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Summary

The Special Rapporteur on the right of everyonéht enjoyment of the highest
attainable standard of physical and mental healhed Tajikistan from 24 to 31 May
2012. During the visit, the Special Rapporteur adered, in a spirit of dialogue and
cooperation, how the country had endeavoured tdeiment the right to health and, in
particular, considered issues relating to the hesfstem and the financing, prevention and
treatment of tuberculosis and mental health.

In the present report, the Special Rapporteur camis& ajikistan for the significant
advances made in reducing poverty, increasing spgruh health and addressing maternal
mortality, as well as for its clear commitment ke trealization of the right of everyone to
the enjoyment of highest attainable standard ofjglay and mental health. In order for the
State to realize fully the right to health, howewe Special Rapporteur encourages the
Government to address a number of serious challeagd consider particular areas for
improvements in the health system and financingerculosis prevention, treatment and
control, as well as in mental health care and sesvi With a view to facilitating that
endeavour, the Special Rapporteur makes a numbiecofmmendations.
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Introduction

1. The Special Rapporteur paid an official visitTtajikistan, at the invitation of the
Government, from 24 to 31 May 2012. The purposthefvisit was to consider, in a spirit
of dialogue and cooperation, how the country hadeamoured to implement the right to
health and the measures taken for the successlidaton of that right.

2. During the mission, the Special Rapporteur pspécial attention to the health
system and health financing; tuberculosis and raiiig resistant tuberculosis; and mental
health. The Special Rapporteur visited Dushanbejdsid, Kulob, Rudaki and Vahdat.

3. The Special Rapporteur held meetings with se@overnment officials from the
Office of the President, parliamentary committead éhe Ministries of Foreign Affairs,
Health, Labour and Social Protection, Finance, dnodtice; the State Pharmaceutical
Certification Agency; and the Office of the Ombudsnfor Human Rights. He also held
meetings with representatives of civil society,emnfational organizations, development
partners, academics, legal experts and health gwiofeals. The Special Rapporteur is
grateful to the Government of Tajikistan for itwitation and full cooperation during his
visit. He also thanks all those who met with hirayg their time and cooperated with him
during the visit.

Right to health

Background

4, Soon after gaining independence in 1991, T4gkisvas engulfed in a civil war that
lasted five years. During that time, Tajikistan eredl a serious upheaval in its economy,
which resulted in widespread poverty. The healthhef population declined dramatically
during the conflict, as witnessed by the increasimdence of communicable and non-
communicable diseases, poor quality health seryiederfunded and deteriorating health
infrastructure, a lack of health workers, and fewtd access to health facilities, goods and
services, especially for the poor.

5. Since the cessation of the armed conflict, tliweBhment of Tajikistan has made
admirable progress in reducing poverty and rebngidhe country’s health system. The rate
of relative poverty declined from 83.4 per centli®99 to 51 per cent in 2069yhile
extreme poverty decreased from 42 per cent in 2@037 per cent in 2009.The
Government has also shown a laudable commitmenheth since the conflict, as
demonstrated by an increase in spending on hewliich doubled as a percentage of gross
domestic product (GDP) from 0.9 per cent in 200labmut 2 per cent in 2012. More
recently, budget allocations to health increasethbye than four times, from $37.3 million
in 2007 to $152.3 million in 2012. In addition, ké§tan has achieved the Millennium
Development Goal on improving maternal health. Tieternal mortality rate decreased

Ghafur Khodjamurodov and Bernd Rechel, Tajikistaealth System Review, European Observatory
on Health Systems and Policiéalth Systemsin Transition, vol. 12, No. 2, (2010), pp. xv.
Millennium Development Goals: Tajikistan Progr&eport, 2010, p. 13. Available from
www.untj.org/component/flexicontent/93-on-main-péit-millennium-development-goals-
tajikistan-progress-report.

3 World Bank, Tajikistan: Country Brief 2011. See wwwnidbank.org/en/country/tajikistan.
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from 97 deaths per 100,000 live births in 2003 6a24in 2009' The Special Rapporteur
commends the Government for these significant atk&im reducing poverty, increasing
spending on health and addressing maternal mertalite Government should continue its
efforts to reduce poverty and address health coscer

6. A lack of adequate primary health care, howekas, had a negative impact on all
aspects of health, in particular on maternal addninhealth. The situation is especially
severe in rural and mountainous areas, where maopl@ continue to lack access to basic
health-care services, particularly during the wimb®nths. This is a major concern, as up to
75 per cent of the population of Tajikistan liverimal and remote ared#ccording to data
compiled by the statistical agency of the office tok President received from the
Government, infant mortality rates (34 deaths p@60aQ live births) and mortality rates for
children under 5 years (43 deaths per 1,000 livihd)i are several times the average of the
European and Central Asian region (12 and 13 dqathd,000 live births, respectivelRy).
Children’s health also presents a great concerfaiikistan, especially the high rates of
malnutrition in children: 29.1 per cent are sturaed 12.5 per cent are wasteduring his
visit, the Special Rapporteur learned that the @auwent only funded 30 per cent of the
national immunization programme and relied on ddooding for the remainder. The State
should continue to make improvements in these dareasder to realize the right to health
for all people of Tajikistan.

B. International and national legal framework

7. Tajikistan is a party to a number of internaéibtreaties that recognize the right to
health, including the International Covenant on ri&muic, Social and Cultural Rights, the
International Covenant on Civil and Political Righincluding the first Optional Protocol
thereto, the International Convention on the Elmion of All Forms of Racial
Discrimination, the Convention on the EliminatiohAdl Forms of Discrimination against
Women, the Convention on the Rights of the Chililuding the first two Optional
Protocols thereto, the Convention against Tortume @ther Cruel, Inhuman or Degrading
Treatment or Punishment, and the International €otien on the Protection of the Rights
of All Migrant Workers and Members of Their Fam#lidn accordance with article 10 of
the Constitution adopted in 1994, internationalaleigpstruments that are recognized by
Tajikistan become a constituent part of its natidegal system.

8. The Constitution of Tajikistan contains a numbeprovisions relating to the right
to health. Article 38 establishes the right to treahre for all and to the protection of the
environment for the promotion of health. Article fpftects the right to life, including the
right to be not subject to forced medical or séfenexperiments, while article 17 ensures
equality before the law and the courts. Legislatiglating to the realization of the right to
health in Tajikistan includes the Reproductive Hedict (2002), the Psychiatric Care Act
(2002), the Emergency Services Act (2005), thedkcChild Nutrition (2005), the Act on
the Fight against HIV/AIDS (2005), the Act on Priten from Tuberculosis (2006), the
Act on Organ Transplants (2007), the Health Insceabaw (2008), the Law on Blood

Tajikistan Progress Report (see footnote 2), p. 77

WHO/Europe, Tajikistan: facts and figures. Avai@afsom www.euro.who.int/en/where-we-
work/member-states/tajikistan/facts-and-figures.

% See World Health Organization (WHO), World Hedtfatistics 2011 (Geneva, 2011), pp. 53 and 55.
Available from www.who.int/whosis/whostat/EN_WHS20Full.pdf.

WHO, “High food prices contributing to malnutrition Tajikistan”, 11 October 2011. Available from
www.euro.who.int/en/where-we-work/member-stateiftetan/news/news/2011/11/high-food-prices-
contributing-to-malnutrition-in-tajikistan.
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Donation (2009), the Act on the Medical and Soéiabtection of People with Diabetes
(2009), the Act on Restrictions on Tobacco Prod(2€l0), the Act on Drinking Water
(2010), the Act on Food Safety (2010), the Act arci8l Protection of People with
Disabilities (2010), the Act on Family Medicine @), the Act on Immunization (2010)
and the Act on Environmental Protection (2011).

lll. Health system and financing

9. An effective and integrated health system, enmassing health care and the
underlying determinants of health, that is respgndo national and local priorities and
accessible to all is fundamental to the realizatibthe right to healtA.The full realization

of the right to health also depends on the avditgluf adequate, equitable and sustainable
financing for healtf. Despite a 280 per cent increase in the healthditidgthe past five
years (according to data received from the Goventnadter the visit of the Special
Rapporteur), current Government expenditure ontlhéalT ajikistan (2 per cent of GDP) is
low by both international standards and when coeghdo the average of 5.7 per cent in
other former Soviet republics in 2030Moreover, only 6 per cent of the national budget i
allocated to health expenditure, which is well betbe average for developing countries in
Europe and Central Asia. Furthermore, in 2008,Kisfn spent only $10.6 per capita on
health, the lowest amount in the European-Centssia Aegion'! The estimated cost of
providing key health services in low-income couwgris, however, more than four times
higher, at approximately $44 per capftaDuring meetings with the Special Rapporteur,
Government officials acknowledged that spending haalth was too low. Increasing
expenditure on health to meet international stadgl@hould therefore be of the utmost
priority.

A. Primary health care

10. Many of the challenges that Tajikistan facesl@veloping its health system stem
from the Semashko health system model inheriteoh tfte Soviet Union. The model relies
on input-based financing and aims to provide a aeimnsive set of health services. It
traditionally focuses on infectious diseases aridespic preparedness, which require large
numbers of hospital beds and inpatient facilitiedfed by specialized health workers. This
results in the inefficient allocation of health élsmto secondary and tertiary health care, and
a health system that is unresponsive to the pdpuolathealth needs. It also leads to rigid
budgetary allocation among health facilities, athaxities may not be able to transfer funds
among facilities without transferring physical resmes, such as hospital beds and staff.
Investment is thus directed towards specializedpitals institutions, leading to the
underdevelopment of the primary health-care seetaress capacity at the secondary and
tertiary care levels, and the inefficient allocatmf health funds and resources.

8 A/HRC/7/11, para. 15.

9 A/67/302, para. 6.

10 world Bank, Health expenditure, total percentagébf. See
http://data.worldbank.org/indicator/SH.XPD.TOTL.ZS.

11 Khodjamurodov and Rechel, Tajikistan: Health SysReview (see footnote 1), p. 133.

12 WHO, World Health Report 2010: Health Systems Fairegr The path to universal coverage
(Geneva, 2010), p. 22. Available from www.who.irtiM2010/en/index.html.

13 John L. Mikesell and Daniel R. Mullins, “Reforming det Systems in Countries of the Former
Soviet Union”,Public Administration Review, vol. 61, No. 5 (2001), p. 556.
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11. States have a core obligation to ensure thsfaaton of minimum essential levels

of the right to health, including available and essible essential primary health cHre,

which is customarily defined as essential healtie tased on practical, scientifically sound
and socially acceptable methods and technology raadersally accessible to individuals
and families in the community through their full rpapation and at a cost that the
community and country can affottl.

12. The primary health-care sector in Tajikistama&s, however, underdeveloped and
underfunded, in part because primary care faglitie not feature a large volume of health
system inputs (such as for hospital beds, costljicatequipment and staff), which largely
determine the amount of funds allocated to heahbilifies by the Government.
Consequently, the primary health-care sector isnofterceived as providing poor quality
services and thus underutilized. For example, tbee@ment estimated in 2005 that up to
80 per cent of people bypass primary health cadegandirectly to hospitaf$.Moreover,
there is a shortage of trained primary health-garekers in Tajikistan. A variety of factors
contribute to this deficit: the traditionally lowasus of primary health-care workers within
the health sector; the fact that general pracgtiomeceive less pay than specialists; and the
absence of family medicine as a medical specialfidjikistan until only recently.

13. The Special Rapporteur was pleased to notehbaBovernment acknowledges the
above-mentioned shortcomings and has embracednefar address them. According to a
joint annual review for 2011 conducted by the Minjisof Health and the Ministry of
Finance provided by the Government, qualificatiomggeneral and family medicine are
now offered at State medical institutions, and dctmay be certified as family
practitioners following a six-month retraining pragime. Furthermore, basic benefits
packages comprising basic medical services provigegrimary health-care facilities have
been introduced in three pilot districts. Tajikisthould increase investment in the primary
health-care sector and ensure that expendituresalthhdoes not disproportionately favour
expensive curative health facilities, goods andises that benefit only a small sector of
the populatiort®

Health financing reforms

14. In order to address the cases of inefficierasulting from the country’s highly
centralized finance systems, the Government beden process of decentralization
following independence. As a result of this procelealth funds from the central
Government are now disbursed directly to the fieaniepartment of each provincial
administration, and provinces have greater dismmetn formulating local district health
budgets. In this way, district and local governmseste able to respond more dynamically
to population concerns and to bring health expengliinto line with local health needs and
preferences’ Like many other former Soviet republics, howedacentralization was not

14

15

16
17

18
19

Committee on Economic, Social and Cultural Rightsiegal comment No. 14 (E/C.12/2000/4), para.
43.

See the Declaration of Alma-Ata of the Internasib@onference on Primary Health Care, held in
Alma-Ata from 6 to 12 September 1978.

Khodjamurodov and Rechel, Tajikistan: Health SysRawiew (see footnote 1), p. 99.

Rifat Ali Atun et al., “Introducing a complex hé&alinnovation: primary health care reforms in
Estonia”,Health Policy, vol. 79, No. 1 (Elsevier Ireland Ltd., 2006), g|9-91.

E/C.12/2000/4, para. 19.

World Bank, Benefits and Challenges of Decentribpa2011. Available from
http://go.worldbank.org/23F15SL5I0.
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accompanied by a coherent strategy to raise loealagerial competené®For example,
the Special Rapporteur learned during the visit tha resistance of certain Government
entities to the efforts made to increase the lefeliscretion and amount of funds pooled at
the province level was due to concerns relatingtremsparency, accountability and
managerial competence. While commending Tajikistarhaving initiated the process of
decentralization, the Special Rapporteur urge€itnernment to increase local stakeholder
involvement in health-related decision-making in@dance with the right to health, and to
build the capacity of local authorities in order &msure efficient and transparent
management of health funds and resources.

15. In order to increase funds for health, redusteod-pocket expenditures for the poor
and promote access to health facilities, goodssandces, the Government has introduced
two pilot programmes: a fee-for-service programme236 health facilities, and a basic
benefits package in eight districts. Out-of-poakgbenditures, namely payments for health
goods and services made at the point of servideedg] including informal or "envelope”
payments, are prevalent throughout the health syste Tajikistan. Such expenditures
accounted for 66.5 per cent of total spending @ithén 2010, a large percentage of which
for expenditure on pharmaceuticdisOut-of-pocket expenditures for health goods and
services have a disproportionate impact on the,pgbo must pay a larger proportion of
their income on health goods and services thanr gihients. As a consequence, poor
households may experience financial difficultiesl ampoverishment, which discourages
many from seeking health care in the first place.

16. The fee-for-service programme allows healthlifees to charge a fee set by the

State for certain hospital services. The prograrhaweresulted in an increase in revenue for
participating institutions, as well as an increasethe salaries of doctors, which has

partially curbed the “brain drain” and financed tlpeirchase of advanced medical

equipment in participating hospitals. Increasesramenue under the programme have,
however, been witnessed mostly in wealthy distrip@rticularly in Dushanbe. The vast

majority of institutions have not seen the sameelitm Moreover, increases in doctors’

salaries have been inconsistent, even in partioig#iospitals. Forty per cent of all revenue
from the programme remains in the department irchvitiis collected, and the departments
that experience the greatest increases in revemaeruthe programme are highly

specialized.

17. The basic benefits package was designed tddaerdkee access to primary health-
care services for all and free hospital servicecéutain groups, while others pay a formal
co-payment. According to information provided bye ttGovernment, the categories
exempted of payment include the poor and indivislweith particular medical conditions
with important public health consequences and/peeted high health care costs, such as
tuberculosis and diabet&sPatients who are not exempt but have a referah fa primary
health-care worker pay 30 per cent of the averagé af the required health service, while
those without a referral pay 70 per c&nEven though free primary health care under the
programme is meant to be subsidized largely by Stete through a specific budget
allocation, such an allocation has not been inaudethe health budget, and funding for
free primary health care has relied primarily onds collected by means of co-payments

20

22

23

Carl Afford and Suszy Lessof, “The challenges afsition in CEE and the NIS of the former
USSR”,Human resources for health in Europe (New York, Open University Press, 2006), chap. 11.
See http://apps.who.int/nha/database/StandardRésiaaspx.

Health Policy Analysis Unit and Ministry of HelaltTajikistan, The Basic Benefit Package and
Patient Financial Burden at the Hospital Level: Resafter 15 months of implementation, September
2009, p. 6.

Ibid.
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made for hospital services. This creates a probbeTause revenue from such co-payments
is earmarked for improving the quality of healthrvges by securing an increase in
doctors’ salaries and raising the material and nieeth capacity of health facilities.
According to a joint annual review for 2011 prouidey the Government (see paragraph 13
above), in 2011, only 27 per cent of funds collddtem co-payments were allocated to the
salaries of health-care workers. The programmésas anderutilized because of poor public
awareness and a lack of understanding among hesdéhworkers, and has thus been
ineffective in increasing access to primary healihe services for the poor.

18. Both the fee-for-services and the basic benmitkage programmes have failed
significantly to reduce out-of-pocket expendituriesjuding informal payments. They have
not substantially increased access to hospitaicGEnfor the poor either. Even though the
poor and other vulnerable groups are meant to bempk from fees under both
programmes, they are still required to producertficate issued by a local commission in
order to obtain free services. During the visig 8pecial Rapporteur heard reports that, in
practice, the poor are often unable to obtain sugtificates for various reasons. The fee-
for-service programme is also being extended tudemore health facilities and, in some
instances, fees are charged for primary health-sareices. This is a cause for concern,
because it will lead to an increase in out-of-pdekeenditure, which may result in further
underutilization of primary health-care serviceatigularly among the poor.

19. In 2011, pursuant to the national health sestimtegy for the period 2010-2020, an
inter-agency technical working group on health ficiag reached an agreement to
implement a pilot programme in 2013 involving theofing of health funds at the province
level in Sughd province. Pooling funds for healtltovas for the cross-subsidization of
financial risks associated with health care betwdiffarent groups across large populations
and the transfer of health funds from the wealthyhie poor and the healthy to the sick.
Under the pilot programme, primary health carednhedistrict would be funded from the
province pool on a per capita basis through loasaks supplemented with national tax
revenues in order to ensure equity between distrieinds for primary health care would
be allocated to the basic benefits package, pnogidi much-needed funding source for it.
National tax revenues from the pool at the provitesel would be allocated to hospital
facilities on a case-based payment rather tharherhtspital-bed based method currently
used. At the time of the visit, the programme waspended owing to a number of concerns
expressed by various stakeholders. The Special dReqp urges the Government to
address these concerns urgently with a view toémpghting the pilot programme in Sughd
province.

C. Health-care quality and access to remedies

20. The prevalence of informal payments in Tajiists due in large part to the small
salaries paid to doctors and other health-careepsidnals. The Special Rapporteur learned
during his visit that the average monthly salany doctors is approximately $85 and $50
for nurses. Small salaries also contribute to tberpquality of health services, often
resulting in medical negligence, which is a criticencern throughout Tajikistan and
contributes to a lack of public trust in the headtystem and the medical profession in
general. Many health-care workers are poorly tiirend qualified professionals often
choose to work abroad, attracted by higher wagesbatter working conditions, which
contributes to a high turnover rates throughoutrteslical profession. According to data
received during meetings with Government officiette Government has increased salaries
for doctors and other health-care professionals5B9 per cent since 2007. This is,
however, insufficient, given that salaries werdiatly extremely small; in 2007, monthly
salaries for health-care workers were as low as $h2 Special Rapporteur urges the
Government to increase substantially salaries fmtats and other health-care workers in
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order to improve the quality of health services aaduce the prevalence of informal
payments throughout the health system. The qualfitynedical education in Tajikistan

should be significantly improved and standards khdwe developed and implemented to
ensure uniform qualifications throughout the hea#htor.

21.  The right to health requires that everyone hmoaess to quality health care and that
the State provide a healthy environment. The ldckppropriate mechanisms to deal with
any possible unjustifiable medical error (namehgse due to negligence or malpractice)
not only denies those directly affected the compgos to which they should be entitled,
but also prevent the State from identifying probd¢impatterns. It also prevents States from
taking measures that could prevent repetition ghamistakes, which, in undermining the
quality of available health care, would constitatgiolation of the right to health. Anyone
who is a victim of medical negligence or malpraetghould thus have access to effective
judicial or other appropriate remedies at the matiolevel and should be entitled to
adequate reparation, such as restitution, compensaatisfaction or guarantees of non-
repetition®* The health system in Tajikistan, however, suffessn a lack of remedies and
accountability for medical malpractice, which fugtterodes the public’s trust in the health
system and the medical profession. During his \vibi¢ Special Rapporteur met with a
number of individuals with serious complaints riglgtto poor treatment resulting from
medical negligence. In each case, the relevaniatids had not adequately investigated
their complaints and the people affected lacke@dssdo remedies under the law. In that
context, the Office of the Human Rights Ombudsnmamajikistan has an important role to
play in addressing these concerns. According toirfermation received, however, the
Office has to date lacked sufficient capacity aad hot adequately fulfilled its mandate in
this regard. The Special Rapporteur urges the Govent to take immediate steps to
ensure that victims of medical negligence and naaljice have access to appropriate legal
remedies, including compensation for physical amdtenal damages, and that the system
set up also provides information allowing authestito detect and address problematic
patterns.

Prevention, treatment and control of tuberculcsis

22.  Atrticle 12, paragraph 2 (c) of the InternatioGavenant on Economic, Social and
Cultural Rights requires States to take measuregréoent, treat and control diseases,
which includes an obligation to prevent, treat aodtrol tuberculosis. The right to health
also requires States to ensure that good qualigtthéacilities, goods and services are
available and accessible to all on a non-discritoityabasis, and in particular to those
belonging to vulnerable or marginalized categofieReople living with tuberculosis are
vulnerable as a result of stigmatization and distration, poverty and the greater
likelihood that they are members of groups thatatherwise vulnerable, such as people
living with HIV, migrant workers and people livingh remote areas. The Special
Rapporteur stresses the fact that States are eglgidgrensure that health-care workers are
trained to recognize and respond to the specicls®f vulnerable or marginalized groups,
including people living with tuberculosts.

23. The Government of Tajikistan has acknowleddred tuberculosis poses a serious
challenge to the country. The rate of tuberculpsévalence in Tajikistan (350 per 100,000

24 EJC.12/2000/4, para. 59.
% |bid., para. 43 (a).
%6 |bid., para. 37.
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10

people¥’ is very high compared with average levels in otligh-burden countries (222 per
100,000 peoplef and much higher than the regional average (170.p@/000 peopléey.
Tajikistan remains one of 27 countries with a higlmden of multidrug-resistant
tuberculosis, with 13 per cent of all new casesulferculosis and 54 per cent of all
retreatment cases having multidrug-resistant tubesis* Furthermore, only 3 per cent of
all newly notified cases of tuberculosis were téd@r multidrug-resistant tuberculosis in
20103* Approximately 4 per cent of all cases of tubersidoin Tajikistan have a co-
infection with HIV 3 which is also a major concern that makes it diffidco lower the
death rate from tuberculosis.

National tuberculosis programme

24.  Efforts to prevent, treat and control tubersidan Tajikistan are funded largely by

international donors. As a result of significantreign assistance, the capacity of
laboratories and polyclinics has been strengthesmuie have been provided with the latest
technology, including advanced diagnostic equipmebespite annual increases in State
allocations, however, the State still does notcalte sufficient funds to meet the country’s
needs in the prevention, treatment and controlubtrtculosis. As a result, Tajikistan is

overly dependent on external funding, which cotictaten the sustainability of efforts to

prevent, treat and control the disease in the cpunt

25. A number of factors contribute to the high ademce of tuberculosis and its multi-
drug-resistant forms in Tajikistan: the underdepetent of the primary health-care system;
the less than comprehensive detection and incomplgtection of health information at
the primary health-care level; the shortage oftheadre workers in rural and remote areas;
inadequate infection control and treatment in prisothe interruption of prisoners’
treatment on their release; a lack of coordinatimtween the State and the health
authorities of neighbouring countries to ensureeascto treatment services for migrant
workers; and the stigmatization and discriminatdrpeople living with tuberculosis. The
Special Rapporteur commends the Government forngawnplemented a pilot Directly
Observed Treatment Short-course (DOTS) programme0®2, and for subsequently
extending it to all provinces and districts in 200¥2010, the Government also established
a national tuberculosis control programme to combatlti-drug-resistant types of
tuberculosis.

26.  Under the national tuberculosis control progremprimary health care is intended
to be the main level of detection for tuberculostampleting diagnostics and sputum

27

28

29

30

31

32

33

TB country profile, Tajikistan, 2011,available rino
www.who.int/gho/countries/tjk/country_profiles/emdiex.html.

Global Tuberculosis Report 2012 (WHO, Geneva, 2012) (available from
www.who.int/tb/publications/global_report/en/), ..

Ibid.

Ibid., p. 23.

Global Tuberculosis Control 2011 (WHO, Geneva, 2011) (available from
www.who.int/tb/publications/global_report/2011/erg) 36.

RuhSona ASurova, Cooperation between HIV and TB eesvn the Republic of Tajikistan: Scope,
divisional manager, preventive treatment, NatigkXl@lS Centre, Ministry of Health of the Republic
of Tajikistan (Almaty, May 2010), slide no. 18. Alable from
www.pptsearch365.com/tajikistan.html.

Project HOPE, “Using Incentives to Improve Tubdwosis Treatment Results: Lessons from
Tajikistan, March 2005, p. 8. Available from
http://donate.projecthope.org/site/DocServer/Propél Tajikistan_TB_case_study.pdf?dociD=158.
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collection at the primary health-care level in tmenmunity promotes early case detection,
which lowers transmission rates, results in befiesith outcomes and reduces costs to
patients who would otherwise incur transportatiod accommodation expenséssiven,
however, that the primary health-care sector inikis@an is underfunded and
underdeveloped, primary health-care workers tendefer patients suspected of having
tuberculosis to specialists rather than providacbhdmgnostic services, such as collecting
sputum and conducting smear microscopy tests. tordance with the right to health,
diagnostic services should be available in the canity in order to promote early
detection and ensure universal access, particularlyhe poor and people living in rural
and remote areas. The Special Rapporteur therefm@urages the Government to continue
to develop the primary health-care system and tegnating tuberculosis detection efforts
fully into primary health-care services.

27. Interrupted access to medicines for poor angiphlly isolated populations in the
DOTS programme remains a major concern. The righhaalth requires that health
facilities, goods and services be physically andnemically accessible to everyone
without discrimination, including socially disadiaged group$: The law requires that
treatment services and medicines for tuberculosismade available free-of-charge in
Tajikistan® According to health-care providers and personadiwith tuberculosis in four
districts of the country, however, the cost of tealare is the main obstacle to access to
testing and treatment for the disedseCosts include out-of-pocket expenditure on
treatment services, medicines, transportation amrmal payments to health-care
workers® High transportation costs limit physical accessdovices provided at treatment
centres, including primary health-care facilittt$he inability to afford or to have physical
access to appropriate and uninterrupted treatneeritiberculosis has been shown to lower
detection and adherence rattsvioreover, in many cases, improper or interrupted
treatment leads to the development of drug-redistains of tuberculosis, such as multi-
drug-resistant tuberculosis and extensively-drigistant tuberculosis. Treatment services
and medicines for the latter forms are more caatlg less readily available than those for
standard tuberculosis, the duration of treatmegitmens are significantly longer, treatment
side effects are more severe, and treatment sucaégss are substantially low&rThe
greater financial burden associated with the treatnof such forms of tuberculosis is not
only borne by people living with tuberculosis, lalgo by the State.
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Stop TB Partnership and TB and Human Rights Taskef-dnaberculosis and Human Rights,
working document on tuberculosis and human rigitai{able from
www.stoptb.org/assets/documents/global/hrtf/BrieftraPnote%200n%20TB%20and%20Human%2
ORights.pdf), p. 3.

E/C.12/2000/4, para. 12 (b).

WHO/United Nations Development Programme (UNDP)i&e of tuberculosis control in the
Republic of Tajikistan (WHO, Denmark, December 20@8ilable from
www.euro.who.int/__data/assets/pdf_file/0015/128WIHO_TB_Mission_TJK_April-2010-
pdf.pdf), p. 7.

Raffael Ayé et al., “Patient’s site of first accésdealth system influences length of delay for
tuberculosis treatment in TajikistarBjoMed Central Heath Service Research, vol. 10, No. 10
(2010), p. 10.

See Raffael Ayé et al., “Household costs of illndgsng different phases of tuberculosis treatnient
Central Asia: a patient survey in Tajikistan”, ibidol. 10, No. 18 (2010).

F. Tediosi et al., “Access to medicines and oysarfket payments for primary care: evidence from
family medicine users in rural Tajikistan”, ibidol. 8 (2008), pp. 109-116.

See Pirom Kamolratanakul et al., “Economic impdtberculosis at the household level”,
International Journal of Tuberculosis and Lung Disease, vol. 3, No. 7 (July 1999).

See WHOGIobal Tuberculosis Control 2011 (see footnote 31).
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B.

Tuberculosis and migrant workers

28.  According to some estimates, 620,000 Tajikkeits are migrant workers and one in
every four households reports a family member ivedlin labour migration. Tajik migrant
workers are vulnerable as a group owing to theterofirregular legal status in host
countries, the poor working and living conditiot®y endure and their limited access to
affordable health services. In some cases, Tajksgl with tuberculosis migrate for work,
and subsequently lack access to treatment servide host country. In other cases, Tajik
migrant workers contract tuberculosis in the hostintiry and have no access to the
necessary testing and treatment tHér®ligrant workers living with tuberculosis are
particularly vulnerable because of the stigma dased with the disease, the likelihood that
they may lose their jobs if their status is revdaknd the threat of deportation from their
host country.

29. Migration increases the risk of transmissiorutferculosis, particularly if migrants
originate in countries with high rates of prevaleficThe high costs associated with the
treatment of tuberculosis abroad coupled with pmeareness of disease prevention and
transmission further increases the incidence otreidosis among migrant workefs.
Studies have also shown that tuberculosis treatraglhierence rates among migrant
workers are lower than for other groupé\s a result, migrant workers constituted 10.2 per
cent of newly registered cases of tuberculosis djikigtan in 2007 The right to health
requires States to pay particular attention to vallnerable and marginalized groups,
including migrant workers, in national health stgies!’ The Special Rapporteur therefore
urges the Government to take concrete steps towanthressing the heightened
vulnerability of Tajik migrant workers to tubercsis, including through targeted
interventions and cooperation with host countries.

Tuberculosis in the penitentiary system

30. Tuberculosis among prisoners is a matter oditgrencern in Tajikistan. The State
has an obligation to ensure the enjoyment of thktrio health of prisoners by, inter alia,
refraining from denying or limiting their access health service¥ Moreover, prisoners
living with tuberculosis are a particularly vulnbla as a result of the stigma associated
with the disease and their complete dependencecoess to health facilities, goods and
services. In 2008, the DOTS programme was fullyléngented within the penitentiary
system and access to testing and treatment fordulosis improved. Treatment for multi-
drug-resistant tuberculosis has been availablerisops since 2009. The prevalence of
tuberculosis and multi-drug-resistant tuberculdsis not, however, decreased significantly
since the implementation of the programme. Thederte of tuberculosis and mortality

42 Christopher Gilpin et al., “Exploring TB-Related Knledge, Attitude, Behaviour, and Practice
among Migrant Workers in Tajikistan”, Hindawi Pufling CorporationTuberculosis Research and
Treatment, vol. 2011, p. 1.

43 José Figueroa-Munoz, Pilar Ramon-Pardo, “Tubesisilcontrol in vulnerable groupBulletin of
the World Health Organization. Available from www.who.int/bulletin/volumes/860%-
038737/en/index.html.

44 See Gilpin, “Exploring TB-Related Knowledge” (seethote 42).

4 Xu Weiguo et al., “Adherence to anti-tuberculdsisatment among pulmonary tuberculosis patients:
a qualitative and quantitative studyioMed Central Health Services Research, vol. 9, No. 169
(2009), p. 3.

46 WHO/UNDP, Review of tuberculosis control (see faxie 36), p. 13.

47 E/C.12/2000/4, para. 43 (f).

48 |bid., para. 34.
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rates in prisons was 15 and 30 times higher, réispdg than in the general populatiéh.

A lack of timely testing and treatment in the penttary system exacerbates the burden of
tuberculosis in prisons. In some cases, treatntantssas late as six to eight weeks after
detectio®® Moreover, during his visit, the Special Rapportiarned that the prevalence
of tuberculosis in prisons rose from 165 in 20072.9® in 2011, and that the prevalence of
multi-drug-resistant tuberculosis dropped onlytdlig from 22 in 2010 to 19 in 2011. The
Special Rapporteur was also informed that the peeca of HIV/tuberculosis co-infection
in prisons rose from eight cases in 2010 to 210012 and that the prevalence of multi-
drug-resistant tuberculosis was 44 during the ffrg¢ months of 2012. The Special
Rapporteur urges the Government to take concrefes ¢b increase the availability and
accessibility of testing and treatment for tubewsid in prisons.

31. The penitentiary system lacks an effective maoimg system and integrated

electronic database to keep records of prisonatgegently released prisoners living with
tuberculosis in order to ensure continued treatnugain transfer inside the penitentiary
system or after release from prisdriThe transfer of prisoners living with tuberculosis
inside the penitentiary system and a lack of coatitbn between prison and local health
authorities thus results in interrupted treatmerd eaises the risk of multi-drug-resistant
tuberculosis among prisoners, former prisoners thedgeneral population. The lack of
accurate medical records may also prevent healttkes® from providing appropriate

treatment for prisoners living with tuberculosis avlare transferred or released from
prison®? Moreover, lack of accurate information concernithg tuberculosis states of

prisoners is an obstacle to effective infectiontoarin prisons. The obligation of the State
to prevent, treat and control disease includes rémponsibility to use and improve

epidemiological surveillance. The Special Rappartalis on the Government to ensure an
appropriate monitoring and medical records systateivised and implemented within the
penitentiary system in order to prevent any inteinn of treatment for current and former
prisoners living with tuberculosis.

Stigma and discrimination

32. The Special Rapporteur is seriously concernbduta the stigmatization and

discrimination associated with people living witlibérculosis and HIV/tuberculosis co-

infection in Tajikistan. During his visit, the SpalcRapporteur was repeatedly informed
that the stigma surrounding tuberculosis was aifsignt concern and that people living

with HIV/tuberculosis co-infection had occasiondtlgen denied treatment for tuberculosis
in certain facilities. Stigma and discriminatiorscthurage people living with tuberculosis
from seeking testing and treatment, which in tumpedes prevention, treatment and
control efforts.

33.  Stigmatization in Tajikistan is rooted in pguublic awareness of the prevention and
transmission of tuberculosis. The Government shthddefore increase its efforts to raise
public awareness through mass, social and otheramddhe Special Rapporteur was
pleased to learn that, in some instances, the @mant had involved people living with
tuberculosis and those who had recovered from ifeade in awareness-raising campaigns
along with other stakeholders, civil society andigieus leaders. The participation of
affected communities is central to the realizatidrthe right to health and is necessary to

Tajikistan Progress Report (see footnote 2), p. 86.

WHO/UNDP, Review of tuberculosis control (see fatén36), p. 41.

RuhSona ASurova, Cooperation between HIV and TB &es\n the Republic of Tajikistan (see
footnote 32), slide no. 37.

WHO/UNDP, Review of tuberculosis control (see faiée 36), p. 7.
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ensure sustainable and effective prevention, treattnand control of tuberculosis in
Tajikistan. The Government should ensure the righpeople living with the disease to
have personal health data treated with confidetytiahcluding information concerning
testing and treatment. Ensuring the right to camfidhlity promotes the utilization of
testing and treatment services by those who mighérwise fear stigmatization. The
Special Rapporteur therefore urges the Governnoefaicilitate meaningful participation of
people living with tuberculosis and other relevstatkeholders in all aspects of prevention,
treatment and control efforts, and to protect tlyhtrto confidentiality in testing and
treatment information in order to reduce the stitimadion of and discrimination against
people living with the disease.

Mental health

34.  Given that mental health is an essential compbaf the right to the enjoyment of
the highest attainable standard of health, theeSthould ensure that good quality mental
health facilities and goods and services are availaaccessible and culturally appropriate
for all. The obligation to fulfil the right to hellrequires the State to adopt and implement
a national public health strategy and plan of actiohich includes promoting and
supporting the establishment of institutions prowd counselling and mental health
services?® Moreover, the Principles for the Protection of $oes with Mental lliness and
the Improvement of Mental Health Care support tightrof every person living with
mental iliness to be treated and cared for, agggvossible, in the community in which he
or she lives?

35. In 2005, Tajikistan signed the Mental HealthcReation and Action Plan for
Europe, which called upon States Members of theld\idealth Organization (WHO) to
establish mental health policies, programmes agibliion based on current knowledge
and considerations regarding human rights, in dtatsan with all stakeholders in mental
health®® Tajikistan still lacks a comprehensive nationarphddressing mental health. The
Law on Psychiatric Care of 2002, the primary lawegaing the provision of mental health
services in Tajikistan, has not been fully implemeenand many of its provisions are
outdated. During his visit, the Special Rapporigas pleased to learn that the Government
was considering amending the law and adopting @malt mental health strategy. He
encourages the Government to move promptly towdrdsadoption of the strategy and a
comprehensive mental health policy based on tha tig health and to ensure the active
and informed patrticipation of all relevant staketesk, including people living with mental
illness, in the decision-making process.

Mental health financing

36. During his visit, the Special Rapporteur ledrtieat Tajikistan currently allocates
only 1.5 per cent of the health budget to mentallthe There is no separate budget line
item for psychiatric care in the health bud¢eThis may indicate low prioritization of

mental health in the country. By one estimate, letiddiocations for mental health cover
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E/C.12/2000/4, paras. 36 and 43 (f).

General Assembly resolution 46/119, principle )7 (1

Mental Health Declaration for Europe: Facing thel@mges, Building Solutions, WHO European
Ministerial Conference on Mental Health, Januar@2(EUR/04/5047810/6), para. 4.

WHO and Ministry of Health, Tajikistan, WHO-AIMReport on Mental Health System in the
Republic of Tajikistan, Dushanbe, 2009 (available
fromwww.who.int/mental_health/tajikistan_who_aimsport.pdf), p. 10.
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only 30 to 50 per cent of the actual needs of nidmalth facilities, and 70 per cent of the
facilities do not receive funding for the procuremef equipment or municipal service
payments’ International donor funding has also been genenafiavailable for mental
health, which exacerbates the funding and resahogtage. The Special Rapporteur urges
the Government to increase funding for mental hesilibstantially as a matter of priority,
and to allocate a greater proportion of mental thefainds and resources to community-
based mental health facilities and services.

37. Moreover, the existing mental health physig#taistructure in Tajikistan is in
disrepair and in need of substantial rebuilding.if@to limited public funding, many
psychiatric care facilities are unable to undertaken the most basic repaifsThe Special
Rapporteur is concerned at the poor conditions @ntal health facilities, which often
include a lack of basic sanitation and hygiene.riygiene and lack of drinking water and
food have contributed to the deteriorating physibablth of hospitalized patierts.
Prolonged electricity shortages are common, anémtatin some psychiatric hospitals
have died owing to deficient heating systems dutheg winter®® Mental health facilities
should be fitted with the necessary physical resggiand equipment to meet basic sanitary
standards and the diverse needs of people livinth wiental illness. The Special
Rapporteur urges the Government to take immeditpssto improve sanitation and
hygiene in mental health facilities and to addmsgsical infrastructure problems.

38. Inadequate budget allocation to mental heathdeverely restricted the availability
and accessibility of culturally acceptable and gqadlity mental health facilities, goods
and services. The mental health system in Tajikistelies too heavily on the
institutionalization of people suffering from melni#ness, including children, in mental
hospitals, which make up the vast majority of thental health infrastructure. Indeed, 84
per cent of all Government spending on mental hegties to mental hospitdfsThe
Government has started to reduce the number ofthbseds and to emphasize outpatient
treatment in accordance with other health secformes. There are, however, no functional
community health services available in the mengadlth field in Tajikistart? During his
visit, the Special Rapporteur learned that commydnétsed facilities were unable to obtain
licenses to operate owing to an outdated and mefit licensing system. Community-
based treatment allows people living with menthleits to remain in their communities
while receiving treatment. It involves the partatiion of the community in treatment and
rehabilitation, and is more cost-effective thanaitignt treatment and hospitalization.
Moreover, community-based treatment will contribsignificantly to the reduction of the
stigmatization of mental illness in Tajikistan. Ti8pecial Rapporteur calls upon the
Government to take concrete steps to establish aottyrbased treatment facilities and
services for people living with mental illness iccardance with international medical and
human rights standards.

Pharmaciens Sans Frontieres Comité Internati®@®&FCl), Assessment of psychiatric institutions in
the Republic of Tajikistan (2006), slide 15.

Hamid Ghodselnternational Perspectives on Mental Health (London, Royal College of
Psychiatrists, 2011), pp. 208, 210.

Ibid., p. 208; PSFCI, Assessment of psychiatrititunsons (see footnote 57), slide no. 13.

PSFCI, Assessment of psychiatric institutions {eeénote 57), slides 14, 16; Ghodsternational

Per spectives on Mental Health (see footnote 58) p. 210.

WHO, WHO-AIMS Report (see footnote 56), p. 5.

Ibid., p. 12.
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B.

Psychiatric medicines and quality of mental hdth care

39. Under the right to health, States have an atiig to provide access to safe,
efficacious and affordable medicines, and to ensuch access for vulnerable populations.
Psychiatric medicines, such as antidepressantsaatigsychotics, are, however, rarely
available in mental health facilities, particulaily poor and remote communities. The
situation became particularly acute after the iovi of free psychotropic treatment was
discontinued in 2016 As a result, there has been an increase in salfeation and the
use of traditional healeféShortages in psychiatric medicines have also isegaut-of-
pocket expenditures for patients, who must paydriglsts for treatment when they are not
made available free of charge in mental healthlifesi®®* The widespread shortage of
psychiatric medicines has further distanced psychi@nd the treatment of mental illness
from mainstream medicine, disproportionately affegpeople living with mental illnesses.
This is in contrast to those who suffer from phgkiitiness, for whom health goods and
services are comparatively more accessible. Thei@peapporteur urges the Government
to improve the supply of psychiatric medicines jiKistan through the adoption of laws
and policies that ensure that safe, efficacious @fatdable medicines are available for
people living with mental iliness.

40. The primary factor limiting the availability gbod-quality mental health services in
Tajikistan is the lack of qualified mental healtlorkers. There are only 1.8 psychiatrists
per 100,000 people in Tajikistdh,which is extremely low when compared with the
situation in other countries in the regidmoreover, there are almost no psychologists and
social workers in the countfy.Only 2 per cent of training for medical doctorsiah per
cent for nurses is devoted to mental he3ltAs a result, there is a complete lack of
psychosocial staff working in outpatient facilitiesommunity-based psychiatric inpatient
units and mental hospitél$The shortage of qualified mental health workersvisn more
acute in rural and remote areas, where psychmtast four times fewer than in urban
areas® Moreover, given that mental health workers are adequately remunerated,
younger medical professionals are reluctant to warknental healtd* Ten per cent of
mental health workers leave the country within fixgars following graduation to pursue
higher paying position& The situation is more serious in the penitentsystem. During
his visit, the Special Rapporteur learned thatpghison health system does not have any
trained mental health workers on staff and rel@s,a consultancy basis, solely on one
doctor trained in mental health. The Special Rajguorurges the Government to raise
salaries for mental health workers, to develop turtilly incentive structures to promote
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Alisher Latypov, “Healers and psychiatrists: trensformation of mental health care in Tajikistan”,
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WHO, WHO-AIMS Report (see footnote 56), p. 10.
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WHO/Europe and Ministry of Health Tajikistan, MahHealth Policy and Strategy, Republic of
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mental health work and retain mental health prédesds, and to improve working
conditions in mental health facilities.

41. Coupled with the lack of mental health workansl severe shortages in psychiatric
medicines, the poor quality of existing mental Heakrvices results in a system that fails
to serve even the most basic needs of people livitgmental iliness in TajikistarPeople
living with mental illness are often subject to trasits or seclusion as part of their
treatment: 8.2 per cent of patients admitted torémublican psychoneurological hospital
and 6 to 10 per cent of patients in community-bgs®athiatric inpatient units were found
to have been restrained or secluded at least ‘Bmiespite international principles holding
that physical restraint or involuntary seclusiom@dld be employed “only when it is the
only means available to prevent immediate or immirtearm to the patient or other¥”.
Prevention, detection, diagnosis and monitoringneital illness are also lacking at the
primary health-care level. Primary health-care woskdo not receive training in mental
health; for this reason, many mental illnesseshsag depression, go undetected at the
primary health-care levé?. This deficit further contributes to the mental ltiedourden in
Tajikistan and increases system-wide costs by nfailto prevent more expensive,
specialized hospital care.

Discrimination, abuse and informed consent in mntal health care

42.  The Special Rapporteur was distressed to legarts of abuses perpetrated against
people living with mental illness in mental heaftttilities in Tajikistan. These include
reports of sexual violence against patients by aldmalth workers and other patients, and
acts of humiliation whereby patients were givencotics and forced to perform for
hospital staff and other patients. Such acts, bstntiated, amount to egregious violations
of the right to health and infringements on thenitigand autonomy of people living with
mental illness. The Special Rapporteur calls upbe tSovernment to investigate
immediately these reports, to implement safegutzdsrevent the abuse of people living
with mental illness, and to ensure that all pegiets of abuse are held accountable under
the law.

43.  The stigmatization of and discrimination agajyeople living with mental iliness in
Tajikistan are a serious concern. Stigma and fedrsorimination discourage people living
with mental illness from seeking treatment for febeing identified as mentally ill. Their
families are reluctant to participate in commurbgsed programmes because of the stigma
attached to acknowledging that a family member éntally ill within the community. In
some cases, families choose to abandon family mesmbéng with mental illness in
mental health facilitie€ A family’s primary objective is often to disassai itself from
the stigma rather than seek appropriate treatmenttlie family member. Stigma
surrounding mental iliness is further generated pegpetuated by the registration system
of people who receive treatment in mental healtfilifees. The Special Rapporteur learned
that registration information is shared with em@is; educational institutions and other
State agencies. In some cases, the availabilisuoli information results in discrimination
against people living with mental illness, despiite requirement envisioned by the Law on
Psychiatric Care on the confidentiality of mentabhh records. The right to be free from
discrimination based on health status is a corepom@nt of the right to health. The
registration system, as it is currently implementagdermines the right to have personal

3 bid., p. 15.

" General Assembly resolution 46/119, principleddra. 11.
S WHO, WHO-AIMS Report (see footnote 56), p. 6.

8 WHO/Europe, Tajikistan: Mental Health (see footnpid.
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health data treated with confidentiality and infiés on the dignity of people living with
mental illness. The Special Rapporteur urges thee@unent to eliminate the stigma
associated with mental illness through public awass and education campaigns, and to
review its mental health registration system byesasing its impact on the rights of people
living with mental illness.

44.  During his visit, the Special Rapporteur obsdrthat patients were admitted to
mental health facilities and received treatmenhatit their explicit and informed consent,
even though it is required by law in Tajikistan. drvisit to a mental health facility, the
Special Rapporteur was informed that the consemelafives of those living with mental
illness was accepted as a substitute for the congdéhe patients themselves. This problem
is compounded by the implementation of the Law eycRiatric Care, which results in the
characterization of involuntary admissions as emecy hospitalizations rather than
involuntary oneg’ Moreover, people living with mental iliness ardeaf not informed of
their health condition or diagnosis, nor involveddiscussions about treatment plans nor
given the opportunity to request alternative psathi examinatiori® The right to health
requires that the informed consent of all those pbssess legal capacity be obtained prior
to the administration of medical treatment. Sequtime informed consent of people living
with mental illness is fundamental to respect fdweit personal autonomy, self-
determination and human dignity. Adults, includithgse living with mental iliness, are
presumed to possess legal capacity and thus haveégtit to consent to, refuse, or choose
an alternative medical interventihlnvoluntary admission and treatment should only be
allowed in exceptional circumstances, subject tecdjg and restrictive conditions,
respecting best practices and applicable intematistandard®. The Special Rapporteur
calls upon the Government to ensure that the inddrmonsent of all people living with
mental illness is obtained prior to admission inteental health facilities or the
administration of treatment.

Mental health of women and domestic violence

45.  According to one estimate, up to 50 per centvofmen in Tajikistan experience
physical, psychological or sexual violence pergettaby their husbands or other family
memberg$! Tajikistan has no comprehensive health strateggdtiress the negative impact
of domestic violence on physical and mental heafttwomen. Doctors and health-care
workers are not trained to screen and documerdnoss of domestic violence. Tajikistan
also lacks a functioning cross-referral system betwhealth facilities and support services
to protect victims of violenc®. As a result, the limited number of programmes tiféar
psychological counselling and temporary protectom not sufficiently integrated into the
health system and fail to cover the majority of vesrin need® Women from rural and
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remote communities, who account for the majorityvoimen in Tajikistari! are especially
vulnerable owing to their limited access to heddtbilities and services when compared
with their urban counterpartsln accordance with to the right to health, Taji&sshould
take special measures to protect the physical amtahhealth of women who are victims
of or at risk of violencé®

46. The Special Rapporteur is concerned about temdra correlation between high
rates of domestic violence against women and rilngls of suicide among women and
young people in Tajikistan. The gender ratio foiciske in the Sughd region is one to one
male to female, as against the four to one malenmle ratio in developed countri&s.
According to WHO, gender-based violence is a sigaift predictor of suicide in woméh.

A survey in Tajikistan found that 70 per cent ofrmen who had suicidal thoughts and 70
per cent of those who had attempted suicide repa@x@eriencing physical violence from
their husband® Another study found that women from families timatieve a woman
should be beaten if she talks to a man who is metadive are twice as likely to be suicidal
than those from other famili@sThe societal perception that domestic violenca [sivate
family matter is also a driving factor in femaleicsde and impairs the ability of mental
health workers to assess and treat victims of dbeneslence appropriately. Other
factors affecting the incidence of suicide in Tegian include forced marriage, child abuse
and regressive notions of gender rdfeShe lack of mental health services and early
detection of mental iliness at the primary healiheclevel contribute substantially to this
problem.

47.  Following her mission to Tajikistan in 2008¢tspecial Rapporteur on violence
against women, its causes and consequences, poiatetthe lack of a protective
infrastructure and practices by law enforcement g@mdicial bodies as a reason for
underreporting of violence against women in the nto?® Health professionals are
nonetheless required by law to report cases of dbineiolence to law enforcement
authorities in Tajikistan. While reporting requirems are professedly protective, they
infringe upon a woman'’s right to have personal thedata treated with confidentiality, and
generate and perpetuate stigma surrounding victindomestic violenc&: Reporting is
also thought to deter some women from seeking fielp health service¥. Furthermore,
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such laws have a chilling effect on the provisidmental health services. Mental health
workers fearing criminal prosecution may be unwilito treat victims of domestic
violence, and victims of violence may be deternexinf seeking mental health services out
of the fear of public exposure and further domeatitise. These laws thus restrict the
availability and accessibility of mental health\éees and expose women to a greater risk
of suicide. Health workers should therefore notrbgquired by law to report cases of
domestic violence to law enforcement authoritielse Bpecial Rapporteur encourages the
Government to consider adopting a legal regimeithatotective of victims, enabling them
to quickly obtain protective orders, and that imédégs counselling and treatment for
negative physical and mental health outcomes iagutom domestic violence.

Conclusions and recommendations

48. The Special Rapporteur notes with appreciation theprogress made in

Tajikistan since the cessation of civil conflict in1997. In particular, the Government

of Tajikistan should be commended for having signi€antly reduced poverty in the

country and for having recently initiated health setor reforms. The Special

Rapporteur encourages the Government to continue lath sector reforms in

accordance with the right to health, to ensure uniersal access to good-quality health
facilities, goods and services for all. In that caext, the Special Rapporteur notes with
appreciation the Government’'s communication after I visit that a plan of action had

been prepared for the implementation of his recommadations, and encourages the
Government to ensure effective participation of ciik society and community

representatives in the implementation and monitorig of the plan.

49. The Special Rapporteur recommends that the Governent of Tajikistan, with
regard to its health system and health financing:

(@) Increase national budget allocations for healthto ensure adequate,
equitable and sustainable financing for health;

(b) Reduce excess capacity at the secondary and tiary care levels,
including by addressing excess staff, hospital bedsid medical equipment;

(c) Redirect resources towards and increase fundinfpr the primary health-
care sector;

(d) Increase investment in training of general pratitioners and family
doctors, including through the expansion of educatinal concentrations in general
medicine, and to develop a comprehensive benefita incentives programme to
encourage individuals to pursue such training;

(e)  Continue to develop and refine programmes sucas the fee-for-service
and basic benefits package programmes to reduce oaof-pocket expenditures,
particularly for the poor;

) Raise public awareness and understanding amonbealth workers of
health financing reforms in order to increase theireffectiveness;

(@) Implement the pilot programme to pool funds inSughd province as a
basis for developing a national pooling system comiging mandatory, progressive
prepayments, such as taxes and insurance contribotis, based on the ability to pay, in
order to reduce out-of-pocket payment for health ad ensure access to good-quality
health facilities, goods and services;

(h)  Continue to increase salaries for all health-a& workers.
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50. The Special Rapporteur urges the Government to cander the following
recommendations in its efforts to prevent, treat ad control tuberculosis:

(@) Increase funding for tuberculosis prevention, reatment and control in
order to ensure sustainability of the national tubeculosis programme;

(b) Integrate testing and treatment services for therculosis fully into the
primary health-care sector;

(c)  Ensure that testing and treatment for tuberculsis are available free-of-
charge, including all incidental goods and serviceas required by national laws, and
that such services are physically accessible forral and remote populations;

(d)  Ensure, in cooperation with international donos, the availability of the
most up-to-date diagnostic services, including drugusceptibility testing for multi-
drug-resistant tuberculosis;

(e) Protect the right to confidentiality to persona health data for people
living with tuberculosis, particularly information concerning testing and treatment;

) Coordinate with receiving countries to ensuretiat migrant workers have
uninterrupted access to testing and treatment foruberculosis both in Tajikistan and
during their stay in host countries;

(g) Ensure timely access to testing and treatmenbf tuberculosis for all
prisoners and implement a monitoring and medical reords system within the
penitentiary system in order to, inter alia, preven interrupted treatment for prisoners
and former prisoners living with tuberculosis;

(h) Implement public awareness and education campagins about the
prevention and transmission of tuberculosis with aview to reducing the stigma
associated with the disease, and informing peopldaut the importance of testing and
treatment.

51. With regard to the area of mental health, the Speal Rapporteur recommends
that the Government of Tajikistan:

(@) Adopt a comprehensive mental health policy anglan of action based on
the right to health, and to ensure the active andhformed participation of all relevant
stakeholders, including people living with mental liness, in the decision-making
process;

(b) Increase budget allocations for mental healthni the national health
budget substantially and to allocate a greater proprtion of mental health funds and
resources to community-based mental health faciliéis and services;

(c)  Establish community-based treatment facilitiesand services for people
living with mental illness in accordance with intenational medical and human rights
standards;

(d)  Improve sanitation and hygiene in mental healtHfacilities and to address
existing shortcomings in physical infrastructure;

(e) Develop a national procurement and pricing potiy to ensure that safe,
efficacious and affordable medicines are availablend accessible for people living
with mental illness;

) Establish incentives for health-care workers tqursue a career in mental
health, especially in rural and remote areas, inclding substantial increases in salaries
for mental health workers;
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() Expand evidence-based training for mental hedit at education
institutions, particularly for psychologists and pgchosocial workers;

(h)  Implement mechanisms to investigate reports odbuse of people living
with mental illness in mental health facilities, toimplement safeguards to prevent such
abuse, and to ensure that perpetrators of such abasare held accountable under the
law;

0] Implement public awareness and education campgns to eliminate
stigmatization of and discrimination against peopldiving with mental iliness;

0] Strengthen the protection of the right to confdentiality with regard to
personal mental health records;

(k)  Review the mental health registration system inorder to assess its
impact on the rights of people living with mental liness;

0] Ensure the informed consent of all people livig with mental iliness is
obtained prior to admission into mental health fadities or the administration of
treatment;

(m) Develop a comprehensive system to respond to rdestic violence,
including through the implementation of community-based programmes that provide
women, particularly in rural and remote areas, with counselling and support services
and respect their right to confidentiality. Such programmes should also include
training of doctors and other health-care workers @ domestic violence and
appropriate treatment of victims of domestic violere.




