women among doctors in Tajikistan
is 39%. It is lower than the average in the WHO European
Region of 48% (as of 2020) [23] and it has remained stag-
nant over the last 8 years. There are stark regional varia-
tions in the density of female doctors [8].

Skill mix

The national average ratio in 2021 of doctors to nurses
was 1:2.3, and for doctors to nurses and midwives was
1:2.6, which is similar to the average in the WHO Euro-
pean Region [8, 23]. Subnational analysis shows varia-
tions in the skill mix reflecting a shortage of doctors in
most regions [8]. At the PHC level, nurses lead 63.8%
of the facilities [8]. The expected ratio for family nurses
is one per 750 population, while the national average is
one per 1108 population [8]. This means that there is
one family nurse for more than one and a half times the
expected population. The gap is similar for midwives [8].

Medical education and training of family doctors

The number of medical and paediatrics graduates per
100 000 population for Tajikistan in 2022 was 16.7, which
is higher than the average in the WHO European Region
[8, 23]. In 2022, Dushanbe and Khatlon had the highest
densities of medical graduates, while DRS had the low-
est (WHO 2024). The number of medical and paediatrics
graduates has steadily increased over the last 8 years and
has doubled (a 105% increase) from 2014 to 2022 [8]. This
is higher than the central Asia (62%) and European (37%)
regional averages [23].

The situation with regards to family medicine train-
ing is markedly different. There has been a decrease in
the overall number of enrolments and graduates in fam-
ily medicine per 100 000 population from 2014 to 2022,
with annual fluctuations [8]. There are variations within
the courses that are offered (internship, residency and
re-training).

There has been a 54% decrease in the overall number of
enrolled students in family medicine from 2014 to 2022
and a 58% decrease in numbers that have graduated dur-
ing this period (Figs. 8, 9). However, when comparing the
three courses, the number of enrolments in the Residency
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Fig. 7 Density of family doctors per 10 000 population annually across regions (2014-2021) DRS Districts of Republican Subordination, GBAO
Gorno-Badakhshan Autonomous Oblast. Source: [8]
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Fig. 8 Number of students enrolled into the three family medicine courses (2014-2022). Source: [8]
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Fig. 9 Number of students graduated from the three family medicine courses (2014-2022). Source: [8]

programme (PUST) shows a 75% increase in enrolments
and 420% increase in graduates over the last 8 years, and
the re-training programme shows a sharp decrease (72%
decrease in enrolment and graduates) (Figs. 8, 9). The
data on internships show an 88% decrease in enrolments
and 25% increase in graduates from 2014 to 2022 (Figs. 8,
9).

Financing of medical education emerged as a possible
determinant of enrolments. Tajikistan has broadly two
kinds of education financing scheme: (i) a free education
scheme in which the costs of education are paid by the
State or Presidential budgets and (ii) a contract scheme
for which students have to pay for out of pocket. There
has been an increase in the number of medical students
under these schemes in the last 7 years. However, the
proportion of medical graduates under the free education
scheme has reduced between 2014 and 2022 [8]. Such
reductions would also have implications on the availabil-
ity of medical graduates for recruitment in the country’s
health system, as discussed in the next section.

Retention and recruitment

Recruitment

The data on recruitment of new medical graduates show
that over the years a higher proportion of medical gradu-
ates who studied under the free scheme were recruited
than those under the contract scheme [8]. However,
as the proportion of students under the free education
scheme decreases, so does the possibility of recruiting
more graduates [8].

Vacancies

The level of doctor vacancies (17%) is significant in the
country (Fig. 10). The vacancy of family doctors is even
higher, with 31% vacancy at national level. Khatlon
(56%) has the highest vacancy of family doctors, fol-
lowed by DRS (31%) and Sughd (27%).

Migration

Between 2020 and 2022, a total of 1308 doctors
migrated. There is greater migration of doctors from
Dushanbe, Sughd, Khatlon and DRS. Of the doctors
who migrated in the last 3 years, the highest propor-
tion (14%) was of family doctors (Fig. 11). A total of 186
family doctors migrated over the three years.

There is also some return migration. In 2022, several
doctors and nurses returned to the country and were
provided with employment. In comparison to outward
migration in 2022, inward migration was 15% [8].

Remuneration and working conditions

The average monthly salary in health care (US$ 95) in
Tajikistan is 34% lower than the average monthly sal-
ary in the country (US$ 143) (Fig. 12). While the basic
salaries for the health workforce in PHC are 23% higher
than for those working in hospitals, the overall sala-
ries of health-care workers are mostly lower than the
national average. Average hourly wages for doctors
and ambulatory medical staff (including nurses) were
also much lower than other countries in the region (as
recorded in 2011) [24]. In addition to low salaries, other
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challenges for family doctors at PHC level relate to high ~ Discussion

workloads, burden of reporting forms, and the referral
system [17].

Policies and incentives for health workforce retention

and recruitment

Over the years Tajikistan has introduced various incen-
tives for medical education and attracting and retaining
health workforce, particularly family doctors to rural and
remote regions and to PHC [25]. A few of the experiences
are summarized in Table 4 [8, 17].

The findings of the HLMA provide critical insights on
the availability, distribution, production, and retention
of family doctors within the larger context of the health
workforce issues in Tajikistan. Application of the HLMA
framework has helped to identify the bottlenecks in the
health labour market flows and the possible explanations
for them.

Efforts to rationalize the health care facilities network
had led to an increase in the number of PHC facilities
and 30% reduction of secondary level hospitals [26] and
there has been an increase in the number of health work-
ers availability and medical graduates in the country over
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Table 4 Policies and incentives for health workforce recruitment and retention. Source: Constructed by authors from [8]

Policies Experience

Salaries at PHC level 23% higher than Hospitals

A higher raise was passed for PHC workers in addition to a basic salary raise. Moreover, in 2006-2007,

two asymmetric increases in wages for family medicine were applied to attract and retain family
doctors. While this incentive succeeded in attracting medical professionals into PHC level in rural
areas, this may have also attracted narrow specialists to PHC, which may not be an optimum situa-
tion with regards to level of services being provided [17]

Assigning of land parcels

A recent initiative provided parcels of land to doctors to finance building their houses in regions

where there was a shortage of doctors. While the general feedback was that such incentives
do work, the shared challenge is the availability of number of land parcels that can be made avail-

Introduction of Presidential quotas for education

able in any particular area [17]. It was also discussed that it was difficult for subsidized districts to pro-
vide such incentives due to lack of resources and, therefore, they need to be introduced as national
programmes or schemes

Since 1997, presidential quotas were introduced for students coming from rural areas. This scheme
was particularly useful to attract female students who would then return to their district for service.

These quotas were also able to provide opportunities to students from rural areas who may other-
wise have experienced knowledge gaps compared with students graduating from the city

Ensuring budgetary seats

The free education scheme from the State and Presidential budgets also ensured that medical

graduates return to their region to work. For example, in Murgab there are 10 doctors who are work-
ing in their family district. At the High-level Policy Dialogue, it was suggested that budgetary seats
could be more effective in addressing health workforce shortages if they targeted districts that had
a particular need for health-care workers [17]

the last 7 years. However, this is not reflected in the rate
of growth in the density of doctors over the last 7 years.
There is inequitable distribution of the health workforce,
particularly of doctors across the regions.

The situation is more severe for family doctors work-
ing in PHC. There is a huge shortage of family doctors
when compared with norms, they have the highest
vacancy rate of all specialities and there has been a

decrease in the density of family doctors in the last
7 years. Family doctors also constitute the highest pro-
portion of specialists who migrate outside of Tajikistan.
The decline in density of family doctors/General Prac-
titioners [22] and migration of qualified health person-
nel is an issue in many countries of the WHO European
region particularly those in central Asia and adequate
motivational measures need to be implemented to
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prevent this [12, 27]. Additionally, the prestige and
professional identity of family medicine needs to be
improved to attract doctors to the family medicine spe-
cialisation [12].

Meeting expected norms in Tajikistan requires tripling
the current number of family doctors at the national level
but education data shows that the overall enrolments
and graduates in family medicine are decreasing. The
increases in enrolment for PUST in Family Medicine are
a positive sign and need to be promoted, as it aligns with
international standards and has the possibility to provide
high quality training and better competencies in fam-
ily medicine [13, 20]. Increasing the number of students,
particularly for family medicine, under the free education
scheme would lead to higher recruitment and contribute
to equitable distribution of the health workforce [28].

Although salaries in PHC are higher than in hospi-
tals, the overall health workforce salaries are lower than
the national average salary, which may be leading to de-
motivation, attrition, and migration of the health work-
force. The Government of Tajikistan has announced
a 40% increase in the basic salaries for all civil servants
(Decree No. 671) from July 1 2024 which will lead to
some improvements [29].

Within this context, nurses are playing a significant
role in ensuring coverage of services and providing PHC.
They lead 63.8% of PHC facilities which are mostly in
rural areas. They are assuming the responsibilities of
public health practitioners, midwives and managers, in
addition to their clinical care work. While this represents
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a major opportunity for increasing access to PHC, more
investments are needed to improve their professional and
education standards, remuneration, skills and scope of
practice [12]. In addition, training of family health nurses
provides an opportunity to strengthen multi-disciplinary
care and learning at the PHC level [3, 30]. The age pro-
file of health workers in Tajikistan is young which under-
scores the urgent need to invest and improve retention
efforts, taking into account that women constitute a sig-
nificant proportion of the health workforce.

The data on service utilization and forgone care suggest
that the shortages and uneven distribution of doctors
across regions affect availability of health services cov-
erage and health indicators, i.e., the regions with health
workforce shortages are also the ones showing lower ser-
vice utilization, which illustrates global evidence on the
same [31]. To overcome the challenges of retention and
recruitment of doctors, particularly of family doctors, so
that quality healthcare is provided to the population in
these areas, the HLMA proposed policy considerations
(Table 5). These policy considerations have contributed
to developing a National Health Workforce Action Plan
by the MoHSPP. Implementation of the Action Plan will
require political commitment, financial resources, strong
inter-sectoral collaboration, stakeholder management,
monitoring and evaluation plan, and cross-country learn-
ing of best practices. One of the limitations of the analy-
sis was that data disaggregated by age and sex were not
available for all occupations.
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Conclusion

The HLMA has identified both the positive features and
the challenges with regards to the PHC workforce in
Tajikistan. The policy considerations have contributed
to improving evidence-based planning for retention and
recruitment of the workforce in PHC, improvements in
medical and nursing education, and higher investments
in PHC and particularly in family doctors. Areas of future
research include assessments to guide the specific plans
for improvement, such as assessment of curriculum of
family medicine and nursing, and research to aid policy
development on issues arising from the analysis, such as
migration, retention, requirements of young and female
health workforce and so on. Investing in education,
recruitment and retention of the workforce development
will undoubtedly generate contributions to the economy,
decent employment, gender rights, societal health and
well-being in addition to health security [34]. Through
this process, Tajikistan has shown the way forward in
implementing the Central Roadmap for health and well-
being in Central Asia and the Framework for Action on
the Health and Care Workforce in the WHO European
Region.
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