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INTRODUCTION 
Early childhood is seen as the most important phase of development, affecting health, 

welfare and productivity throughout life. Social determinants such as poverty, limited 

access to services, unsatisfactory living conditions, poor maternal education and 

malnutrition mean that many children never reach their full potential. Increasing access 

to quality child's health, development and protection at family, community and 

institutional levels can play an important role in ensuring equality for vulnerable groups, 

and improving health and wellbeing throughout life. However, infants and children are 

inherently vulnerable: they cannot protect themselves, and do not have the capacity for 

self-defence. Therefore, it is important for all childhood services to work with isolated 

children and their families.1 

 

The influence of services provided at home extends far beyond newborn survival: 

international experience, based on evidence, suggests that home visit programmes can 

play an important role in strengthening physical health and development, educational 

attainment and economic productivity up to adulthood, especially among vulnerable 

populations. Thus patronage services can balance the inequality caused by systematic 

“differences in health and welfare that are not only unnecessary and avoidable but, in 

addition, are considered as unfair and unjust”,2 and effective patronage care can 

contribute to developing a healthier and more productive generation. 

 

Home visits have been used for at least 100 years as a strategy for providing services to 

improve the health and wellbeing of families.3 Home visits have also led to a decline in 

mistreatment and abuse of children, a reduction in smoking and alcohol consumption 

during pregnancy, increased breastfeeding rates, a reduction in subsequent pregnancies, 

increased parental participation, and higher family incomes.4 

 

The Centers for Disease Control and Prevention (CDC), and the preventive services at 

community level group, reviewed 25 studies on home visits and noted: “there is strong 

evidence to recommend visiting families at home to reduce child abuse.” 

 

Analysis of the cost-effectiveness of patronage care at home found that cost-effectiveness 

is higher when the programme is aimed at those at high-risk, but the programme would 

be cost-effective even if aimed at people at low risk. 

 

Analysis of the cost-effectiveness of home visit programmes for families at risk of child 

abuse and neglect of children in the United Kingdom found that expenditure in areas 

where these took place, including the cost of combating cases of abuse, was much smaller 

than in areas where activities were not carried out (£3874 and £7120 respectively). A 

                                                           
1 UNICEF, “Note on Reaching Marginalized Children and their families”, PPP handbook, 2011,  
2 P. Frenz and J. Vega, “Universal health coverage with equity: what we know, don’t know and need to know”, 2010 
3 Kitzman, H., Olds, D. L., et al. “Enduring effects of nurse home visitation on maternal life course: A 3-year follow-up of 

a randomized trial”, JAMA, 19 April 2000. 284(15): 1983-1989. 
4 CDC Task Force on Community Prevention Services. First reports evaluating the effectiveness of strategies for 

preventing violence; early childhood home visitation, 3 October 2003, MMWR 



6 
 

small randomized controlled trial of home visits for mothers with low incomes in centre 

of a city in the United States showed a low level of serious illness and accidents requiring 

hospitalization among the beneficiary groups, leading to $27.31 of savings per month on 

medical expenses per child in the target group ($55.60 per month) compared to children 

in the control group ($82.91 per month) (Hardy and Street, 1989).5 

 

Home visits give service providers opportunities to: 

• Prevent child abandonment 

• Evaluate the safety of the child’s environment 

• Provide a certain degree of confidentiality and flexibility 

• Evaluate and improve the quality of attachment and links between the infant 

or young child and the parent/carer, and reduce the possible risk and emergence 

of attachment disorders 

• Facilitate the development of sensitive parenting, responsive to affective 

signals about the emotions and needs of the child 

• Convince parents to refuse to use corporal punishment against children 

• Suggest other approaches to child care that cause the child less harm from a 

physical and psychological point of view, but also in terms of their 

development. 

 

 

 

 

 

Therefore, patronage care during pregnancy (prenatal) and during early childhood is an 

important strategy for reducing inequality and improving health and care for 

children, so that they can reach their potential. 

 

Main aims and tasks of patronage care at home: 

• Consulting to fully care for infants and children in their families and contribute to 

strengthening their health; 

• Revealing their needs and taking actions in response to the risks and vulnerabilities 

revealed; and 

• Revealing the positive aspects of families and approaches based on assets’ 

 

However, fulfilling the above requires the healthcare workers who make the home visits 

(patronage) or patronage workers to be qualified and highly professional.6 

                                                           
5 Hardy JB, Street R. “Family support and parenting education in the home: An effective extension of clinic-based 

preventive health care services for poor children”. J Pediatr. 1989 Dec; 115(6):927-31 
6 Engle, P. L., Fernald, L. C. H., Alderman, H., Behrman, J., O'Gara, C., Yousafxai, A. et al. (2011). Strategies for reducing 

inequalities and improving developmental outcomes for young children in low-income and middle-income countries. The 

Lancet, 378, 1339-1353. 

Patronage (French for observation, guardianship) is a method of work by 

therapeutic and prophylactic institutions, the main objectives of which are 

carrying out health and prevention activities at home. 

форма работы лечебно-профилактических организаций, основными целями 

которой являются проведение на дому оздоровительных и 

профилактических мероприятий.  
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In several countries, patronage nurses conduct home visits to provide services aimed at 

promoting health and development in families with young children. However, their 

training, their specific responsibilities and the very title of their jobs are different in 

different countries. 

For example, healthcare professionals whose work focuses on child health visiting are 

called: 

• Health visitor – UK, Denmark & Norway 

• Child health nurse – Sweden 

• Public health nurse – America, Canada, Ireland 

• Child & family health nurse – Australia 

• Plunket nurse – New Zealand 

• Social nurses – Belgium 

• Lady health visitors & Lady Health Workers– Pakistan 

• Patronage nurse – Serbia, Kosovo 

In order to accommodate the changing needs of the population,7 in some countries 

(including Kyrgyzstan), family nurses operate. They are responsible for the whole family 

and all age groups, so their role is characterized by more general objectives, unlike the 

role of patronage nurses, who are primarily mandated to promote the health of young 

children. 

In addition to patronage, there is active visiting of homes in Kyrgyzstan. 

 

 

 

 

1. THE CURRENT SITUATION WITH REGARD TO OBSERVATION OF CHILDREN 

IN PRIMARY HEALTHCARE 
Primary healthcare is the level that provides multidisciplinary primary healthcare to the 

population, including children in specific territories, by providing them with affordable, 

quality healthcare and prevention services. 

Primary healthcare consists of four categories of healthcare facilities: 

I. Rural Health Points or midwifery primary health care point (RHPs).  

II. Family Doctor Groups (FDGs). 

III. Family Medicine Centres (FMCs).  

IV. General Practice Centres (GPCs). 
 

                                                           
7 WHO Europe (2006). Report on the Evaluation of the WHO Multi-country Family Health Nurse Pilot Study. Copenhagen: 

WHO Europe. 

Active visiting (active) – repeat visits by doctors / nurses to unwell persons 

at home at the initiative of the doctor 
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Rural Health Points (RHPs) are a subdivision of Family Doctor Groups that provide 

primary healthcare to a given population. RHPs serve small village with populations 

between 700 and 3,000 people. They are overseen by FDGs. The RHP staffing complement 

is comprised of a Feldsher (Head of the RHP), nurses, and auxiliaries. 

Family Doctor Groups (FDGs) are a subdivision of Family Medicine Centres, and 

provide primary healthcare to the population, including children. FDGs may be physically 

located within a FMC or in a separate settlement. FDGs serve villages with populations 

of more than 3,000 people. 

 

In some regions, there are legally independent FDGs: the medical assistance provided to 

children in these facilities is the same as that provided by FDGs under FMCs. 

 

Family Medical Centres (FMCs) are state healthcare institutions that provide healthcare 

to the population at outpatient level, and coordinate the activities of Family Doctor 

Groups and services that provide specialized primary healthcare. 

 

FMCs are made up of several FDGs, the number of which depends on the population size. 

RHPs are part of FMCs. FMC staff include physicians of various specialties, family 

doctors and nurses. The FMC provides services such as X-ray, ultrasound, endoscopy, 

laboratory work and other analysis. 

General Practice Centres (GPCs) are state primary healthcare facilities that provide 

certain types of inpatient care.8 GPCs are created where the population of a territory is 

between 6,000 and 25,000 people and where the geographic location is hard to access and 

remote (because of international borders, high altitude, roads closed in certain seasons, or 

climatic conditions). GPCs provide primary healthcare to the population, including 

children, through RHPs/FDGs: in practice services are similar to the model described 

above for RHPs/FDGs/FMCs. 

Sixty-four FMCs and 28 GPCs provide Kyrgyzstan’s population with primary 

healthcare, under which 694 FDGs, 17 legally independent FDGs and 1,026 RHPs 

operate (as of 1 January 2016). 

FDG family doctors are also assigned RHP populations: that is, they visit RHPs in 

accordance with a schedule. FDG medical personnel include family doctors (the FDG 

clinical director), mid-level and junior staff. The clinical head of the FDG monitors the 

work of FDGs and affiliated RHPs. District FMCs/GPCs oversee the work of all FDGs. 

All FMCs/GPCs work under the principle of family medicine, except 19 FMCs in 

Bishkek, where despite the fact that medical personnel have “Family Medicine” 

certificates, the doctors graduated from the paediatric faculty and work as paediatricians, 

                                                           
8 Ministry of Health Order 243 “On Confirming the Model Regulations for General Practice Centres” of 22 May 2008. 
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physicians or obstetrician-gynaecologists, and nurses are also specialised in paediatrics, 

general nursing or obstetric and gynaecological nursing. 

Under Ministry of Labour and Social Protection Order 229 of 17 November 2006, in a 

five-day working week, doctors and nurses at FDGs have a working day of seven hours 

and 12 minutes. At the discretion of the employer, business hours are as follows: three 

hours allocated for receiving patients and three hours for home visits (including house 

calls due to illness), and weekend shifts. 

The Order approved “Temporary Staff Standards for Medical and Other Personnel of 

Family Medicine Centres”. Article 1.4 of the Standards sets a quota for medical personnel 

at the FDGs/FMCs for seeing 308 children per month;9 the figure is the same for nurses 

as well. One paediatrician serves 700 children. 

Article 2.4 of the Order “Model Regulations for Family Doctor Groups (as a Structural 

Subdivision of FMCs and GPCs)” states that “Taking into account the sex and age 

composition of the population served, the caseload of a family physician varies from 

1,000 to 2,500 persons in a mixed population.”10 The caseload for one FDG family doctor 

is 205 persons per month. 

For each full-time equivalent family doctor there should be 1.5 family nurses. 

 

The caseload for a family doctor is calculated based on KIF forms ( Clinical Information 

form) (form number 039/u) completed for each inspected child (patient) at the practice, 

on call or actively visited at home, as well as the list of examined healthy children, 

according to the “Card registration counter for cases completed in one visit” (Form 039-

6/u). 

 

However the work of patronage nurses and active home visits cannot be traced because 

there is no accounting and reporting documentation that records home visits by nurses to 

children. In the legal documents there is no clear caseload set for FDG nurses and the 

nurse’s caseload is not calculated. 

 

1.1 Personnel 

Family healthcare in Kyrgyzstan is provided by 1,633 family doctors (2.7 per 10,000 

population, while in 2014 there were 1,707 (2.9 per 10,000). 

 

At FDG level, of 3,376.5 budgeted doctor positions 3,020 are taken by 2,160 physical 

individuals, meaning that 89.4 per cent of places are filled, and each doctor has an average 

of 1.3 full-time equivalent (FTE) positions. 

 

 

                                                           
9 Ministry of Health Order 653 “On Family Medicine Centres” of 29 December 2010; Ministry of Health Order 354 “On 

Confirming the Methodological Guidelines for Payment for Labour” of 8 July 2011 
10 Ministry of Health Order 54 “On Organizing Primary Healthcare Assistance” of 12 February 2011 
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The lowest proportions of filled doctor places in FDGs are mainly found in facilities in 

remote districts: Chong Alay (11.1% filled with 0.0 FTE places – that is, there are no key 

workers); Alay (48.6% and 1.2); Kara Kulja (73.8% and 1.3); Ak Suy (58.3% and 1.4); 

Talas (59.7% and 1.5); Manas (72.4% and 1.3); Toguz Toro (68.3% and 1.0); and Sulukta 

town (63.3% and 2.4). 

 

In Talas town, despite the fact that 100 per cent of doctor positions are filled at FDG level, 

there is a high proportion of multiple position holding – 2.4 (there are only 7 physical 

persons covering 17 FTE positions). In Bakay Ata and Panfilov districts, the coefficient 

of multiple position holding is 1.7, while in Bishkek, Karakul town and Jumgal district 

the figure is 1.6. 

 

Of 7,125.75 FTE positions for nursing personnel at FDG level, 6,955.25 are taken. by a 

total of 6,225 physical persons. Thus 97.6 per cent of places are filled and each nurse has 

an average of 1.1 FTE positions.  

 

Despite the high proportion of places filled, the multiple position holding coefficient in 

Bishkek is 1.8 (for 1,099.8 budgeted positions there are just 623 physical persons), while 

in Talas town and Chong Alay district the figure is 1.4. 

 

In general there is a serious problem of insufficient coverage of doctors and an “ageing” 

of personnel in the healthcare system, particularly in primary healthcare. According to 

figures from the FDG Association, today 80 per cent of doctors at FDGs are of pension 

age, and a further 5 per cent are approaching pension age. 

 

1.2 Short summary of Ministry of Health Order “On Surveillance of the Health of 

Children at Primary Health Level in Kyrgyzstan” of 9 October 2015 on home visits 

Currently surveillance of healthy children (at the health centre and through home visits 

(patronage)) is carried out in accordance with Ministry of Health Order 585 “Observation 

of healthy children at primary healthcare level in the Kyrgyz Republic” of 9 October 2015.  

In Annex 2 of the document the “monitoring scheme for healthy children aged 0 to 17 

years” explains the frequency of home visits to children, and check ups at FDGs / RHPs 

(Figure 1). 

Annex 3 “Tasks for monitoring healthy children by family medicine specialists”, explains 

the basic tasks for healthcare workers at FGPs/FAPs (Table. 2). 

Annex 4 “Tasks for monitoring healthy children by nurses”, describes the main tasks 

during each home visit (patronage). 

According to Annex 2, family medicine professionals (doctors, nurses, and medical 

auxiliaries) visit newborns at home for the first time within the first three days after 

discharge from hospital. 
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After the first patronage visit by the family doctor and nurse to the newborn they then visit 

the home as necessary when requested by nurses or paramedics. The frequency of visits 

to FDGs/RHPs and home visits to the child are set out in Figure 1. 

 

Figure 1. Frequency of visits to FDGs/RHPs and home visits to children11 

Antenatal 

visit 

                   

First patronage  Second 

patronage 

            

 

Newborn 

period 

                   

First 3 days 

following 

discharge from 

maternity facility 

 7-10 days old  20 days old  1 month old     

 

2-7 months                    

2 months  3½  months  5 months  6 months  7 months 

 

8-12 

months 

                   

8 months  9 months  10 months  11 months  12 months 

 

15 months 

– 2½ years 

                   

15 months  18 months  21 months  2 years  2½ years 

          

3-7 years                  

3 years  4 years  5 years  6 years   

 

  Home visit by 

nurse 

  Appointment at 

health facility 

  Home visit by 

doctor 
 

 

As shown in Figure 1, there are two prenatal patronage visits to pregnant women, in the 

first and second halves of the pregnancy. In the newborn period, patronage nurse visits 

occur up to four times. From the second month until one year of age, patronage nurses 

visit six times up to six months of age: these visits are primarily linked with the conducting 

of vaccinations (visits before and after the immunizations). 

 

In total, the patronage nurse visits the child 17 times during the first year of life 

and nine times between one and seven years. The family doctor examines the 

child (at the healthcare facility) in the FDG / RHP 11 times in the first year of 

life and 10 times between one and seven years.  

                                                           
11 Under Ministry of Health Order 585 “Observation of healthy children at primary healthcare level in the Kyrgyz 

Republic” of 9 October 2015 
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Thus, analysis of Ministry of Health Order 585 “Observation of healthy children at 

primary healthcare level” of 9 October 2015 showed that the patronage nurse visits the 

child 17 times in the first year of life and 9 times between one and seven years. The family 

doctor examines the child (at the healthcare facility) in the FDG/RHP 11 times in the first 

year of life and 10 times between one and seven years. 

Main tasks of FDG/RHP patronage nurses 

 (Ministry of Health Order 585 of 9 October 2015) 

• Exclusive breastfeeding from the first days of life to six months of age, 

complementary feeding and continuing breastfeeding from six months; 

• Evaluating physical development; 

• Evaluating neuropsychological development; 

• Vaccinating in accordance with the National Immunization Calendar; 

• General danger signs; 

• Care for development; 

• Referral for specialist examination; and 

• Danger signs of delayed development in the child. 

1.3 The work of specialists monitoring children  

Examination by specialists and additional research at primary healthcare level is shown 

in Table 1. 

 

Table 1. Examination by specialists and additional research at primary healthcare 

level12 

Age Specialized research / consultation 

1 month Examination by surgeon/orthopaedist if necessary 

2 months Examination by neurologist/ophthalmologist if 

necessary. 

6 months Determine blood haemoglobin level 

12 months 1) Examination by specialists if necessary 

Determine blood haemoglobin level  

2 to 3 years 1) Before DPT booster determine blood haemoglobin 

level. 

2) Before entering pre-school: 

• Examination by specialists if necessary 

• Determine blood haemoglobin level; and 

• Stool analysis for worm eggs. 

3 to 7 years Before entering school: 

• Examination by specialists if necessary 

• Determine blood haemoglobin level; and 

                                                           
12 Ministry of Health Order 585 “Observation of healthy children at primary healthcare level in the Kyrgyz Republic” of 9 

October 2015 
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• Stool analysis for worm eggs. 

As seen in Table 1 specialists conduct examinations if symptoms arise. On every call out 

to a sick child, active decision to visit a child or reception of the child at the health centre, 

specialists, in addition to recording the incident on the “Child Development History Card” 

(Form 112/u), complete the “Outpatient visit registration card” (Form 039/u). When 

healthy children visit the healthcare for preventive examinations the specialist completes 

the “Card to record sessions completed in one visit” (Form 039-6/u), which is sent once 

or twice a week to the FMC’s medical information department (see Annexes 5 and 6). The 

medical information department calculates the caseload of each physician subspecialty 

(the labour participation coefficient), the number of call outs, active visits, and 

appointments in the health centre and produces a monthly report on the performance of 

doctors, morbidity analysis, preventive examinations and other items. 

1.4 Accounting and reporting documents for patronage, active visits and call-outs 

to children 

On every call out to a sick child, active decision to visit a child or reception of the child 

in the health centre, FDG doctors, in addition to recording the incident in the “Child 

Development History Card” (Form 112/y), complete the “Outpatient visit registration 

card” (Form 039/u) and when healthy children visit the healthcare for preventive 

examinations they complete the “Card to record sessions completed in one visit” (Form 

039-6/u), which is sent once or twice a week to the FMC’s medical information 

department (see Annexes 6 and 8). The medical information department calculates the 

caseload of each physician subspecialty to calculate the labour participation coefficient, 

the number of call outs, active visits and appointments in the health centre, and produces 

a monthly report on the performance of doctors, morbidity analysis, preventive 

examinations and other items. 

Patronage care of newborns and children, and also active visits by family nurses, can only 

be evaluated by analysing the Child Development History Card” (Form 112/u), and the 

“Journal of preventive vaccinations” (Form 64/u), to see who has been invited to have a 

vaccination. That is, there is no specific accounting form to cover patronage and active 

visits to houses. 

Medical care for sick children is provided both at the health centre and when doctors are 

called out to the home. If children are sick, the parents call the reception at the FMC/GPC, 

FDG or RHP, and every call out of a doctor to a home is recorded in the “Journal of call 

outs of doctors to homes” (Form 31/u), where the name and surname of the sick person, 

their age, and the time the call was received are recorded. Call outs to the home are 

accepted between 0800 and 1600 hours, and the medical personnel visit the house on the 

same day during working hours. All call outs after 1600 are dealt with by the ambulance 

service. 

On instruction of the family doctor, nurses carry out active visits to sick children at home, 

to observe the general condition of the child and monitor implementation of the doctor’s 

recommendations for taking medicine and care for the sick child (including feeding). 
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1.5 Patronage care by FDG/RHP medical personnel of healthy children according to 

official data 

The annual “Report on the activities of healthcare organizations (FMCs, dispensaries, 

FDGs)” (Form 12-zdrav) only contains information about patronage care to newborns in 

the first three days after discharge from the maternity house. 

 

Healthy newborns should be discharged from the maternity hospital/department within 

two or three days after birth to the supervision of family specialists in the place of 

residence. A delivery card is issued for every newborn in the maternity ward/department, 

which is printed from a computerized personalized register of the newborn. The 

newborn’s delivery card includes basic information about the baby and features of the 

early neonatal period (date and time of birth, gender, height, weight, Apgar score at birth, 

skin colour, muscle tone, breathing, heartbeat, specifics of feeding; and information about 

features or complications in the early neonatal period [if any]. The delivery card also 

includes information about vaccinations [against hepatitis B and tuberculosis (BCG)]; 

recommendations on the need to seek advice from other specialists - for example, 

neurologists or ophthalmologists, cardiologists or surgeon). The newborn’s delivery card 

is given to the mother, who should pass it to family specialists at the 

FMC/GPC/FDG/RHP in the place of residence. In addition, maternity hospital/ 

department specialists in urban areas transmit a telephone message about the discharge 

of the newborn to the FMC/GPC/FDG in the place of residence. 

 

For newborns whose early neonatal period saw any complications or diseases, discharge 

summaries are issued. The newborn’s discharge summary also includes basic information 

about the baby (date and time of birth, gender, height, weight, Apgar score at birth, 

information about the features and complications of the early neonatal period [skin 

colour, muscle tone, breathing, heart rate, and so on], specifics of feeding, information on 

vaccinations [against hepatitis B and tuberculosis (BCG)], the specifics of monitoring and 

management at outpatient level, information about the examination and treatment the 

child has had, and recommendations [including the need for advice from other 

professionals, such as neurologists, ophthalmologists, cardiologists or surgeons]). As 

with the delivery card, the discharge card is issued to the mother, and the family should 

pass it to family specialists at the FMC/GPC/FDG/RHP in the place of residence. In 

addition, in urban areas the hospital where the child received treatment transmits a 

telephone message about the discharge of the newborn to the FMC/GPC/ FDG in the 

place of residence.  

 

Table 2.  Patronage care by medical professionals in the first three days after 

discharge from the maternity house (RMIC 2012-2015) 

 
  2012 2013 2014 2015 

Number of births  147,162 151,526 158,671 160,139 

Number of newborns admitted to the 

supervision of primary healthcare 

125,527 130,504 140,205 139,076 
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Visits by medical personnel in the first 

three days 

121,069 127,305 135,469 136756 

% visited by medical personnel 96.4 97.5 96.6 98.3 

 

According to Table 2, there has been increase in home visits to newborns by medical 

workers since 2012 (96.4% in 2012 and 98.3% in 2015). The main reasons for visits not 

taking place are that mothers, after discharge from hospital, go to spend the first 40 days 

with their mothers, some babies are transferred from directly from the maternity 

department to the postnatal care wards and other reasons. 

 

The number of patronage visits by medical personnel (whether doctors or nurses) to 

newborns in the first three days following discharge from the maternity house is collected 

at FMC/GPC level once at the end of the year (in December) and reflected in the facilities’ 

annual reports. The indicator is calculated at the end of the year based on the number of 

live births that year that came under the supervision of that healthcare facility. 

 

Table 3.  Patronage visits by medical personnel in the first three days after 

discharge from the maternity house and prenatal patronage (2015)13 

 
Region Number of newborns 

coming under the 

observation of 

primary healthcare 

Visits by 

medical 

personnel in 

the first three 

days 

% visited by 

medical 

personnel  

Mothers who 

were in 

antenatal 

patronage care 

% of 

antenatal 

patronage 

Chuy 19,712 18,829 95.5 19,015 96.5 

Talas 5,686 5,599 98.5 5,625 98.9 

Osh 31,566 31,012 98.2 31,082 98.5 

Naryn 5,336 5,088 95.3 5,349 100.2 

Issyk Kul 9,926 9,891 99.6 9,932 100.1 

Jalalabad 28,135 27,724 98.5 28,115 99.9 

Batken 13,462 13,139 97.6 13,420 99.6 

Osh city 6,629 6,418 96.8 6,401 96.6 

Bishkek  18,344 17,776 97 16,968 92.5 

Kyrgyzstan  138,796 135,756 97.6 136,187 97.9 

 

The highest proportion of newborns who receive patronage visits from medical personnel 

in the first three days after discharge from the maternity house are found in Issyk Kul 

                                                           
13 RMIC data, 2015. 
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(99.6%), Jalalabad (98.5%), Talas (98.5%) and Osh (98.2%) oblasts. In Osh city the 

figure is 96.8 per cent. 

  

According to Republican Medical Information Centre (RMIC) figures (2015), the 

percentage of prenatal patronage visits in Osh oblast was 98.5 per cent, and in Osh city 

96.6 per cent. The figure for Kyrgyzstan as a whole was 97.9 per cent. 

 

Thus official data on home visits (patronage care) by FDG and RHP medical 

personnel to mothers and children is collected (by the RMIC) only for two 

indicators: coverage of prenatal patronage and coverage of patronage in the first 

three days after discharge from the maternity house/ward. These indicators are 

included in the annual report of the primary healthcare facility “Report on the 

activities of the healthcare organization (FMC, dispensary, FDG)” (Form 12-zdrav) 

(see the figures above). 

 

1.6 “Newborn Register” and “Infant Mortality Register” software and integration 

with the “Medical Certificate” information system 

 

A software package entitled “Newborn Register” has been introduced for healthcare 

facilities providing inpatient care for labour and delivery. The source of data for the 

register is the “Newborn Development History” (Form 97/u). The database contains 

information about the health status of the newborn and vaccinations, and also information 

about the mother’s pregnancy and the birth. Every month, details are printed from the 

database about births (live and stillbirths) and about child deaths, and these details are 

sent to primary healthcare level for information. The “Signal report on the death of a child 

aged 0 days to 1 year” form is completed for children who die in hospital after leaving 

the maternity facility, in intensive care and in other hospital departments, and the data is 

entered into the “Infant Mortality Register”. 

 

At the FMC/GPC level, “Infant Mortality Register” software has been introduced. The 

database includes information about all children aged less than one year who died at 

home. The “Signal report on the death of a child aged 0 days to 1 year” form, Form 102-

3/u (Ministry of Health Order 477 of 7 September 2012) is the main data source for the 

register. 

 

Currently, the “Infocom” State Programme under the Government’s State Registration 

Service is working to transfer the electronic “Newborn Register” and “Infant Mortality 

Register” into online mode, and integrate them with the “Medical Certificate” information 

system. It is planned that in the future information on all births and deaths will 

automatically be transferred to the registry authorities, and registry offices will copy 

information about registration in the registry of births and deaths from the Registry Office 
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Information System. Also, every healthcare organization providing primary care, will be 

able to see all births and deaths of persons (including children) registered in their service 

area, irrespective of where the birth or death took place. 

1.7 Outcomes of focus group discussion about home visits with FDG medical 

personnel  

Focus group discussions with FDG nurses and family doctors involved in patronage visits 

to children revealed that in practice medical personnel visit newborns in the first three 

days after discharge from the maternity house, and then five or six times following the 

immunization calendar until the child’s first birthday. In most cases nurses limit their 

contact with mothers to mobile phone conversations. Children aged more than one year 

are visited less often, and usually they are invited to an appointment in the health care by 

mobile phone. 

The number patronage visits of medical personnel (whether doctors or nurses) to 

newborns in the first three days after discharge from the maternity house is collated at 

FMC level once at the end of the year and reflected in the facilities’ annual reports. This 

indicator is calculated at the end of the year from the number of living babies who were 

transferred to the supervision of the facility. 

The number of antenatal patronage visits is calculated from the number of pregnant 

women on the files of the healthcare facility. 

 

After the primary healthcare facility entered a results-based financing project, the medical 

personnel noted that patronage care and active visits became more frequent, in accordance 

with Ministry of Health Order 585 “Observation of healthy children at primary healthcare 

level” of 9 October 2015, because the evaluation form for the results-based financing 

project includes an indicator for the quality of home visits, assessed by calling the mother 

by mobile telephone. 

 

At the same time all the nurses and family doctors noted that frequent home visits to the 

child in the first and second year of life are groundless, as they require not only a lot of 

time to carry out the visits themselves but also records to be inputted in the “Child 

Development History”. There are times when parents of healthy children refuse to let the 

medical personnel into the house after frequent visits. Recommendations were made to 

reduce the number of home visits, and focus on children from families in risk groups. 

 

1.8 The relationship between the work of medical personnel and that of other 

agencies and ministries concerning children with disabilities 

Once a year, medical personnel collate the number of pensioners, low-income families 

and orphans with the district social protection department. 

 

After establishing a clinical diagnosis for a child in need for support, a family physician 

fills out Form 088/u “Referral to MSEC [Medical Social Expert Commission]” and 
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provides it to the Medical Advisory Committee (MAC) at the FMC. Following a decision 

by the MAC the FMC Chair on Childhood, who is a deputy director of paediatrics and 

family medicine centres, refers the child to the MSEC at the place of residence. Each 

month, a nurse visits the MSEC for reconciliation of primary disability data and re-

examination. 

 

Children are usually referred to Psychological, Medical and Pedagogical Commissions 

(PMPCs) by psychiatrists, but often parents seek their assistance directly. 

 

There are close links between medical personnel and NGOs. There are no social workers 

working with children with disabilities at district FMCs/FDGs. 

2. The work of Village Health Committees on maternal and child health 
Village Health Committees (VHCs) play an important role in disseminating information 

and knowledge about care for small children, telling parents and other relatives about the 

importance of breastfeeding and the specifics of good nutrition for children under two 

years, and the need to pay attention to symptoms of widespread diseases among small 

children – including flu, acute respiratory infection, diarrhoea and others – and also 

instilling hygiene and sanitation rules from childhood. 

According to the annual Ministry of Health Order “On the Action Plan for Health 

Promotion Rooms [HPRs]” , Family Medicine Centres, which are responsible for work 

with population on increase their awareness on health issues, provide support (travel 

expenses), for three HPR employee visits per year to support the work of Village Health 

Committee (VHC) volunteers in the district’s villages on the main priorities of the “Den 

Sooluk” programme. 

One of the three trips by HPR employees is intended for the conducting of training for 

VHC volunteers on danger signs during pregnancy and danger signs of disease among 

children aged under two. VHC volunteers receive training on informing families that 

include pregnant women and children under two on the key issues using household or 

home visits. A trend can be seen of FDG/RHP medical personnel supporting the work of 

volunteers and expressing interest in promoting the programme and assisting the VHC 

volunteers to inform families in a more active and better quality manner. Meanwhile, 

where medical personnel do not support VHC volunteers the quality of their work is 

somewhat worse. 

In addition, once a year an information campaign is conducted for the nutrition for women 

during pregnancy programme: this is intended to prevent anaemia, support exclusive 

breastfeeding, and introduce complementary feeding and additional nutrition for children 

after six months. Another effective VHC programme is the home visit programme to 

promote iodized salt and fortified flour, sanitation and hygiene (hand washing), and 

prevention of tooth decay (brushing teeth) among families with young children, families 

with school-age children and adolescents, and other health issues. 
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Conducting house-to-house visits according to an annual schedule, VHC members are 

“equipped” in various ways: in several cases they have handouts prepared by the Ministry 

of Health – booklets, posters and other materials; they are also “armed” with devices to 

measure blood pressure and smokerlyzers, to provide valuable and trustworthy 

information.  

These programmes have been conducted since 2008. In recent times VHCs have become 

somewhat less active, but with increased commitment from FMC leaders to the 

programmes, their effectiveness could increase. The VHC network has experience and 

skills at informing families about child development issues, which was part of the 

Gulazyk programme. Currently, several VHCs are continuing to work in their villages. 

 

Today the VHC Association is starting work to intensify its maternal and child health 

programmes. In total more than 1,600 VHCs are operating in the country, covering more 

than 85 per cent of Kyrgyzstan’s villages. 

 

Tablet computers are used to monitor and evaluate the programme’s influence. This uses 

a computer program that is loaded onto a server and the tablets. 

 

According to monitoring data from 2016 using tablets, 10.8 per cent of all surveyed 

women with children (104 women) had children under six months of age. Almost all the 

respondents in this category (99%) breastfed their children. However, 33.7 per cent also 

gave water, while 13.5 per cent additionally fed their children fruit/vegetables and 

bread/biscuits and other products, porridges (9,6%), food prepared for the all family 

(7,7%) and tee (6,7%).    A total of 54.3 per cent of the women with children under six 

months practised exclusive breastfeeding: this corresponds to data from Kyrgyzstan’s 

latest Demographic and Health Survey. 

 

 
 

Working with the program also allows for the data to be used remotely. The program 

allows research to be conducted on various issues. To do this, you must develop a 

questionnaire and download the program onto the tablets. The questionnaire may include 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Did your child take other food?

The food prepared for everyone

Meat

Vegetables, fruit and jam from…

Bread or biscuits

Porridge / cereal dish

Tea

Water

Cow's or goat's milk

Breastmilk

Yes No Don't remember
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any appropriate number of issues. The sampling is conducted in accordance with the 

goals, objectives and resources of the research. 

 

The interviewer conducts the survey following the questionnaire, and inputs the 

respondents' answers onto the tablet. Data is transmitted by smartphone to the server and 

processed online. The program also allows for monitoring of the date, time and place of 

the interviews of each interviewer (equipped with a GPS system). The program allows 

one to keep track of all the actions of each interviewer at a specified time (location, time 

and date of interview). 

 

Monitoring knowledge of danger signs in children in 2015 showed that the number of 

mothers who know at least three danger signs of disease in children under two years of 

age increased from 39 per cent to 79 per cent. In general, mothers receive information 

about child nutrition from FDG/RHP healthcare workers (89%); maternity unit/hospital 

healthcare personnel (63%); and VHC volunteers (36%). However, mothers' knowledge 

of the danger signs of pneumonia is still poor.14 

3. The “Results-based Financing of Healthcare Organizations” project in the 

field of children's health  
The “Results-based Financing of Healthcare Organizations” project began in Kyrgyzstan 

in 2014 and is being implemented by the Ministry of Health with the assistance of the 

World Bank. It is intended to improve the quality of medical assistance to children and 

mothers. It is also intended to provide the basis for future government strategies to 

strengthen mechanisms to pay providers of healthcare services. Monitoring the quality of 

medical services is conducted using the special “Evaluation Card for the Activities of 

District FMCs/GPCs/FDGs”. 

 

Evaluation using the Evaluation Card is conducted every quarter, with colleagues from 

other hospitals participating. Project funds are paid based on the evaluation results.  

 

The Evaluation Card contains the following questions about child health protection: 

In category 2 (at the level of RHPs and category 4 at FDG level): ensuring the quality 

medical services to patients at FAP/FDG level, which includes the use of medical 

documentation to monitor children under five years of age at FAP/FDG level (including 

evaluation of the first visit by a medical professional to a newborn following discharge 

from the maternity house and subsequent patronage care). Evaluation is also conducted 

of physical, neuropsychological, immunisation status, play and communication, and care 

for children with the most common diseases. Evaluation is carried out using random 

sampling of 10 Child Development Cards from the last quarter. 

 

Category 4: evaluation of the knowledge and skills of FDG specialists for providing 

urgent assistance to children under five years. One person is randomly selected from a 

                                                           
14 UNICEF, Multiple Indicator Cluster Survey, 2015. 
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list of doctors, nurses, and emergency medical services personnel. That person is tested 

on their knowledge of the IMCI algorithm through interviews with the selected persons 

about providing emergency care for children under five years. Health records on 

screening for iron deficiency (haemoglobin) and nutrition counselling conducted are also 

assessed. In order to assess patient satisfaction, a questionnaire is completed, consisting 

of five main issues in the area of children's health (see Appendix 3). 

 

4. Integrated Management of Childhood Illness (IMCI) programme 
The IMCI programme includes both preventive and treatment activities intended to 

improve the quality of medical assistance provided to children under five years of age in 

treatment and prevention facilities (in-patient) and in primary healthcare. Currently the 

IMCI programme is included in training programmes both before and after diploma 

education, and in specialized “family medicine” courses for both doctors and nurses. 

Nationwide more than 85 per cent of primary healthcare professionals have been trained. 

Tools to follow up with skilled health personnel and monitor the IMCI programme 

include conversations with the staff members on medical advice given on the treatment 

and care of a sick child and the mother’s satisfaction. The process of consulting the sick 

child (evaluation, classification of condition, treatment, evaluation of nutrition and 

immunization status and care for development) is evaluated by observing the actions of 

the physician both in the home, and at the FDG/RHP. A checklist of facility support is 

also evaluated (medical documentation, quality of records, space, equipment and fittings, 

and provision of medicines and consumables) and at the end a summary report is drawn 

up. 

5. Examination of the quality of health services provided to children under 

the age of five years by CMIF experts 
The main functions of the Compulsory Medical Insurance Fund (CMIF) in the quality 

control of medical services provided by healthcare facilities under the programmes they 

administer are:15 providing citizens of the Kyrgyz Republic, irrespective of their social 

status, with quality medical and preventive services following the principles of evidence-

based medicine; increasing the efficiency of resource utilization with an orientation 

towards healthcare priorities and the population’s needs; and cooperating to ensure the 

rights of parents when receiving medical and preventive services.  

In overseeing the quality of medical services the CMIF conducts quality control of 

medical services and provision of medicines; monitors, analyses and evaluates the quality 

of medical services and provision of medicines on the basis of agreed indicators; and 

researches patient opinion about the quality of medical and preventive assistance, and the 

conditions under which they are provided. 

                                                           
15 Ministry of Health Order 12 and CMIF Order 361 of 23 December 2016. Regulation on quality control of medical, 

preventive and pharmaceutical services in the Single Payer system 
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Analysis of the quality of prevention services for children should conform with the 

scheme for monitoring children and the national immunization schedule for children 

under the age of five years (Appendix 7). The analysis of the quality of medical services 

provided by FMCs/FDGs includes monitoring of no less than 25 per cent of children 

under five years and analysis of at least 10 per cent of emergency medical call-out cards. 

 

Appendix 1 of this regulation describes the monitoring indicators: 

1. Percentage of newborns registered at the FDG (RHP) within three days of discharge 

from the maternity house (in cases of home births without subsequent 

hospitalization: in the first three days after birth); 

2. Percentage of children aged under one year who receive timely vaccinations in 

accordance with the National Immunization Calendar; 

3. Percentage of unjustified prescription of antibacterial drugs; and 

4. Percentage of children aged under five under the regular observation of FMC/FDG 

medical personnel. 

Patient satisfaction is researched using population surveys. When surveying, particular 

attention is paid to researching the opinions of patients about the quality of medical 

services received in primary and inpatient care, and also researching the opinions of 

parents about how their rights are observed when receiving medical services. 

According to the list of financial sanctions16 applied to providers of medical services, 

issues relating to surveillance of children and patronage are included under number 1404: 

defects in the monitoring of healthy children up to five years of age (according to Ministry 

of Health Order 585 “Observation of healthy children at primary healthcare level in the 

Kyrgyz Republic” of 9 October 2015); and number 1405: unjustified violations of the 

immunization schedule. 

Observation of children under five years of age. Monitoring of contract 

performance indicators for 2015, in Form 1 MD-TsSM 

1. Percentage of newborns registered in the FDG (RHP) in the first three days after 

discharge from the maternity house (in cases of home births without subsequent 

hospitalization: in the first three days after birth). The target was 96.3 per cent; the 

reported figure from healthcare facilities was 98.7 per cent. According to CMIF 

monitoring the figure was 89.8 per cent. Particularly noteworthy was the non-

conformity between the 12-zdrav report and monitoring of the indicators for the Osh, 

Naryn, Issyk Kul and Jalalabad FMCs. For example, in the Issyk Kul FMC, according 

to the Form 12-zdrav report, 704 newborns were born in 2015. At the same time, the 

                                                           
16 Ministry of Health Order 299 of 5 June 2015 and CMIF Order 129 of 4 June 2015, “ On approving the regulations for the 

application of financial sanctions to healthcare providers who work under contracts with the territorial departments of the 

CMIF under the Government of the Kyrgyz Republic”. 
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report of actually monitored performance indicators for examining infants during the 

first three days gave the figure that 766 infants were observed: that is, 62 more than 

the number of newborns. 

 

 

 
Indicator not achieved and not credible 
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2. Percentage of children aged under one year who receive timely vaccinations in 

accordance with the National Immunization Calendar. The target figure was 89.2 

per cent; the reported figure from healthcare facilities was 93 per cent. According 

to CMIF monitoring the figure was 92.2 per cent. Indicator achieved. 

 

3. Percentage of children aged under five under the regular observation of 

FMC/FDG medical personnel. The target figure was 81.9 per cent; the reported 

figure from healthcare facilities was 87.5 per cent. According to CMIF monitoring 

the figure was 63.2 per cent. Non-conformity between the data in the different 

reports was particularly pronounced for Osh, Naryn, Issyk Kul and Jalalabad 

FMCs. For example, in Jalalabad FMC, according to the Form 12-zdrav figures, 

there were 18,106 children under five. However, according to the report on meeting 

the monitoring indicators in practice there were 13,859 children, and according to 

Form 8 OMS-Budget the number was 14,805. 
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Analysis of this indicator, using CMIF monitoring, by age showed the highest 

percentage of regular monitoring of children under one year, and the lowest 

percentage of regular monitoring of children under five years. 

 
Indicator not achieved and not credible 
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indicators the number of children under five was just 3,847. This indicator was only 

achieved in Uch Korgon GPC 

Indicator not achieved and not credible (only half the target figure) 

 

 
 

In analysis of the indicators of defects in the monitoring of children under five years, 

the lowest rate was found for observing children under one year, and the highest rate 

for observing children up to five years. 
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6. Patronage by medical personnel of newborns following their discharge 

from medical facilities (MICS, 2014) 
According to MICS data (2014),17 in total 98.3 per cent of newborns received post-natal 

health checks soon after birth, either in a healthcare facility or at home. 

Table 4.  Post-natal health checks after discharge from healthcare facility 
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Total 1.0 7.6 16.1 44.5 24.5 6.1 

Region        

Batken  0.5 6.0 9.0 41.6 32.0 10.9 

Jalalabad 0.8 4.8 16.5 48.7 21.7 7.2 

Issyk Kul  2.7 16.3 28.9 38.3 8.7 5.1 

Naryn  2.9 4.0 16.3 52.7 21.0 2.1 

Osh  1.0 8.7 19.3 54.5 12.3 4.0 

Talas  0.6 7.9 14.9 54.5 14.4 7.4 

Chuy  0.6 10.4 13.1 35.1 34.0 6.3 

Bishkek 1.0 5.5 17.2 33.5 38.1 4.6 

Osh city 0.6 4.5 5.5 28.4 51.9 7.5 

Urban  1.1 7.8 14.4 41.5 29.0 5.3 

Rural 0.9 7.5 16.9 45.9 22.3 6.5 

 

According to Ministry of Health Order 585 “Observation of healthy children at primary 

healthcare level in the Kyrgyz Republic” of 9 October 2015, the first patronage visit to a 

newborn by medical personnel should take place in the first three days following 

discharge from the maternity hospital / maternity ward. According to MICS (2014) data, 

this patronage care is provided to only 24.7 per cent of newborns. 

 

About half of newborns (47.9%) in Issyk Kul oblast were visited by medical personnel 

in the first three days following discharge from the maternity hospital / maternity ward. 

In Osh city, only every tenth newborn was visited by medical personnel in the first three 

days following discharge from the maternity hospital / maternity ward, and more than 

half of newborns were only visited by medical personnel at least one week after discharge. 

 

Coverage of antenatal observation was 98.4 per cent. 

 

Table. 5.  Observation visits to newborns following discharge from medical facility 

by education and wealth index quintile   

                                                           
17 UNICEF, Multiple Indicator Cluster Survey: Kyrgyz Republic, 2014  
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Total 1.0 7.6 16.1 44.5 24.5 6.1 

Maternal education  

Basic secondary 0.8 5.0 11.7 53.5 22.8 5.5 

Complete secondary 1.1 6.9 16.6 45.1 23.5 6.4 

Professional 

primary/middle  

0.3 7.4 17.8 40.8 27.9 5.5 

Higher  1.1 9.9 16.6 41.4 24.7 6.1 

Wealth index quintile 

Poorest  1.9 6.1 16.0 46.1 21.1 8.7 

Second  0.6 7.9 20.8 44.5 20.6 5.5 

Middle  0.6 7.6 11.9 46.9 28.4 4.2 

Fourth  1.2 5.7 17.1 45.3 23.2 7.0 

Richest  0.6 10.5 14.3 39.1 29.6 5.5  

 

For women with higher education, 27.6 per cent had their first patronage visits to 

newborns by medical personnel in the first two days following discharge from the 

maternity hospital / maternity ward; for those with professional education the figure was 

25.5 per cent and for those with basic secondary, just 17.5 per cent. 

Analysis of visits to newborns by income quintile shows that first patronage visits to 

newborns in the first three days following discharge occurred for every third newborn in 

the second quintile; every fourth in the poorest, fourth and richest quintiles; and every 

fifth in the middle income quintile. Most patronage visits to newborns were conducted 3-

6 days after discharge for newborns in the poorest, second, middle and fourth quintiles, 

while later visits (at least one week later) were most common for the richest families. 

MICS (2014) data on visits to the homes of newborns show that medical personnel visited 

just a quarter (24.7%) of children in the first three days after discharge and, in most cases, 

the first patronage visit took place after 3-6 days (44.5%) or at least a week (24.5%) after 

discharge from the maternity hospital / maternity ward. 
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CONCLUSIONS 

1. The healthcare system has fragments and components that are essential to provide effective 

services to children at home. 

2. The Ministry of Health has delegated provision of services to children in the framework of home 

visits to mid-level healthcare personnel working in primary healthcare facilities. Measures are 

required to strengthen capacity, review regulatory documents, and optimize available human and 

financial resources among mid-level healthcare personnel to perform these services at primary 

healthcare level. 

3. Programmes to train both doctors and mid-level healthcare professionals at pre- and postgraduate 

levels of education do not include a package on home visits. 

4. The current reporting system – both within the service provision system and to assess the quality 

of services – is formalized and does not allow for assessment of the real situation concerning 

home visits. There is a gap between existing provisions, instructions and normative standards 

and the actual implementation of reported home visits on the ground. 

5. Home visits primarily focus on children's health and are mainly carried out by healthcare 

professionals. There are no approaches that provide comprehensive services in the framework of 

home visits, focusing not only on the health of children, but also on the social and economic 

conditions of the family. 

6. Effective home visits are a contingency measure to improve the survival, health and development 

of children.  

 

 

Barriers and recommendations 

Results of joint discussions 
 

Barrier  Recommendations to overcome barriers 

(who, when) 

Barriers relating to the enabling environment (laws, regulations, financing) 

1.  Lack of programme / guidance on home 

visits to children at policy level 

Develop a programme and action plan to 

support home visits to children at national 

level 

2. Lack of guidance/standards and training 

programmes on home visits in pre- and 

postgraduate medical education 

 

Adaptation of modules (15) and development 

of guidelines/standards and training 

programmes on home visits and their 

introduction in pre- and postgraduate 

medical education 

3. Low level of knowledge and practical 

skills for monitoring healthy and unwell 

children, including at home, among 

graduates of medical colleges and lyceums 

Reconsider the training programmes in 

educational facilities on paediatrics, with a 

focus on practical skills in the context of 

home visiting 

4. Lack of normative documents regulating 

the integration of home visits, and 

provision of integrated services (social, 

medical and pedagogical) by healthcare 

specialists, social services, the education 

Develop guidelines/standards on integrated 

home visits for the provision of integrated 

services to children and their families 
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system, local government, parents’ 

associations and NGOs. 

5. In Ministry of Health Order 585 

“Observation of healthy children at 

primary healthcare level” of 9 October 

2015, the main emphasis of home visits is 

placed just on observing healthy children 

at home and their health. 

Develop guidelines/standards for home visits 

to children from risk groups (vulnerable 

sections of the population) 

6. Lack of reporting and recording forms for 

patronage and active visits by nurses to 

homes meaning workload of nurses cannot 

be calculated  

Develop reporting and recording forms 

harmonized with the programmes and 

childhood indicators in MICS and MHIF to 

track the work of nurses and family doctors 

for the provision of home visits (patronage 

and active visits) and calculate the volume of 

their work 

7. Review nurses' workload and staffing 

standards for healthcare personnel 

(including nurses) in primary healthcare 

Review staffing standards for healthcare 

personnel in primary healthcare 

8. Functional duties of health professionals 

do not include enough concerning home 

visits 

Reconsider the functional duties to take 

account of home visits 

9. Lack of a system to monitor and evaluate 

the quality of home visits 

Develop a monitoring and evaluation system 

for the quality of home visits and introduce 

into instruments to monitor childhood 

programmes 

10. Lack of plan for outpatient observation at 

home (additional visits), for children at risk 

of delayed development and development 

difficulties and children with disabilities  

Develop guidelines/standards on home visits 

including outpatient observation at home for 

children at risk of delayed development and 

development difficulties and children with 

disabilities 

11. Lack of clear algorithm to transmit 

information to FDGs / RHPs about 

newborns discharged from maternity wards 

/ hospitals 

Develop algorithm to transmit information to 

FDGs / RHPs about newborns discharged 

from maternity wards / hospitals 

12. Lack of links between electronic 

information databases of various 

programmes related to child health 

Introduce electronic database, with links to 

Newborn Register and Infant Mortality 

Register 

13. Significant difference between MICS data 

and official statistics on patronage for 

newborns in the first three days after 

discharge from hospital / ward  

Improve data collection on patronage service 

for children 

14. Lack of indicators of quality of home visits Develop indicators for home visits  
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15. Frequent patronage visits to children under 

one year by medical personnel under 

Ministry of Health Order 585 “Observation 

of healthy children at primary healthcare 

level” of 9 October 2015, which are 

practically not implemented and generally 

recommendations are repeated 

Revisit the frequency and substance of 

patronage and active visits of medical 

personnel 

Barriers related to service provision at home, including quality of care 

1. Low level of knowledge and skills among 

healthcare personnel concerning home 

visits 

Train healthcare personnel on administering 

home visits  

2. Lack of motivation for medical personnel 

for home visits 

Develop motivation mechanism for medical 

personnel  

3. High workload of primary healthcare 

personnel as a result of various 

programmes, completion of documents 

takes a lot of time 

Develop form to record home visits for 

medical personnel 

4. Shortage of family doctors. High turnover 

of trained doctors and nurses (frequent 

dismissal of nurses from work) 

Improve the motivation of and support for 

family doctors and nurses 

5. Lack of algorithm for conducting home 

visits 

Develop guidelines/protocols/standards on 

conducting home visits 

7. Lack of transport and support for transport 

expenses for home visits 

Develop motivation mechanism to support 

transport expenses of medical personnel  

8. Significant time spent on completing child 

development cards 

Develop forms (checklists) to record home 

visits for medical personnel 

9. Radius of the area to be supported not 

taken into account when planning primary 

healthcare work 

Consider a mechanism to provide transport 

or support for transport expenses for 

healthcare personnel who conduct family 

visits 

10. Lack of external/internal monitoring of 

childhood programmes taking into account 

issues related to home visits 

Include issues related to home visits in 

monitoring instruments for childhood 

programmes  

11 Issues of home visits not considered at 

medical councils and collegiums 

Include issues of home visits at medical 

councils and collegiums 

12. Weak continuity of care between FDG/ 

RHP and maternity hospital, especially for 

newborns who are transferred to the 

second stage of care (primary healthcare 

facilities are not told about their discharge 

home)  

Develop a mechanism for timely transfer of 

exchange cards / discharge summaries from 

the maternity hospital, including at the 

second stage of care of newborns, to primary 

healthcare level  

13. Frequent migration of mothers with 

children leads to problems registering 

children and providing them with medical 

services 

Improve continuity of care between 

FMC/FDG/RHP 

 

Barriers related to demand for services, including population’s awareness 

1. Population poorly informed about their 

rights and the benefits of home visits by 

healthcare personnel 

Develop informational materials about home 

visits and what they involve 
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2. Passive participation by members of 

village health committees in protecting 

children’s health  

Train village health committees on the 

Guidelines for home visits 

3. Specialists have insufficient 

communication skills to provide services to 

children 

Educate professionals in interpersonal 

communication with an adult audience 

4. Lack of provision of comprehensive and 

accessible services at home, in demand by 

parents of children with developmental 

delays and development difficulties, and 

children with disabilities and their families 

Develop mechanism to provide integrated 

services at home to children with 

developmental delays and development 

difficulties, and children with disabilities and 

their families 
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Appendix 1: Role of patronage worker18 
In general, the role and tasks of health visitors are very broad, since they are required 

them to think about all the factors affecting the life and health of the child, and also 

affecting the patronage workers themselves. To summarize this role, it is useful to 

consider it in relation to individuals, families, local communities and organizations 

(Figure 2). 

Figure 2. Role and tasks of patronage worker  

  

Home visiting – patronage service – has its own particularities. It focuses on the family 

and certain individuals during pregnancy and after childbirth. It makes the invisible 

visible. 

Home visits allows one to get a deep understanding of the situation, creating a good basis 

for: 

• A realistic evaluation of the situation in the family 

• Identifying strengths or assets 

• Work with individuals 

• Taking measures to overcome difficulties 

• Good participation of parents in services.19 

 

MODELS OF SYSTEMS FOR PATRONAGE AT HOME 

                                                           
18 Module 2. New role of patronage worker 
19 Astuto, J., L. Allen. 2009. Home Visitation and Young Children: An Approach Worth Investing In? Social Policy Report 

23 (4). Available at: http://eric.ed.gov/?id=ED509749 
 

Share information

Document and keep records
Introduce and refer to specialists
Represent
Account for own actions

• Promote links

• Identify common needs

• Pay attention to resources

• Promote understanding and 
awareness

• Understand the relationship

• Identify strengths and resources

• Communicate with caregivers

• Simulate beneficial interaction

• Maintain realistic expectations

• Offer advocacy

• Evaluate, monitor, and identify 
needs

•Provide information about 
health

• Display respect, care and 
compassion

• Give advice and guidance
Individuals Families

OrganizationsCommunities

http://eric.ed.gov/?id=ED509749
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There are three different models of patronage care at home, which use experience and 

data from many countries: 

• Universal; 

• Targeted; and 

• Mixed (universal and progressive). 

 

Universal model of patronage care 

The universal model of patronage visits at home includes specialist visits for all families 

as a supplement to the medical care for children provided by family doctors or 

paediatricians. Its goal is to help all families ensure the most appropriate resources for 

their children – in terms of general care, health, food, affection and stimulation – for 

optimal growth and development, and to prevent the effects of adverse social conditions. 

Targeted model of patronage care 

Oriented towards families and children who are at high risk or have special needs due to 

medical and / or psychosocial factors.  

Mixed (universal and progressive) model of patronage care 

The universal-progressive model of home visits overcomes the limitations of both the 

universal and the targeted model, combining them in order to ensure maximum benefits. 

Universal (essential) services provided by specialists at home are available for all 

families, and progressive (reinforced and intensive) visit services are available to a limited 

number of families, based on a risk and needs assessment. 

In cases of high vulnerability, more intense activities may be conducted that require 

interdisciplinary collaborative support with healthcare, social and educational services. 
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Appendix 2. Participation of specialists from Kyrgyzstan at international 

conferences and training on home visits (patronage) with the support of 

UNICEF Kyrgyzstan 
I. Regional Conference “The role of patronage nurses and nursing services in primary 

healthcare”, Ankara, Turkey, 14-17 May 2012 (4 specialists).  

 

At the first regional conference in Ankara in 2012, participants learned about effective 

models of outreach work and nursing care at community level, with a focus on maternal 

and child health, child development and child protection. Experiences from different 

countries were presented on the role of nursing care at community level and home visits in 

ensuring a continuum of care for mothers and children. 

 

II. Regional training of master trainers from CEE/CIS countries “Training health visitors on 

how to provide support to families to ensure the health, development and protection of 

children”, Belgrade, Serbia, 26-30 October 2015 (2 specialists). 

 

This training took place in Serbia and was devoted to training a group of qualified Master 

Trainers in the CEE/CIS region for home visits. The trainers were presented a package of 

modules on home visits (Appendix 3 Table 6 below gives the names and summary contents 

of the modules). 

 

III. Regional workshop on the preparation of master trainers in CEE/CIS countries. Training 

health visitors to support families for the health, development and protection of young 

children. Sofia, Bulgaria, 26-28 October 2016 (1 specialist) 

 

The regional workshop in Bulgaria provided an opportunity for participants to exchange 

experiences on the implementation of home visits in different countries, adaptation of 

modules, experience of monitoring and monitoring tools. The participants also discussed 

barriers, limitations and favourable factors, as well as lessons learned in using the modules. 

A presentation was made on a supervisory visit for home visit personnel. 
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Appendix 3: Awareness and satisfaction of FDG patients (results-based 

financing project) 
Rules of the evaluation: sampling of patients was carried out based on the database of 

outpatient visits for the reporting quarter according to KIFs (clinical information forms). 

Five cards were randomly selected. Five mothers had to be questioned. The interview was 

comprised of five questions. Questions 1-4 were given two points if the response is 

positive. Question 5 was evaluated on a satisfaction scale from 0 to 5. If satisfaction was 

assessed at 0 to 2 points, 0 points were assigned; 3-4 points gave 1 point; and 5 points 

gave 2 points. 

Question 1. How many times was your child examined by a health professional under 

the age of one? (If not less than 3 times: 2 points). 

Question 2. Which recommendations did the medical personnel give about your child’s 

nutrition? (Answer: if “frequent small meals, more vegetables and fruits, including 

porridge in the diet” mentioned: 2 points).  

Question 3. What are the danger signs of disease in a child? (Answer: if “shortness of 

breath, cyanosis (cyanosis of the tongue and mucous membranes of the child’s mouth), 

loss of consciousness, seizures, temperature, cannot drink or breastfeed; diarrhoea; 

vomiting after any food or drink, etc.” mentioned: 2 points). 

Question 4. If your child missed a vaccination can it affect the child's condition? 

(Answer: If yes: 2 points). 

Question 5: How do you evaluate the services provided to your child at the FDG? Please 

rate your satisfaction with their work. Scale from 0 to 5 


