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Executive Summary
In 2014, the Government of Japan supported the “Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone Regions” (the Project) of the Kyrgyz
Republic’s Ministry of Health and UNICEF, which was to be implemented over a three-year
period (2014-2017). The project was intended to improve maternal and child survival in Osh,
Jalalabad, Batken and Issyk Kul oblasts. In total, 34 healthcare facilities took part in the pilot,
equating to 50 to 100 per cent of the total number in each oblast. The main focuses of the
Project were to improve emergency assistance for mothers and children at hospital level; improve oversight of the quality of medical assistance (particularly by using integrated monitoring and supervisory visits), and also improving access to healthcare services in border areas
of Kyrgyzstan’s Batken oblast and Tajikistan’s Sughd oblast.
This evaluation was conducted in connection with the coming to the end of the UNICEF
Project in 2017, in order to determine progress made with Project implementation, and to
document the results (primarily changes in the quality of healthcare services provided to
pregnant women, women giving birth, newborns and children under five years of age in the
pilot hospitals). The evaluation was based on a desk review, data collected in a sample of
healthcare facilities visited, and surveys of respondents at national and regional level, as well
as at healthcare facility level.

The evaluation of UNICEF’s “Project for Advancing Peace through Enhanced Maternal and
Child Healthcare in Conflict-Prone Regions” revealed the relevance of the aims and measures with regard to national priorities, the requirements of healthcare in practice, and the
needs of mothers and children in the pilot regions.
5

The planned activities were conducted in seven fields, for each of which key target indicators were set. The data showed that five of the seven key targets were achieved in line with
the plan (improved water supply, sanitation and heating in 10 selected healthcare facilities;
an improved monitoring and evaluation system at national and healthcare facility levels; increased public awareness of health issues through mobilization of Village Health Committees; conducting roundtables to strengthen partnership between local administrations in border regions to improve maternal and child access to healthcare services; and improving the
capacity of healthcare facility administrations to oversee quality healthcare services – 109
per cent of this target was achieved), while two indicators were more than met and significantly exceeded the targets (provision of essential medical supplies – 26 facilities instead of
12 (216.7 per cent over-achievement); and improvement of the clinical skills of healthcare
professionals (127.8 per cent)).
There has been a positive trend in the quality of emergency assistance for mothers and
children. This became possible because of (i) training of healthcare professionals (obstetrician-gynaecologists, neonatologists, paediatricians, anaesthetists, nurses and midwives),
who demonstrated a high level of knowledge following their training (post-test results) and
translated this into changes to their treatment practices: for the first time standards were developed for providing intensive care to children (previously assistance had been provided by
healthcare professionals based on their individual knowledge and skills); (ii) the development
of a team approach to work; (iii) delivery of an essential set of equipment for intensive care
departments (26 healthcare facilities); (iv) reorganizing and renovating, and optimizing the
staffing of 26 individual healthcare facilities, and opening short-stay units; and (v) developing
normative documents on transportation and provision of ambulance services.
In the UNICEF Project, an integrated approach was used for monitoring and supervisory
visits, to improve the quality of healthcare services provided to mothers and children. The
healthcare personnel surveyed during site visits positively evaluated the approach. The
respondents found the opportunity to receive consultative and practical assistance in the
workplace particularly helpful. In addition, the effectiveness of this approach is shown in the
improved indicators, and in particularly the indicators on the system to support hospitals to
provide medical assistance to women giving birth and infants (14 and 11 indicators on Integrated Management of Childhood Illness (IMCI) and Effective Perinatal Care (EPC) respectively) and indicators of the quality of assistance for specific diseases and conditions (nine
and eight indicators for IMCI and EPC respectively). However, despite the general trend of
improvement, indicators on the hospitals support systems in the pilot oblasts require additional improvement, both for the IMCI programme (1.1-2.3 points out of the possible three) and
for the EPC (less than two points out of the three possible). For the country as a whole, the
figures for these indicators are even lower than in the pilot oblasts.
At national level, a pool of experts has been created to conduct monitoring and supervisory
visits. A contribution has also been made to strengthening the capacity of the Monitoring and
Evaluation Centre at the National Centre for Protection of Maternity and Childhood, which is
planning to further improve the process to train experts, process and analyse data collected
during monitoring and supervisory visits, and to provide analytical materials for use in decision making. However, questions remain unresolved on improving reporting on monitoring
and supervisory visits, and determining the mechanism for financing visits.
Peacebuilding activities in border oblasts of Kyrgyzstan and Tajikistan facilitated improved
access to medical assistance for mothers and children.
The influence of the Project was evaluated against a wide range of indicators. During the
project implementation period (2014 to 2016 inclusive) a contribution was made to improving
6

maternal and child survival indicators. A significant reduction in maternal mortality was noticed (of 41.2 per cent nationally), as well as under-five mortality, early neonatal mortality and
child mortality from acute intestinal infections (19 per cent, 19.5 per cent and 36.5 per cent respectively). The percentage reduction in the pilot areas often exceeded the national average.
Less progress was noted in mortality in the first 24 hours after hospitalization (a 7.6 per cent
fall) while there was a 1 per cent increase in the number of deaths from respiratory diseases
among children under five (due to Batken and Issyk-Kul oblasts). This indicator also depends
on the level of emergency care at primary healthcare level, which is often insufficient.
A similar positive trend was seen in the BABIES data analysis matrix. A reduction is seen in
the proportion of foetal and infant losses occurring in hospitals (medical assistance during
birth and during care for newborns) from 28.4 per cent in 2014 to 25.8 per cent in 2016: this
suggests an improvement in provision of assistance, including emergency assistance.
A positive factor for ensuring sustainability of the results achieved during project implementation is the Ministry of Health’s approach of setting down positive experience and best practices in normative documents (such as Orders on quality improvement, on 24-hour hospitalization, approving standards for intensive care of children). This has made it possible to extend
UNICEF’s experience to other regions of the country.
Lessons learned have been identified: (i) training and development of leadership qualities
for administrators is highly regarded and plays a key role in successful implementation of
planned strategies; (ii) future improvements in the role of midwives and their participation in
teamwork to provide assistance to mothers and children will help to improve the quality and
results of maternal and child healthcare; (iii) monitoring and supervisory visits are an effective
tool for the continuous professional development of medical personnel (by means of training
and consolidating their practical skills in the workplace); and (iv) to further improve maternal
and child health indicators it is essential to build the capacity of Primary Health and Sanitary Points and improve coordination and referral systems between the various levels of the
healthcare system.
Based on the results of the assessment, recommendations were made on the conducting of
training activities for medical professionals and administrators, as well as on the monitoring
and evaluation of certain aspects of healthcare facility activities.
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Section 1: About the project
Maternal and child healthcare is one of the priority areas that the Kyrgyz Republic is seeking
to improve. Detailed analysis in 20131 found that, despite substantial progress made on key
indicators of maternal and child health at national level, the situation varies significantly between regions. This is linked to differences in the socio-economic conditions in the regions,
and the level of healthcare provision, in terms of infrastructure, medical equipment and human capacity. In addition, conflicts and political tension that have occurred in the country
have had a negative impact on access to and quality of medical care, including maternal and
child healthcare, for the population. Therefore, in 2014 the Government of Japan agreed to
support the “Project for Advancing Peace through Enhanced Maternal and Child Healthcare
in Conflict-Prone Regions” (the Project) of the Kyrgyz Republic’s Ministry of Health and
UNICEF, which was to be implemented over a three-year period (2014-2017).

This project was implemented with technical assistance from UNICEF and included 34 healthcare facilities at oblast and rayon level (Annex 3) in the following pilot oblasts of Kyrgyzstan:
Osh (six out of 12 healthcare facilities in the oblast, 50 per cent); Jalalabad (14 out of 19, 73.7
per cent); Batken (10, 100 per cent); and Issyk Kul (four out of eight, 50 per cent); as well as
Bishkek city (two tertiary-level hospitals).
The main aim of the Project is to improve maternal and child survival in the pilot oblasts2 by (i)
strengthening the healthcare system, and specifically emergency care for mothers and children
at hospital level; (ii) improving oversight of the quality of healthcare; and (iii) facilitating peacebuilding (Figure 1). In order to achieve these aims, the Project envisaged activities in areas
such as:
1
2
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Government of the Kyrgyz Republic, Third Periodic Report on Progress towards Achieving the Millennium Development Goals in the
Kyrgyz Republic, 2013
In 2014, the poverty rates in the pilot oblasts were: Osh oblast – 31.7 per cent, Jalalabad oblast – 46.4 per cent, Batken oblast – 4.7 per
cent, and Issyk Kul oblast– 26.0 per cent. The figure for Kyrgyzstan as a whole was 30.6 per cent.

• training medical professionals on clinical skills for emergency assistance for mothers
and children;
• providing essential medical equipment to 12 healthcare facilities;
• improving water supply, sanitation and heating in 10 selected healthcare facilities;
• improving the capacity of healthcare facility managers to administer quality healthcare
services;
• improving the monitoring and evaluation system nationally and within healthcare facilities;
• raising the awareness of the population about healthcare issues by mobilizing Village
Health Committees; and
• organizing roundtable discussions to strengthen cooperation between local administrations in border regions to improve maternal and child access to healthcare services.
UNICEF’s key partners in project implementation were the Ministry of Health, the Kyrgyz Alliance of Obstetricians, the Association of Village Health Committees, healthcare facilities and
local state administrations in border areas. The beneficiaries were pregnant women, mothers
and children, and also the staff of healthcare facilities in pilot areas.
Figure 1: Structure and expected results of the “Project for Advancing Peace through
Enhanced Maternal and Child Healthcare in Conflict-Prone Regions”
IMPACT
Improving maternal and child health and survival in target
communities while at the same time supporting peace
and stability in regions aﬀected by conﬂict
MID-TERM IMPACT
Strengthening the healthcare system

OUTCOME 2
Improving the system of continuous quality improvement
Result 4. Training healthcare facility managers on
quality issues (team approach)
Result 5. Improving the monitoring and evaluation
system at national and healthcare facility levels,
including developing integrated monitoring and
supervisory visits

OUTCOME 1
Improving provision
of emergency care in hospitals
Result 1: Improved clinical
skills among medical
professionals
Result 2: Provision of
medical equipment
Result 3: Improved water
supply, sanitation and
temperature management in
healthcare facilities

OUTCOME 3
Support for peacebuilding
initiatives
Result 6: Mobilizing Village
Health Committees to work
with the population
Result 7: Conducting
roundtables to improve
cooperation in border areas
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Section 2: The principles of integrated monitoring and supervision
Since 2012, improving the quality of medical assistance has been one of the Ministry of
Health’s main strategies to further reduce infant and maternal mortality.3 Results of several
evaluations have shown that medical services, and in particular those provided for children4
and mothers,5 have not always reached the desired quality standards, while in some cases they have not met international standards. In addition, previous experience has shown
that activities (such as resources invested, introduction of new technology, and professional
training of healthcare professionals) have been implemented in a disjointed fashion, without
developing a deep understanding at healthcare facility level of the concept of quality control:
as a rule this has not led to the desired results. Given this, the UNICEF Project emphasized
the further development of quality control mechanisms, and used an approach that envisaged conducting integrated monitoring and supervisory visits to EPC and IMCI programmes
on a regular basis to provide practical assistance to healthcare professionals so they could
acquire new skills at the workplace itself.
The main features that differentiate the integrated monitoring and supervisory visits approach are:
• Use of the quality evaluation instrument developed by WHO.6 This tool was developed
because of an understanding that, in order to significantly reduce maternal and infant
mortality rates, increasing healthcare service coverage and improving the quality of
care provided are equally important. The tool is based on a number of guidelines: proper use of resources and organization of care; guaranteed non-interruption and continuity of care; quality care and practice for mothers, newborns and children under five; a
holistic approach to treatment and care, observing patients’ rights; introducing a team
approach; identifying systemic problems and providing support; developing action plans
3
4
5
6

Den Sooluk National Healthcare System Reform Programme of the Kyrgyz Republic for 2012-2016 (extended to 2018)
WHO European Regional Bureau, Evaluation of the Quality of Hospital Care for Children in Kyrgyzstan 24 July-4 August 2012, Mission
Report,
Health Policy Analysis Centre, Maternal Mortality in the Kyrgyz Republic: main tendencies, World Bank, 2012
WHO, Hospital Care for Mothers and Newborns: Quality Assessment and Improvement Tool, Second Edition, 2014
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based on evaluation results; training and motivating staff; and taking into account all
factors at the particular level of care and the health system’s functions. International
experience shows that there are ample opportunities for using this tool, as it envisages
the conducting of evaluations in several areas:
(i)

Hospital support system: includes evaluation of infrastructure, staffing, availability of
the main medications, equipment and consumables;

(ii) Medical care for specific clinical conditions: more than 50 per cent of the instrument
covers practical provision of medical care to pregnant women, women in labour,
women after birth, newborns and children under five years of age (six sections).
This section has an appendix on assessing the use of medicines.
(iii) Policy and organization of services: This includes four sections: assessing the availability, quality and use of the institution’s policies, orders, guidelines and protocols;
organization of work to prevent infections associated with provision of medical care;
development and implementation of manuals, training of personnel, availability and
operation of an audit system; and access to and continuity of care, and observance
of patients’ rights;
(iv) Interviews with healthcare professionals and patients (women in pregnancy and after giving birth): This section of the instrument gathers information about the quality
of clinical care, organizational aspects of medical care, and observance of patients’
rights from the perspectives of users and healthcare professionals.
(v) Summing up the evaluation and developing an action plan: This highlights the importance of an expert group meeting with staff and hospital managers based on the
evaluation results. Emphasis on the clinical aspects of care, as well as its organization, is crucial to support the notion that in many cases substantial changes are
possible using already available resources, without significant external assistance.
• The regularity of visits: monitoring and supervision alternate and are conducted once
every three months. During the monitoring visits, the emphasis is more on identifying
changes and developing recommendations to improve the situation, while in supervising visits, facility staff receive consultative and methodological assistance.
• Teamwork and coverage of several programmes and directions. For each visit,
a team of 3-5 experts is formed of doctors (obstetrician-gynaecologist, paediatrician /
neonatologist and/or resuscitator) and other healthcare professionals (midwives and
intensive care / children’s nurses). Monitoring is carried out simultaneously in several
areas: IMCI, EPC, PMTCT, infection control, and blood transfusion. Using this approach
both reduces the burden on healthcare facility staff, and increases the efficiency of the
visits themselves. It also helps develop understanding of the importance of teamwork
and the functional tasks involved in administering the hospital to provide medical care.
• Bringing in experts from various regions to participate in the monitoring and supervisory visits allows for exchange of experience and development of professional
links and builds the capacity of regional specialists.
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Section 3. Aim, tasks and methodology of the evaluation
Because Project implementation is coming to a conclusion (2014-2017), a final evaluation
is needed. Progress achieved during project implementation has been evaluated in accordance with the OECD Development Assistance Committee (DAC) Principles for Evaluation
of Development Assistance, which include questions on research aspects such as relevance,
results, effectiveness, influence and sustainability (Annex 1).
3.1. Aim and tasks
Aim:
To evaluate the results of the UNICEF Project, including changes and mechanisms to improve the quality of healthcare services provided for mothers and children in pilot hospitals in
Osh, Jalalabad, Batken and Issyk Kul oblasts.
Tasks:
1. Evaluate and document the results of implementation of best practices to improve thee
health of pregnant women, women in labour and childbirth, newborns and children under the age of five in the “Project for Advancing Peace through Enhanced Maternal and
Child Healthcare in Conflict-Prone Regions”, implemented with technical support from
UNICEF and funded by the Japanese Government;
2. Analyse changes in the quality of healthcare services provided for pregnant women,
women in labour and childbirth, newborns and children under the age of five based on
the findings of integrated monitoring and supervisory visits;
3. Evaluate changes to key maternal and child health indicators in the period 2014-2016;
and
4. Make recommendations taking into account the results of project implementation and
lessons learned.
3.2. Methodology of the evaluation
The evaluation was conducted in stages:
1. Desk analysis (study of project documents, monitoring and supervisory reports, evaluation reports completed as part of the project, national programmes in the field of health
care, statistical data from the Republican Medical Information Centre and others (Annex
2);
2. Data collection at healthcare facility level:
• 12 of the 34 healthcare facilities involved in Project activities (Annex 3) were selected
for the study:
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-

Osh oblast – Osh Inter-oblast Joint Clinical Hospital, Osh Inter-oblast Joint Children’s Hospital, and Nookat Territorial Hospital;

-

Batken oblast – Batken Oblast Joint Hospital, Kyzyl Kiya Territorial Hospital;

-

Jalalabad Oblast – Jalalabd Oblast Joint Clinical Hospital, Suzak and Nooken Territorial Hospitals;

-

Issyk Kul oblast – Issyk Kuyl Oblast Joint Hospital, Tyup district;

-

Bishkek – National Centre for Maternal and Child Health and Republican Clinical
Infectious Diseases Hospital;

Criteria for selection of healthcare facilities: geographical distribution, level of assistance
provided, intensity of activities, trends in indicators and lack of analogous interventions
from other projects.
• Semi-structured interviews were conducted with the administrations and heads of the
maternity and children’s wards in the selected facilities;
• Focus group discussions were held with doctors and mid-level healthcare professionals
at the maternity and children’s wards in the selected facilities; and
• Reports were collected to evaluate pharmacological management (turnover and balance statements for 2014-2016, the structure of morbidity in children’s and maternity
wards for 2014-2016, and essential drug lists and additional lists of medicines for 20142016).
3. Data collection at national level:
• In-depth and semi-structured interviews were conducted with:
▪

Representatives of the Ministry of Health, the Mandatory Health Insurance Fund
and the Republican Medical Information Centre;

▪

The administration of the National Centre for Maternal and Child Health’s Monitoring
and Evaluation Centre and the Republican Clinical Infectious Diseases Hospital

▪

Representatives of professional associations (the Associations of Obstetricians, Gynaecologists and Neonatologists, and the Kyrgyz Alliance of Midwives); and

▪

International partner organizations (GIZ, UNFPA, WHO and the World Bank).

• Observations: participation at conferences and healthcare facility discussions on quality
management of the assistance provided.
Section 4. Evaluation results
4.1. Relevance
The UNICEF “Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone Regions” was evaluated in the context of national programmes and
priorities in the field of maternal and child health, implemented at national level and within the
health sector.
The aims and tasks of the UNICEF Project are in accord with and support the international
commitments taken on by Kyrgyzstan before the world community to achieve key aims, and
in particular MDG 4 and MDG 5 (in the period up to 2015). In September 2015, UN Member
States officially adopted the 2030 Agenda for Sustainable Development, within which a set of
17 Sustainable Development Goals (SDGs) was defined for future international cooperation.
The SDGs follow on from the MDGs and cover a broader range of development issues in the
economic, social and environmental fields. Currently, the international SDGs, including objectives in the area of maternal and child health, are being adapted to Kyrgyzstan’s conditions,
as part of state policy to integrate them into national strategic documents. These include the
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National Strategy for Sustainable Development of the Kyrgyz Republic for the period 20132017, the Strategy for the Protection and Promotion of Public Health in the Kyrgyz Republic
until 2020 (Health 2020), and others.
Maternal and child health is one of the four priority areas in the Den Sooluk National Healthcare Reform Programme of the Kyrgyz Republic, (2012-2016, with an extension until 2018).
This Programme and the UNICEF Project have the same goals and objectives for maternal
and child health: improving the main indicators of morbidity and mortality among mothers and
children, removing barriers to equitable access to quality health services, and strengthening
the health system as a whole. In addition, the UNICEF Project was intended to (i) support
the Ministry of Health and the Mandatory Health Insurance Fund to improve approaches to
managing the quality of care, and (ii) raise public awareness of health issues through Village
Health Committee mobilization, which is also consistent with Den Sooluk Programme activities.
Meanwhile, the aims and tasks of this UNICEF Project support the priorities of other maternal
and child programmes in the health sector.
• “The Programme to Improve Perinatal Care in the Kyrgyz Republic for 2008-2017” is
intended to reduce maternal, perinatal, neonatal and infant mortality by increasing the
quality of medical care provided to mothers and newborns and ensuring equal access
in all regions of the country;
• “The National Strategy for Protecting the Reproductive Health of the Population of the
Kyrgyz Republic until 2015” is intended to ensure optimal intervals between births and
use modern family planning methods to ensure the birth of healthy and wanted children;
and
• The “Immunization Programme” for 2013-2017 is intended to reduce the prevalence of
infectious diseases among children.
It should also be noted that the Project under evaluation enjoys continuity of approach with
activities implemented by UNICEF in previous years:
• Project on reform of perinatal care in Kyrgyzstan, 2009-2010;
• Delivering as One (DAO) project to ensure access of women of reproductive age and
newborns in affected districts of the Kyrgyz Republic to quality healthcare services in
2010-2013 (five hospitals in Osh and Batken oblasts);
• Emergency response and early recovery project, 2010-2011; and
• “Promotion of social equality in the most needy and remote communities” project, 20122015. (20 hospitals, primary healthcare facilities and communities in Osh, Batken and
Jalalabad oblasts).
As a result of the measures taken, care for physiological births and postnatal care for the new
mothers and healthy newborns were improved. However, some obstacles to further progress
remained, including a shortage of personnel and an insufficient practical skill base among
obstetricians-gynaecologists, anaesthetists and neonatologists for emergency obstetric and
neonatal care. This situation was exacerbated by the limited effectiveness of clinical training
and retraining of both medical and nursing staff, as well as the complete lack of mentoring at
the workplace. The role of midwives continued to be limited in improving the quality of services provided to mothers and children.
14

The accumulated experience, based on phased implementation and expansion of evidence-based strategies and approaches, has been successfully used for implementation of
this Project. In order to address the obstacles above, emphasis was placed on ensuring continuous quality education of healthcare professionals working in the maternity field (training
on “Effective perinatal care”, “Effective newborn care”, “Primary reanimation of newborns”,
“H” for midwives, “Paediatric Advanced Life Support” (PALS), “Inpatient care for children”, the
IMCI pocket handbook, as well as integrated monitoring and evaluation of implementation of
perinatal and paediatric services and supervisory visits.
Thus, the aims and tasks of the evaluated UNICEF Project support national priorities and
the Sector Wide Approach (SWAp) programme, and build on initiatives by the Ministry of
Health and the Mandatory Health Insurance Fund, as well as other key partners in the health
sector (World Bank and GIZ projects), while the strategies and approaches introduced allow
for development of the healthcare system, the building of healthcare professionals’ capacity,
and increasing the quality of and access to medical assistance, particularly for vulnerable
population groups.
4.2. Effectiveness
This section presents the results of implementation of the planned Project activities. The
analysis is based on report data, site visits, and semi-structured interviews with respondents,
and includes an overview of achievement of Project targets; the effects of introducing the
“Providing inpatient care for children” pocket handbook; changes to the care provided for
pregnant women, women in labour and childbirth and newborns; and progress in managing
the quality of care and implementing peacebuilding initiatives.
4.2.1. Achieving project targets
In general, the targets were met for all seven Project indicators (Table 4.2.1).
Table 4.2.1: Indicators for Expected Outputs
Output
Output 1. Improving
the clinical skills of
healthcare personnel
Output 2. Providing
medical equipment
Output 3. Improving
water supply, sanitation and temperature management in
healthcare facilities
Output 4. Training
of healthcare facility
managers on quality
issues

Indicator as of
September 2017

Achievement
of target

83.1%

127,8%

12 healthcare facilities

26 healthcare facilities

216.7%

10 healthcare facilities

10 healthcare facilities (Jalalabad - 6;
Issyk Kul - 4)

100%

87.5%

109%

Target
Training of 65% of the total
number of health workers in
pilot healthcare facilities

Training completed for 80%
of all healthcare managers of
the pilot facilities
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Output 5. Improved
monitoring and
evaluation system at
national level and in
healthcare facilities

At the facility level: data is
being collected, analysed and
used for planning and decision making.

At the national level: an integrated monitoring and evaluation system has been set up
to effectively analyse health
indicators and respond to the
needs of the population.
Output 6. Mobilizing The awareness of vulneraVillage Health Com- ble families about dangermittees to work with ous signs in pregnancy and
the population
childhood illnesses have
increased by 40% (basic
indicators are 62-80% and
53-83% respectively, 2013).
Output 7. Holding
roundtable discusA joint plan was developed to
sions to improve
provide access to emergency
cooperation in borcare
der areas

Results described
in detail in the
report

Satisfactory
progress was
made

Results described
in detail in the
report

Satisfactory
progress was
made

Results described
in detail in the
report

Satisfactory
progress was
made

On Output 1 “Improving the clinical skills of healthcare personnel” and Output 4 “Training
healthcare facility managers on quality issues”, target indicators were achieved to 127.8 per
cent and 109 per cent respectively. As can be seen in the data given below, the greatest
emphasis was placed on training healthcare professionals from Jalalabad Oblast, which was
included in the Project at the request of the Ministry of Health and is new among the UNICEF
pilot areas (Figure 2).
Figure 2. Number of trained healthcare professionals by region on main trainings
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In accordance with the needs and requests for practical healthcare, the greatest coverage
(83.1 per cent) was achieved by the “Helping Babies Breathe” programme for midwives (Table 4.2.2).
Table 4.2.2: Number of trained healthcare personnel by module
Total number of mediOf whom recal personnel in target
ceived training
healthcare facilities
Helping Babies Breathe (HBB)
372
309
Basic Life Support
381
93
Paediatric Advanced Life Sup615
185 / 26*
port (PALS)
Effective Perinatal Care (EPC)
276
120
“Care for newborns” and “Care
96
65 / 9*
for underweight babies”
Neonatology (new pocket
179
138 / 43*
handbook)
Name of module
1
2
3
4
5
6

%
83.1
24.4
30.1
43.5
67.7
77.1

Note: * The number of healthcare workers from Naryn, Talas and Chuy oblasts (78 of the total
number trained).
Figures on the numbers of healthcare facility administrators trained are given in Table 4.2.3.
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Table 4.2.3. Number of healthcare facility administrators trained on
continuous improvement in quality of care
Oblast

Total number Number
of healthcare trained
facility administrators
Batken
18
16
Jalalabad
21
18
Osh
19
17
Issyk Kul
6
5
Total for pilot sites
64
56
Representatives of the Ministry of Health,
14
14
the Kyrgyz State Medical Institute for
Re-training and Professional Development, republican and national healthcare
facilities, and professional associations.
Total
78
70

Coverage, %

88.8
90.0
89.5
83.3
87.5
100

90.1

For Output 2, “Provision of Medical Equipment”, the final result was 216.7 per cent of the
target, as essential equipment (CPAP machines, monitors, pulse oximeters, infusion pumps,
nebulizers and medical ventilators) was delivered to 26 instead of the 10 planned health facilities in all four pilot areas. The target for Output 3 was achieved at 100 per cent: namely
repair works in 10 healthcare facilities (water supply, heating, improvement of conditions for
observance of sanitation and personal hygiene, etc.). Descriptions of Outputs 5, 6 and 7 are
included in subsections 4.2.4 and 4.2.5.
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4.2.2. Quality of hospital care for children
A positive trend was noted for 14 indicators for monitoring the quality of hospital care
for children. Figures are presented below on the 10 healthcare facilities from three of the
pilot oblasts monitored during the monitoring and supervisory visits (Figure 3). During the
Project implementation period, there were improvements in most indicators (every indicator
was evaluated using a three-point system). The overall average figure for the 10 healthcare
facilities rose from 1.5 in 2013, the baseline year, to 2.1 in January 2017.
Figure 3. Trend in figures for the 14 main indicators on provision of hospital care for
children (IMCI) in the 10 pilot healthcare facilities in Osh, Jalalabad and Batken
oblasts: figures for 2013, 2015 and January 20177

7

Using (I) data from the "Comparative analysis of the results of the baseline assessment (2013) and follow-up evaluation in the supervisory visit (2015) of the IMCI programme in General Medical Practice Centres / Territorial Hospitals and Oblast Unified Hospitals in Osh,
Batken and pilot regions of Jalal-Abad Oblast” (2015) report and (ii) indicators from consolidated monitoring and surveillance reports for
the three oblasts for January 2017.
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The best scores were found for information systems, provision of equipment, medication,
access to treatment at hospital, monitoring and follow-up, friendly services, food and management of patients with fevers (each more than two points).
For the rest of the indicators, a small positive trend was also observed, but the total scores
remained under two points. This includes tasks such as treatment of persons with anaemia,
diarrhoea, acute lower respiratory infections, triage and provision of emergency assistance.
It should be noted that the “laboratory support” indicator has seen a steady fall in score (from
2.4 in 2013 to 1.8 in January 2017).
The general picture for all oblasts in the country is given in Figure 4. As can be seen from the
figures, the best average scores are seen in the pilot oblasts – Issyk Kul and Osh oblast, as
well as Osh city (on average more than two points). The situation in Batken and Jalalabad
oblasts requires additional improvement (the average scores were 1.3 and 1.1 respectively).
The average score for Kyrgyzstan as a whole is not high, at 1.6.
Figure 4: Average score for evaluation of the 14 indicators of
hospital care by oblast, IMCI programme, January 2017

Analysis of case histories for nine indicators shows a positive trend. During the monitoring and supervisory visits, the quality of clinical practice was assessed (selectively using
20 case histories in each department). The trends of indicators in 10 healthcare facilities for
a three-year period are presented below (Figure 5).
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Figure 5: Trend in indicators on evaluation of case histories in 10 pilot healthcare
facilities in Osh, Jalalabad and Batken oblasts in 2013, 2015 and January 2017, IMCI
programme, %

As can be seen from the data given, in 2017 there was a significant reduction in the number
of unnecessary intravenous infusions, nutritional status began to be assessed with a focus
on detecting severe malnutrition, the monitoring of sick children’s conditions was improved,
along with the assessment and diagnosis of diseases, the number of unnecessary hospitalizations decreased, and medication was administered parenterally. Thus, the percentage of
transgressions for various aspects of treatment decreased from 63.3-86 per cent to 12.5-31.7
per cent.
A comparative evaluation of the data for all four pilot areas is shown in Figure 6. It should
be noted that in all regions the proportion of unnecessary hospitalizations decreased, and
the average stay of a patient in a bed did not exceed six days. Osh and Jalalabad oblasts
showed good trends (30 per cent or less). Batken and Issyk Kul oblasts have figures above
30 per cent for indicators such as monitoring, unreasonable pain, iatrogenic risk, inadequacy
of diagnosis and treatment, and improper treatment.
Figure 6: Comparative analysis of assessment of case histories in healthcare facilities in pilot regions, January 2017, %
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A contribution was made to improving the clinical skills of healthcare professionals
for providing emergency care for children. This area was focused on because of the high
mortality rates of children in the first 24 hours of hospitalization. This was due (on the one
hand) to low awareness among carers about the danger signs of illness in children and late
seeking of medical assistance and (on the other hand) to inadequate triage of children in the
admissions ward and, as a result, late commencement of appropriate treatment. It should
be noted that in the early stages of the Project monitoring of provision of hospital care of
children revealed low knowledge and practical skills among intensive care doctors on provision of basic and/or specialised intensive care to children8 and respiratory support (work
with life support machines, late placing on life support machines). In addition, there was also
insufficient provision of medical equipment in intensive care departments: it did not meet the
standards9  for provision of “one working intensive care place.”10 In this connection, at the
Ministry of Health’s initiative and with technical support from UNICEF, in November 2016
training began for healthcare professionals in the pilot hospitals for intensive care of children
on the Paediatric Advanced Life Support (PALS) module, with specialists invited from Lithuania. A team of national PALS trainers was created (made up of nine national instructors)
and 73 healthcare specialists were trained on emergency care from southern and northern
regions. In addition, the national trainers subsequently conducted training in Osh, Jalalabad
and Batken oblasts, where a total of 112 emergency medicine specialists received additional
training. A total of 185 medical staff at the pilot hospitals were trained in PALS. The average
level of PALS knowledge during the last stage of training was 57 per cent pre-test and 85.4
per cent post-test.

In parallel, and with technical support from UNICEF, a working group was created by the Ministry of Health to develop four clinical protocols:11 “Evaluating the condition of a child”, “Shock
in children”, “Cardiopulmonary resuscitation - basic and expanded”, and “Acute respiratory
8
9

UNICEF, Evaluation of the State of Children's Hospital Care in Bishkek and the South of Kyrgyzstan, 20-28 March 2013
UNICEF, Report on the monitoring of healthcare facilities and healthcare personnel trained on the Pediatric Advanced Life Support
(PALS) course for emergency medical care staff in pilot healthcare facilities in the Kyrgyz Republic, 2016
10 Standard equipment for one staff position: one respiratory support device [ventilation or CPAP]; two or three syringe pumps; one monitor; one nebulizer; and one electric pump for two staff positions
11 Ministry of Health Order 527 of 13 July 2016 “On the development of clinical protocols for resuscitation assistance for children and on
conducting a roundtable to discuss the developed clinical protocols and criteria for referring and redirecting a sick child from one level
of health care to another.”
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distress syndrome and respiratory insufficiency”. The Expert Council of Evidence-Based
Medicine under the Ministry of Health approved these protocols.
Also within the Project, the 26 pilot healthcare facilities were
supplied with lung ventilators (five), CPAP (12 units), medical ventilators (eight units), and nebulizers, infusion pumps,
monitors, pulse oximeters (30 of each). This had a positive
effect on the quality of medical care and resuscitation undertaken. Selective analysis of the use of ventilators and CPAP
devices, as well as opinions expressed by the respondents,
revealed a need for additional training of personnel on how
to with the equipment supplied (instructions for use, technical operation). In this connection it is planned that a team of international trainers will train 16
pairs of doctors and nurses from resuscitation departments on the use of ventilation equipment to resuscitate children 2017.
The referral system for providing assistance to children in Osh oblast was optimized.
A working group of experts created at regional healthcare level from various fields (paediatricians, family doctors, resuscitators, and so on) developed the criteria for referring children
to different levels of medical care in Osh region and Osh city. Currently, a draft order is being
prepared for approval and implementation to optimize the criteria for referral of children for
medical care in Osh oblast and Osh city.
There were additional results from introducing the “Providing hospital care to children
in pilot hospitals” Pocket Guide. Introduction of the Pocket Guide, approved by Ministry of
Health Order 464 of 5 August 2013, also led to the following changes:
• In the hospitals, admissions and triage wards were reorganized or created, which helped
improve the sorting of patients and ensure timely provision of emergency medical care;
• The reduction in unnecessary hospitalizations led to a reduction in the number of patients in wards, which in turn helped to reduce or amalgamate the number of medical
positions (Osh Inter-oblast Children’s Clinical Hospital, Nookat District Territorial Hospital and others) and/or transfer these positions to other wards;
• As outlined in the Pocket Handbook, the only children who should be hospitalized are
those in serious conditions and who require intensive care. Short-term wards were created in the hospitals to cater for children admitted who did not fall into the “serious” category, but who required observation, and/or children who came from remote areas and
often at night (see Section 4.3.2);
• The number of unnecessary intravenous infusions was significantly reduced, and monitoring, assessment and diagnosis of the condition of children improved;
• In all the admissions wards, intensive care wards and children’s/infectious diseases
wards in the hospitals, wall-mounted displays were put up of Pocket Handbook schemes
to be used by healthcare personnel;
• Provision of drugs to the admissions wards, intensive care wards and children’s/ infectious diseases wards (including diazepam and salbutamol), and equipment (O2 concentrator, glucometer, pulse oximeter, etc.) was improved;
• In the pilot hospitals, oral rehydration points were established in the admissions wards
and/or infectious diseases wards; and
• When providing emergency medical care to children, healthcare professionals began to
work as teams, with every team member performing a defined role in the care provided.
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Several continuing challenges need to be highlighted:
• The quality of analysis of the deaths of children on the ground is poor (there is no detailed justification of the cause of the child’s death assessing the quality of medical care
at each stage), and only a small percentage undergo autopsies;
• The monitoring instruments on provision of hospital care for children need updating;
• The approach to strengthening and increasing the role of nurses is insufficient;
• Hospitals are insufficiently prepared to provide emergency care (low levels of knowledge and practical skills among healthcare personnel and there is insufficient equipment for providing emergency care (30-40 per cent of children die in the first 24 hours
after hospitalization);
• There is a lack of or unsatisfactory work with existing transport and consultative services to provide emergency and qualified assistance to children;
• There is inadequate continuity of care at Family Medicine Centres and Territorial Hospitals (at the primary healthcare level, before hospitalization of children with severe conditions, the first dose of the medicine needed is not given, extracts from case histories are
not transferred quickly enough, and visits to children discharged from hospital at home
do not occur in a timely fashion);
• Primary healthcare providers are not trained to provide emergency care for children, or
on the updated IMCI programme that takes into account new WHO recommendations;
and
• The level of knowledge among parents about danger signs of disease in children remains low (late assistance seeking).
4.2.3: The quality of perinatal services for pregnant women, women in
labour and childbirth and newborns
Trend of indicators of hospital support systems. Seven indicators of hospital support systems
were tracked. In general during the Project implementation period, positive trends were seen
(Figures 7 and 8). The details of three monitoring visits are presented below and show the
trend in Jalalabad oblast, which was one of the last to become a UNICEF pilot.
Figure 7: Trends in Hospital Support System
monitoring and evaluation indicators for Obstetrics
(example of the Jalalabad Oblast United Clinical Hospital Maternity Department)
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Figure 8: Trends in Hospital Support System
monitoring and evaluation indicators for Neonatology
(example of the Jalalabad Oblast United Clinical Hospital Maternity Department)

In the “Hospital Support System” section progress is noted both for “Obstetrics” (an increase
in average points from 1.2 in January 2016 to 1.5 in January 2017), and for “Neonatology”
(from 1.1 to 1.5 points). For obstetrics, the improvement is mainly due to an increase in the
number of midwives (from 1.0 to 2.0 points) and better availability of medicines (from 1 to
1.5 points). For neonatology, infrastructure (from 1 to 1.6 points), as well as indicators such
as provision of personnel, medicines and maintenance of statistical data and medical documentation (on average from 1 to 1.5 points) improved noticeably. At the same time, further
continuous and sustained administrative support is needed for delivery on maternity wards,
as the results are still far from reaching the maximum score (the evaluation was carried out
on a three-point scale).
Human resources management at healthcare facility level: situation analysis and
trends (example of Jalalabad oblast). Inequity in the distribution of qualified specialists is
one of the major reasons for introducing the regionalism principle in the country. For example,
analysis of data on distribution of qualified specialists by level of perinatal care in Jalalabad
oblast for 2014-16 shows that of all the 26 neonatologists in the oblast, only 13 worked in
first-level healthcare facilities, while the other 13 were concentrated at the Jalalabad Oblast
United Clinical Hospital (Table 4.24).
In practice full-time neonatologists only work in two of the oblast’s 14 healthcare facilities
Jalalabad Oblast United Clinical Hospital (JOUCH) and Suzak Territorial Hospital). Each of
the first-level healthcare facilities (nine territorial hospitals and four Centres for General Medical Practice) in fact has only one neonatologist on its staff, who is only on duty during the daytime (at night for urgent cases). Thus, at night nurses and general hospital specialists (neonatal nurses, paediatricians, obstetrician-gynaecologists, intensive care staff and surgeons)
care for newborns while lacking sufficient knowledge and skills to organize and provide care
for low-weight newborns (with knowledge of respiratory support, infusion therapy and monitoring [daily and hourly diuresis]). This fact cannot but affect the survival rate of newborns.
At the same time, use of the neonatologists who are on the payroll in the oblast is not rational in the regional maternity hospital’s neonatal intensive care unit (13 full-time equivalent
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 eonatologist positions or 11 individuals for 75 beds for joint “mother and child” stay). Of a ton
tal of 13 neonatologist posts, 3.5 posts (one post at night and during the day) are intended to
care for healthy newborns (assisting with the birth of healthy newborns, inspecting newborns
after birth, and performing primary resuscitation if necessary). At the same time, only 5.5
posts were for the neonatal intensive care unit (for 9 beds). As a result, in the daytime, one
specialist is responsible for four newborns, and at night one neonatologist cares for nine to
15 newborns. This distribution of available personnel, in which qualified neonatologists focus
on caring for healthy newborns at the expense of sick and premature infants, does not help
to improve the quality of care and survival of patients and pre-term babies.
Table 4.2.4: Distribution of perinatal service specialists in healthcare facilities for
Jalalabad oblast by level of services provided, 2014-2016.
2014
Number

Total number of obstetrician-gynaecologists
in the oblast
Obstetrician-gynaecologists at first-level facilities
(Territorial hospitals and family general practice
centres)
Obstetrician-gynaecologists at second-level facilities (JOUCH)
Total number of midwives in the oblast
Neonatologists at first-level facilities (Territorial
hospitals and family general practice centres)
Neonatologists at second-level facilities (JOUCH)
Total number of neonatologists in the oblast
Neonatologists at first-level facilities (Territorial
hospitals and family general practice centres)
Neonatologists at second-level facilities
(JOUCH)
Total number of neonatologists in the oblast
Neonatal nurses at first-level facilities (Territorial
hospitals and family general practice centres)
Neonatal nurses at second-level facilities
(JOUCH)

2015
%

Number

68

2016
%

Number

74

%

71

51

75.0

55

74.3

49

69.0

17

25.0

19

25.7

22

31.0

215

215

214

13

54.2

13

52.0

13

50.0

11

45.8

12

48.0

13

50.0
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25

26

13

54.2

13

52.0

13

50.0

11

45.8

12

48.0

13

50.0

89

91

87

56

62.9

58

63.7

54

62.1

33

37.1

33

36.3

33

37.9

Round-the-clock obstetrician-gynaecologist posts are only in place in seven of the 14 (50 per
cent) healthcare facilities (Jalalabad Oblast United Clinical Hospital, and the Territorial Hospitals (TH) in Suzak, Bazarkorgom, Kochkorata, Alabuka, Aksy and Tashkomur). Despite the
high rate of filled positions in Jalalabad Oblast, there are 5-6 births per day per midwife (Aksy
TH: one for eight; Ala-Buka TH: one for five; and JOUCH, Suzak TH and Bazarkorgon TH:
one for five or six). However, according to international standards, to improve the quality of
childbirth, it is recommended to provide a standard of one midwife for every woman in labour
and in the early postpartum period. Also, in some first-level facilities, a midwife in the same 24
hours provides care for women in labour, mothers and newborns, pregnant women in pregnancy pathology beds and the admissions unit (Tash-Komur TH, and Centres for General
Medical Practice in Kara-Kul, Mailu Suu and Kanysh Kiya). Thus, only three (or 21.4 per cent)
of the 14 healthcare facilities are close to international standards: there are 1.5 / two births
per midwife at the territorial hospitals in Nooken, Toktogul, Oktyabrskaya, and Kochkor Ata.
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Only a few maternity wards in Jalalabad oblast
follow the good practice of midwives taking care
of women in labour, women immediately following birth and newborns during childbirth and in
the post-birth period (Tash Komur TH, Centres
for General Medical Practice Mailu Suu, Karakul and Kanysh Kiya). This situation is observed
in healthcare facilities where there are no 24hour obstetrician-gynaecologist staff positions.
In most healthcare facilities in Jalalabad oblast,
only obstetrician-gynaecologists perform physiological births, while midwives enter the results
in the partogram. Midwives either do not oversee births at all, or only at night (Table 4.2.5.).
Using obstetrician-gynaecologists to oversee physiological births means that the organization and quality of emergency obstetric care suffers for certain medical conditions (bleeding,
pre-eclampsia and eclampsia, sepsis, extragenital pathology, and so on).
Table 4.2.5: Participation of midwives in physiological births, Jalalabad oblast
Number of births
JOUCH
Suzak TH
Bazarkorgon TH
Aksy TH
Alabuka TH
Nooken TH
Toktogul TH
Tash Komur CGMP
Kara Kul CGMP
Maillu Suu CGMP
Oktyabr TH
Kochkorata TH
Total in oblast

2016
5,023
5,700
2,696
2,519
2,360
2,407
1,136
738
530
469
831
1,028
25,437

Actual number of
midwives
2016
9
9
9
4
8
3
4
4
4
4
4
4
64

Births facilitated by
midwives
2016
560 (11.1%)
440 (7.7%)
650 (18.5%)
500 (19.8%)
360 (15.3%)
410 (17.0%)
580 (51.1%)
670 (90.8%)
480 (90.5%)
320 (68.2%)
800 (96.3%)
700 (68.1%)
6,470 (25.4%)

Thus, ensuring quality care for pregnant women, new mothers / infants and newborns is not
only about making sure that medical posts are filled, but also that staff fulfil their functional duties in line with approved normative acts, national clinical standards and international
standards. The number of midwives should be increased and they should be delegated the
powers to take care of women in labour and after childbirth and newborns during physiological births and in the postpartum period. At the same time, obstetrician-gynaecologists and
neonatologists should be focussed on providing quality care for pregnant women, parturient
mothers, mothers with maternal complications and sick and prematurely born newborns.
Analysis of the activity of obstetric and gynaecological departments allowed for substantiation and optimization of the use of available human resources in maternity wards. Improving
the capacity of leaders and their understanding of the quality management process has been
to increase the number of midwives in the Centres for Family General Practice in Karakul
(from four to eight), and Alabuka TH (from four to eight), while the JOUCH maternity hospital
has introduced two additional 24-hour positions.
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Data on the organization of care are shown in the figure below, where positive trends are
noted mainly due to better accessibility of services (from 1 to 1.5 points) (Figure 9).
Strengthening the hospital support system. As a rule, low spending on supporting infrastructure and equipment at healthcare facilities, the non-use of energy saving techniques
(building winterization, installing modern windows, solar batteries and so on), and little thought
to improving conditions for patients (sanitary facilities, showers, furniture, beds, bedclothes,
domestic appliances, internet and so on) prevents improvements to the quality of healthcare
services provided and to patient satisfaction.
Figure 9: Organization of care (example of maternity ward at JOUCH)

Disease control and prevention in the healthcare facilities is aggravated by a lack of uninterrupted access to adequate quantities of clean water and sanitation facilities, which creates
conditions for transmission of nosocomial infections. For example, in Jalalabad oblast, the
main problem is water supply: only five of the 12 facilities (41.7 per cent) have access to
clean water around the clock.
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In this connection, renovation was carried out with technical support from UNICEF of the
water supply and sanitation system12 in maternity and children’s wards in 10 hospitals (four in
Issyk Kul oblast and six in Jalalabad oblast). As a result, more than 22,000 women and newborns will receive assistance every year in facilities which have 24-hour hot and cold water,
thereby reducing the risk of nosocomial infections.
In the “Medical care in specific circumstances” section: an improvement was seen in the conducting of physiological births (from 1.1 to 1.5 points) and Caesarean sections (from 1.2 to
1.5 points), and also basic care for healthy newborns (from 1.5 to 1.8 points). However there
continues to be a need for ongoing monitoring of sustainability and further improvement in the
quality of services provided (Figure 10).
Figure 10: Medical care for certain conditions (example of JOUCH maternity ward)

Additional results of the introduction of the EPC programme in pilot oblasts:
• Optimized additional rooms for maternity wards to ensure safety and privacy for patients
and their families; neonatal units (intensive care units) have been established and are
as close as possible to the delivery rooms; in some of the pilot healthcare facilities, the
number of gynaecological beds has been reduced, making it possible to redistribute
available human resources;
• Activities to strengthen the role of midwives have been initiated, for which the indicator
“Number/proportion of physiological births conducted by midwives” has been proposed
to medical specialists in healthcare facilities. At the facility level, midwives will be asked
to fill in and keep a personal diary registering this indicator;
• Training has been conducted for midwives on maternity wards to ensure provision of
quality emergency neonatal care to newborns;
• Teamwork has improved (doctor and nurse, technical staff + pharmacist + administrators, joint trips);
• The quality of care for women in labour and post-birth has improved throughout the
physiological birth process;
• The quality of care for healthy newborns has improved everywhere; and
• The availability of inpatient care at second-level (regional) hospitals has improved somewhat for pregnant women, women in labour and giving birth, and infants with medical
complications;
Several continuing challenges need to be highlighted:
• Analysis of the data shows that the most acute problem in all regions and districts is the
insufficient number of neonatologists and anaesthetists / intensive care doctors, and
12 In the framework of the Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone Regions for a
total sum of 28,281,000 soms.
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•
•
•

•
•

also the insufficient level of clinical skills among the personnel in place to care for pregnant women and women in labour and childbirth with obstetric complications, sickness
and pre-term babies;
Midwives are insufficiently involved in physiological births. Of all births, 85 per cent are
physiological births, but the analysis shows that only 9 per cent of these are overseen
by midwives;
Significant improvement is required in the quality of emergency care provided to pregnant women and women in labour and childbirth with obstetric complications, sickness
and pre-term babies (low quality of monitoring and consequently observation);
Most of the healthcare facilities lack a sustainable system of annual preventive renovation and support for medical equipment, including procurement of supplies. This is
confirmed by the absence of requests for repair of equipment to the Maintenance Fund
under the Ministry of Health by the healthcare facilities (for hospitals with bed capacity
higher than 300, applications should be made for sums more than 24,000 soms, up
to 300 beds more than 18,000 soms, and for primary healthcare facilities more than
12,000 soms)13;
A priority problem for all healthcare facilities in the region is improving the management
of infection control processes; and
There is a lack of consultative and transportation services.

4.2.4. Managing the quality of medical assistance provided
As part of the Project, UNICEF supported the Ministry of Health to review the Order
“On Improving the Quality Control System in Healthcare Facilities in the Kyrgyz Republic”. This Order focussed not only on infection control in healthcare facilities, but also on
clinical aspects of managing care. Changes were made in the structure of quality committees,
which imply decentralization of quality management within the facility (quality management
departments at facility level and technical teams in the structural subdivisions of the facility).
In addition, new elements were introduced, such as clinical audit (stages and tasks for each
stage), and the position of clinical pharmacologist. This Order is a practical document that
gives clear tools for a mechanism to improve the quality of healthcare services at the healthcare facility level. The latest normative document regulating the quality of healthcare services
was created more than 20 years ago.
The commitment of healthcare facility managers to improving maternal and child health
services has been increased through capacity enhancement. Within the framework of the
UNICEF Project, 56 managers at pilot healthcare facilities and 14 representatives of the
Ministry of Health, the Kyrgyz State Medical Institute for Re-training and Professional Development, republican health facilities and a professional association were trained, and information was provided on healthcare quality management, and monitoring and evaluation tools,
including the BABIES matrix with its ability to plan activities in the field of maternal and child
health. At national level, great importance is attached to the need to strengthen the capacity
of managers:
“... Much in the healthcare facility depends on the leadership qualities of the leader, on how that person organizes the work...”;
“... The level of training of managers is very weak, especially on quality control: there is no understanding
of their responsibilities, and no understanding of continuity. A team approach is required for the provision of
emergency care, including among managers, for the timely resolution of management issues...";
"... It is necessary to strengthen the capacity of managers ...".
(from interviews with respondents)
13 Ministry of Health Order 416 “Regulations of the Fund for Technical Maintenance and Repair of Medical Equipment of the Ministry of
Health of the Kyrgyz Republic” of 20 July 2012.
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Visits to the healthcare facilities selected for evaluation revealed various levels of engagement by managers in resolving maternal and child health issues. However, there are a large
number of positive examples:
• Active improvement of infrastructure (renovation and reorganization), obtaining medical
equipment and medicines to meet the needs of the Clinical Handbook and other clinical
protocols.
• Finding solutions to ensure continuity: for example, following a decision made by the
heads of the Oblast Family Medical Centre and the Oblast Unified Hospital, a family
doctor is working every day in the in-patient department of the hospital, and taking part
in triage (mainly of children), providing medical care with recommendations to those
who should have applied initially to the Family Medicine Centre, and then passing information about the patient to the corresponding Family Doctor Group in the place of
residence;
• Improving communication and continuity between management and specialists at intensive care departments in Bishkek healthcare facilities (the National Maternal and Child
Health Centre, the Republican Clinical Infectious Diseases Hospital and the City Children’s Clinical Accident and Emergency Hospital). Thus, taking part together in training
and developing a common understanding of tasks to improve the quality of services provided helped remove earlier barriers for patients (unreasonable referrals are excluded).
If necessary, specialists make a joint decision about and what kind of assistance should
be provided to the patient where exactly; and
• Introducing the practice of discussing the results of integrated monitoring and supervision at oblast colleges, where leaders themselves report key indicator data and the
results of the work under the maternal and child health programmes, and having the
opportunity to compare the situation in the pilot hospitals and exchange experiences in
organizing assistance to mothers and children.
A defined pool of national consultants conducting monitoring and supervision has
been established, but work needs to continue to strengthen the consultants’ capacity.
In the three years of Project implementation, the most experienced and well-trained specialists from all levels of healthcare facilitates were involved in monitoring and supervision. During
the survey respondents expressed various opinions:
“...It may be that she [the supervisor] has good theoretical knowledge, but her attitude to the medical
personnel was inappropriate, and she expressed sharp judgments during the discussions, which reduced
motivation to learn...”;
“...We are introducing the Pocket Handbook here, but along came the consultants from Bishkek and it
turned out that they were working in the old way...”;
“...The communication skills of some consultants need to be improved...”; and
“...Not all supervisors can provide very good practical assistance, we even sometimes directly ask for a
specific consultant to be sent...”.
(from interviews with respondents).

The lists of consultants for every visit is currently created at the Ministry of Health, which is
unable to tackle additional questions about administration and quality of the visits. To fulfil the
monitoring role, a Monitoring and Information Centre was created at the National Centre for
Maternal and Child Health.
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Experience has accumulated in preparing monitoring and supervision reports, but
their quality needs to be further improved. Despite the fact that the methodology for monitoring and supervision has been developed and there is a single set of indicators, processing
visit reports needs further consolidation. The reports contain duplicate information (a description of the goals and objectives of the visits), each consultant has their own style of presentation, and sometimes there are no clear differences between the two types of reports, which
affects the time needed to process the information contained, and the continuity and comparability of the data.

At the healthcare facility level, data on quality indicators are collected, analysed and
used for planning and decision making. In the pilot facilities, under the influence of monitoring and supervisory visits, an approach began to be formed under which systematic monitoring and analysis of quality indicators are taking place, both at departmental level and at facility level. Taking into account the identified gaps and recommendations by supervisors, the
medical personnel at the divisions are developing plans to improve the situation. The results
are presented to the management at monthly reporting meetings and serve as a justification
for making decisions at facility level.
The role of the clinical pharmacologist, included in the quality committees, has been
demonstrated to be useful in analysing the use of medicines and improving the efficiency of use of financial resources at facility level. Rational use of medicines is an important component of the healthcare system, and the cost of purchasing drugs is one of the
largest expenses for the budget healthcare facilities and the healthcare system in general.
Under the Ministry of Health’s new Order 454 “On improving the quality control system in
healthcare facilities in the Kyrgyz Republic”, a clinical pharmacologist is included in the quality committees, which are entrusted with a number of functions, including clinical and eco32

nomic analysis. The evaluation showed that healthcare facilities at national and regional levels have begun introducing clinical pharmacologists onto their staff. As for district level
facilities, the respondents noted difficulties in attracting these specialists, partly because of
shortages in the country and partly because of the low wages envisaged for the posts. District
healthcare facilities are mainly staffed by pharmacists who need training. Purchase of medicines is often carried out based on the previous year’s request.
Example of good practice: A conference was held for the first time on developing
quality indicators for improving the rational use of medicines. With support from the
UNICEF Project, the National Centre for Maternal and Child Health, the tertiary healthcare
facility in the field of maternal and child health, initiated a Quality Indicators Conference
involving the heads of the Centre’s Somatic and Surgical Departments, representatives
of the City Children’s Clinical Accident and Emergency Hospital, the Republican Clinical
Infectious Diseases Hospital and international partners (WHO and GIZ). At the Conference,
visual presentations were made on the results of the VEN and ABC analysis of drug use in
the Centre’s key departments. Conference participants discussed the shortcomings identified which, depending on the profile of the departments, had their own peculiarities (underutilization of drugs recommended by the Pocket Handbook, irrational use of parenteral
drugs, etc.). As a result of the Conference, a decision was made that the situation required
improving. To this end, each branch committed to developing 1-3 quality indicators to track
process and achieve results. The Conference demonstrated the role of the clinical pharmacologist and the use of the results of ABC / VEN analysis as an additional tool to improve
the quality and effectiveness of maternal and child health services provided through the
rational use of medicines.

During this evaluation, annual budget and cost analysis (ABC) and vital essential and non-essential (VEN) analysis was conducted of drug use in six healthcare facilities (two at district
level, three at oblast level, and one at national level) with emphasis on children’s departments
and maternity homes for the period 2014 to 2016. The results show use and purchase of
medicines is more rational in healthcare facilities where there is a clinical pharmacologist
and/or due attention is paid to drug management issues. The following results were obtained:
• The additional essential drugs lists include drugs with unproved efficacy, does not indicate the international non-patented non-proprietary name, and often duplicates the
main essential drugs use (this is more characteristic of facilities at district level);
• In practically all the healthcare facilities there has been a steady increase in the proportion of expenditure on medical equipment, which reflects more active adherence to the
requirements of infection control. In oblast facilities, particularly maternity wards, the
proportion of expenditure on medical equipment is significantly higher (52-71 per cent)
than at district facilities (34-44 per cent);
• Certain healthcare facilities are purchasing drugs with unproved efficacy (13.5-29 per
cent of all purchased drugs) and/or expensive drugs that have cheaper counterparts
(8-30 per cent financial equivalent). This situation is more typical of paediatric departments and newborn pathology departments. In addition, most of the spending was to
purchase solutions and antimicrobials for parenteral administration, which may indicate
unreasonably frequent administration of intramuscular and intravenous injections;
• The situation in obstetric departments and pregnant women pathology departments in
the selected facilities did not differ much from the standards: this is most likely due to
the rather active introduction of protocols for obstetrics and gynaecology; and
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• The analysis showed that implementation of clinical protocols continues to be weak (or
absent for some classifications), that there is insufficient understanding of the formular
system and that the drug committee is weak. Optimization of management of medicines
is only possible if all these systems interact: this should be taken into account at subsequent stages of work.
In general, the potential benefits of clinical pharmacologists’ activities remains underutilized.
At the national level a complex monitoring and evaluation system has been created to
effectively analyse health indicators and to react to the needs of the population. The
UNICEF Project made a contribution to development of the Monitoring and Evaluation Centre
at the National Maternal and Child Health Centre. Initially an international consultant conducted a maternal and child health data collection situation analysis. In cooperation with the
National Maternal and Child Health Centre’s administration, the Monitoring and Evaluation
Centre was removed from the old Management Information System, the Centre’s Regulations
were developed, premises and staff were allocated, and specialists hired. At the expense of
the Project, the Centre’s staff were trained, including some training abroad, and equipment
(such as computers) was procured.
The Monitoring and Evaluation Centre focus on collecting, storing and analysing information
on the basic indicators of maternal and child mortality and morbidity (including administrative
data), on activities conducted within the Den Sooluk Programme (access and quality of services), including those of international partners and projects. The Monitoring and Evaluation
Centre cooperates closely with the Ministry of Health’s Department for Provision of Medical Assistance and Drug Policy and the Maternal and Child Health Coordinator for the Den
Sooluk Programme, and participates in preparation of statistics for regular Health Summits
and Thematic Group meetings.
The Monitoring and Evaluation Centre already has experience of analysing data on introduction of the Pocket Handbook and the EPC programme from two rounds of monitoring and
supervisory visits, completed at the pilot healthcare facilities under the UNICEF Project. The
healthcare facility managers initially presented this data during the latest Health Summit, and
had the opportunity to compare the situation in their facilities, and identify common problems
and issues to be resolved.
For next steps, the Monitoring and Evaluation Centre has set itself the following tasks:
• Prepare legislative documentation on monitoring and supervision: a portrait of experts
(qualifications and functions), development and approval of guidelines on conducting monitoring and supervision (methodology, monitoring and evaluation instruments, and recommendations for preparing reports);
• Create a personalized database of national experts (already, with UNICEF Project support, a roster of monitoring experts has been developed, which contains the experts’ personal
data, and reports and feedback from the healthcare facility managers). Strengthening the
capacity of Centre staff, as well as creating the roster of monitoring experts will help improve
the analytical aspects of monitoring, and strengthen the relationship between the Centre and
the institutions where the monitoring is conducted;
• Further expand the composition and strengthen the capacity of experts on monitoring and
evaluation issues, and preparation of reports of reliable quality; and
• Establish the most complete flow of information on maternal and child health projects
implemented in the field by other partners and international organizations.
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4.2.5. Peacebuilding initiatives
It should be noted that raising awareness of maternal and child health issues among the population and ensuring timely access to quality healthcare services for residents of border areas
are top priorities of the Governments of Kyrgyzstan and Tajikistan. The results of the Project
in this area are set out below.
The capacity of members of 890 Village Health Committees (VHCs) in three oblasts of
Kyrgyzstan to identify danger signs in pregnancy and childhood illnesses has been
strengthened. As late recourse to medical care is one of the factors that significantly impacts
the level of maternal and child mortality, the Project ensured the training of 7,035 members
of 790 VHCs on danger signs in pregnancy and childhood illnesses. Every VHC member
usually takes responsibility for a certain number of families with whom they work closely (on
average 20). Therefore, the potential number of recipients of necessary information could be
more than 100,000 mothers and pregnant women in the three pilot oblasts (Table 4.2.6).
In 2013, under the “Monitoring, Mapping and Analysis” programme the Republican Centre
for Health Promotion (RCHP) developed an innovative methodology using mobile phones to
monitor the level of awareness among the population of health issues. The surveys developed were stored on the RCHP’s central server. Trained staff members of Health Promotion
Rooms / Family Medicine Centres and Village Health Committee members downloaded the
questionnaires on a mobile phone from the internet, conducted the survey and completed the
forms on the mobile phones. Immediately after the interview, the completed questionnaires
were sent to the server, where a single database was formed and the information processed.
This approach is also used for annual monitoring.
Table 4.2.6: Number of trained Village Health Committee members by oblast
Indicator

Oblast

Osh

Jalalabad

Batken

350

360

180

Trained on danger signs of disease

350

360

180

Trained on peacebuilding and tolerance

n/a

n/a

12

Total number of direct beneficiaries
(VHC members)

2,848

2,735

1,452

Total number of other
(indirect) beneficiaries

48,476

50,283

23,882

Mothers

29,416

29,331

14,105

Pregnant women

17,672

19,143

8,997

Representatives of local self-government,
schoolteachers and nursery teachers

1,388

1,809

720

Total number of VHCs in oblast
Of whom:

Of whom:

In 2017, 1,369 respondents of 90 villages in Osh, Jalalabad and Batken oblasts selected
by random sampling were interviewed (of whom 461 were pregnant, 449 were women with
children under six months of age, and 459 were women with children up to two years of age).
The results of the survey are shown in Figures 11 and 12, which reveal that the proportion of
people with knowledge and awareness of danger signs in pregnancy (seven symptoms) and
childhood illnesses (nine symptoms) in 2017, had increased significantly compared to data
for 2014, and was 54-97 per cent and 17-92 per cent respectively.
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Figure 11: Which danger signs in pregnancy do you know (%)?

Figure 12: Which danger signs in young children do you know (%)? 14

Analysis of monitoring studies from 2013 showed that if any of the above-mentioned danger
signs are found for a children, most women turn to Family Group Practices / Rural Health
Points (2013 – 80 per cent, 2017 – 90.3 per cent).
In addition to increased public awareness of maternal and child health problems, VHC members worked to increase tolerance and strengthen peace. The results of this work were monitored in 2016 and 2017.
For example, in 2017 540 respondents of different ethnicities, religions and occupations from
36 pilot border villages were interviewed (just five questions with answers). The results of the
survey are shown in Figure 13,
14 In addition to danger signs of disease, the survey also included issues of exclusive breastfeeding and supplementary feeding (Report
on monitoring of public awareness, 2017).
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Figure 13: What do you understand by the term “Tolerance”? (%)

Increased understanding of the term “tolerance” was observed among people living in ethnically mixed communities. The number of respondents who answered “I don’t know, difficult to
answer” about the issue of tolerance fell from 30.6 per cent in 2016 to 15.4 per cent in 2017.
The number of respondents who understand such aspects of the concept of “tolerance” as
willingness to understand and accept diversity of cultures, readiness for new knowledge and
openness has increased. More respondents expressed the opinion that children should be
educated with different communities so that they can adapt in the future to the ways of life and
traditions of the different communities.
Dialogue has been established to ensure unhindered access of the population of border areas to maternal and child healthcare services. With the support of the Japenese
Government-funded UNICEF Project, a roundtable was held for heads of health facilities of
border areas of Kyrgyzstan and Tajikistan, which laid the foundation for a number of cross-border events and meetings. In follow-up meetings with healthcare professionals from the two
border oblasts, visits to district and regional healthcare facilities were organized so they could
familiarize themselves with the experience of the facilities and plan work to optimize service
provision to mothers and children. According to the interviews, implementing the planned
measures significantly improved access to healthcare services in the border areas for the
population, in particular, for mothers and children.
Example of positive practice: gradual change of approach from conducting round
tables to collegia. During project implementation, a number of meetings were held in Kyrgyzstan’s Batken oblast and Tajikistan’s Sughd oblast to strengthen partnership to improve
the health of mothers and newborn children living in border areas. The Project provided
methodological and financial support for this partnership. The specifics of the activities conducted were: (i) active involvement of healthcare professionals and representatives of local
(oblast and district) state administrations in the border areas of both states in the process;
(ii) the participants themselves acted as organizers, independently determining the agenda, the place and time for the discussions; and (iii) there was a gradual transition from the
round tables format, with the emphasis more on informing and stating facts, to the collegium
format, in which discussion of problems leads to development of action plans and allocation
of responsibility for achieving the intended results. The participants of this partnership are
seeking to improve access to and quality of medical services for women, newborns and
children, regardless of place of residence and citizenship.
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4.3. Efficiency
4.3.1. Efficiency of project implementation
A total of US $2,496,800 was granted by the Government of Japan to implement
the “Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone Regions”.
It was planned to use almost 43 per cent of the allocated funds to purchase
medical equipment for 12 pilot healthcare facilities in order to provide for safe
births and effective intensive care for newborns and children (Table 4.3.1).
Table 4.3.1: Planned and actual allocation of resources

PROJECT COSTS
1. Improve clinical skills of medical workers to
provide safe and effective care to mothers and
newborns during pregnancy, delivery and postpartum period and equip medical workers with
skills on newborn and child resuscitation in all 34
target health facilities (trainings for health workers; supervisory visits)
2. Provide medical equipment to ensure safe delivery and effective newborn and child resuscitation in 12 selected health facilities
3. Improve water and sanitation and temperature
management in 10 selected health care facilities
4. Improve the capacity of health managers to
implement continuous quality improvement in
health facilities
5. Strengthen the M&E system at the national
and health facility levels
6. Improve community outreach by mobilizing
Village Health Workers and developing and disseminating communication materials
Total project costs (92%)
UNICEF recovery costs (8%)
Total direct & indirect costs (100%)

Total planned budget
(US$)
As
%

Actual
As
%

379,140

15.2

602,136.40

24.1

1,071,150

42.9

633,895.40

25.4

480,300

19.2

501,528

20.1

29,840

1.2

87,484.12

3.5

89,940

3.6

178,019.30

7.1

126,381

5.1

137,802.30

5.5

2,311,901
184,952.08
2,496,853

92.0
8
100

2,311,901.00
184,952.08
2,496,853

92.0
100

The next largest expenditure category was activities to improve management of water, sanitation and temperature. These were conducted in 10 of the selected pilot healthcare facilities
and it was intended to use slightly more than 19 per cent of the total budget.
More than 16 per cent of the funds were planned to be used for activities to improve the clinical skills of healthcare professionals to ensure safe and effective care for mothers and newborns during pregnancy, births and the postnatal period, to train healthcare professionals for
intensive care of newborns and children, and also to build the capacity of healthcare facility
administrators.
Along with improving access to and quality of maternal and child medical services, an important role was also played by increasing the health literacy of the target population group. More
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than 5 per cent of the total budget was allocated to training representatives of Village Health
Committees and Health Improvement Rooms – the main sources of information for parents
on improving care for children – on danger signs in pregnancy and childhood illness. Integrating peacebuilding messages with information on childcare was a very interesting approach.
This was necessary, as the population listen to and trust the advice of healthcare workers.
A total of 3.6 per cent of the planned budget was allocated to strengthening the maternal
and child health monitoring and evaluation system. In general 9% of funds were allocated to
support clinical and program monitoring. It was planned to use these resources to build the
capacity of the Monitoring and Evaluation Centre at the National Maternal and Child Health
Centre. In addition, the Project also focused on providing practical cooperation to healthcare
professionals to introduce new practices in the workplace. During Project implementation,
a total of US$106,000 was allocated for monitoring visits, and US$150,948 for supervisory
visits.
In addition, to improve access to medical services for mothers and children it was planned
to conduct a roundtable discussion in the border area of Batken oblast, during which representatives of Kyrgyzstan and Tajikistan could develop a joint plan of cooperation to ensure
access to emergency care in the border region, irrespective of citizenship. It was planned to
use a total of 0.3 per cent of the total budget to conduct this roundtable.
The remaining 12.5 per cent of the budget consisted of administrative expenses and support
for project implementation, including conducting monitoring and evaluation of implementation
and conducting the final evaluation on completion.
One of the main components of the project was to conduct training for healthcare professionals to improve their clinical skills for ensuring safe and effective care for mothers and newborns during pregnancy, labour and the postnatal period, and also skills for intensive care for
newborns and children. For these purposes, it was planned to conduct basic training on four
modules:
• the HBB module;
• the BLS module;
• the PALS module; and
• the EPC module.
These training events were conducted during 2015 and the first half of 2016. In total, 309
healthcare professionals were trained in HBB (83.1 per cent of the target group), 93 in BLS
(24.4 per cent), 185 on PALS (30.1 per cent) and 120 on EPC (43.5 per cent).
In the opinion of those healthcare professionals interviewed during the evaluation process,
implementation of this component made a significant contribution to improving the quality of
medical care provided for mothers and children. In particular, the training meant that mid-level healthcare professionals were more actively engaged in initial assessment of patients,
which on the one hand reduced the burden on doctors and on the other reduced the waiting
time of patients.
In order to consolidate the skills obtained during the basic training, monitoring and supervisory visits were conducted during project implementation.
The team managed to save money on the process of purchasing equipment and, as a result
of this saving, was able to purchase an additional six sets of equipment, increase expenditure
on strengthening the capacity of managers and healthcare professionals to provide quality
medical care, and also allocate about 10 per cent of funds for monitoring and evaluation purposes.
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The UNICEF Project plans to conduct the following additional activities using the funds
saved to support Ministry of Health plans:
• Invite an international consultant to analyse the activities of healthcare facility managers
and develop criteria to evaluate them. An electronic dashboard on maternal and child
health indicators will be developed and piloted. The dashboard will help managers of
healthcare facilities to monitor changes in indicators in real time, to analyse the effectiveness of activities in a timely fashion, and to plan actions to improve the quality of
services; and
• Conduct training sessions on how to use the ventilators provided in child resuscitation.
4.3.2. Efficiency in the healthcare facility activities
To improve the effectiveness and the quality of hospital care provided to children, optimize
use of beds, reduce the level of groundless hospitalization, and increase the efficiency of use
of state budgetary funds, the Ministry of Health and the Mandatory Health Insurance Fund
published a joint order to open day wards in healthcare facilities providing maternal and child
healthcare services. This order was one of the results of UNICEF’s activities during the “Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone
Regions”. In the framework of this Order, day wards were opened in the National Maternal
and Child Health Centre (20 beds), the Republican Clinical Infectious Diseases Hospital (30
beds), the Bishkek City Children’s Clinical Emergency Care Hospital (35 beds), the Osh Interoblast Children’s Clinical Hospital (20 beds), and the Kara Suu Children’s Territorial Hospital (six beds). Later, day wards were opened in other pilot healthcare facilities, at both
oblast and district level. The day wards opened were different in hospitals at different levels.
At republican and national centres, they were independent wards, while in oblast and district
hospitals they were created within the admissions wards, or else several beds were allocated
in pre-existing wards (children’s or intensive care).
The day wards were opened because of the recognised need, particularly in remote areas,
to improve sick children’s access to quality healthcare services at the primary level of hospital care. In addition, implementation of the updated IMCI standards in hospitals showed
that 1) the duration that sick children needed to stay in hospitals was much less (down to 24
hours), and their delay in hospital had led to over-medication and an increase in the number
of groundless hospitalizations; 2) the burden of children’s departments on physicians was
reduced, causing fears of a possible reduction in their staffing levels; and 3) the parents of
sick children did not go to the hospital for medical help, because they did not want or were
not able to be hospitalized for several days with their children because of other household
needs. In turn, this had led to quite significant numbers of deaths of children at home and on
the first day of hospitalization.
The following healthcare services were provided free of charge in day wards to children under 15 years of age:
• consultations and therapy;
• differential diagnosis;
• early syndrome treatment; and
• observation of trends and transfer to specialized ward if necessary.
In general, the hospital management and healthcare personnel supported these innovations.
The Mandatory Health Insurance Fund played a leading role in developing the new mechanism for financing the day wards. However, as of yet no evaluation has been conducted of
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the effectiveness of introducing the day wards, because of the short period since the Order
began being implemented. At the time of preparation of this report, there is only information
available about day ward activities in several pilot healthcare facilities in the first half-year
since the piloting began. As seen in Figure 14, between 64 and 76 per cent of patients entering the day wards were discharged within 24 hours of receiving emergency healthcare: this
could support the hypothesis that the efficiency of hospital activities has increased as a result
of reduced expenditure on longer patient stays.
Figure 14: Day ward activities in pilot healthcare facilities

Several positive points were noted as a result of the day ward activities, including:
• Minimization of stress from staying in hospital conditions and increased patient satisfaction;
• Reduced length of stay in hospital;
• Reduced risk of infections linked to provision of medical assistance;
• Less baseless hospitalization, reducing the load on hospitals;
• Better diagnostic process and receiving of timely medical assistance by patients when
patients stay in optimal conditions in hospital; and
• Less self-discharging of mothers and children from hospital.
At the same time, several problems caused by the opening of the day wards were also noted.
These include the material and technical provisioning of the wards: equipment, availability
of accommodation for patients, and so on. In addition, in a number of hospitals a shortage
of medical personnel, particularly doctors, was noted. These limited human resources led in
turn to an increase in the burden on existing doctors.
Another important concern is that opening the day wards may have a negative influence on
primary healthcare facilities, as it has led to the practice of patients seeking assistance directly in these departments without initially making appointments with family doctors. This is
partly due to the public’s great trust in hospital doctors, and partly to the schedule of work of
the day wards, where patients can seek medical assistance around the clock.
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4.4. Impact
4.4.1. Long-term and medium-term impact
The project contributed to a reduction in maternal, infant and child mortality in Kyrgyzstan. The
UNICEF project covered 34 healthcare facilities in four regions of the country. The activities
carried out contributed to the overall goal of national and sectoral programmes to reduce maternal and child mortality (Table 4.4.1). Kyrgyzstan’s maternal mortality rate fell by 41.2 per
cent between 2014 and 2016, with the most significant falls observed in Batken and Issyk Kul
oblasts (68.7 per cent and 67.5 per cent respectively). The leading cause of maternal mortality in 2016 was extragenital pathology (31.3 per cent). Infant and child mortality rates for
Kyrgyzstan as a whole also fell (by between 7.6 per cent and 36.6 per cent). However, there
was an increase in the infant mortality rate among children under the age of one in Batken
oblast (by 40.5 per cent) and infant mortality from respiratory diseases among children under
five in Batken and Issyk Kul oblasts (by 20.8 per cent and 57.5 per cent respectively).
Table 4.4.1: Indicators of influence, 2014 – 2016
Indicator

1

Maternal
mortality

2

Infant mortality

3

Early neonatal
mortality

4

Mortality rate in
first 24 hours
after hospitalization (children
under one)

5

Child mortality
from respiratory
diseases (children under five)

6

Child mortality
from intestinal
infections (children under five)
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Oblast
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh
Kyrgyzstan
Batken
Jalalabad
Issyk Kul
Osh

2014
51.7
84.5
43.3
31.2
43.5
22.1
20.1
20.6
14.9
18.9
16.7
11.8
15.9
10.4
11.8
32.1
36.4
36.5
66.7
38.9
19.0
19.8
29.8
11.7
29.2
3.7
11.2
3.7
0.0
5.7

2015
39.3
26.2
45.8
20.3
43.8
20.1
17.9
18.9
17.4
15.7
15.2
11.4
14.0
13.6
8.6
29.9
44.7
29.7
0.0
42.4
17.0
22.4
24.8
13.7
26.8
3.4
6.9
4.9
2.0
4.4

2016
30.4
26.4
27.6
10.1
32.5
17.9
15.7
16.4
12.9
14.0
13.4
10.4
12.1
9.1
7.9
29.7
51.2
31.1
0.0
29.3
19.2
23.9
23.1
18.4
25.3
2.4
7.4
1.1
0.7
5.1

% change
-41.2
-68.7
-36.2
-67.5
-25.2
-19.0
-22.3
-20.2
-13.5
-25.6
-19.5
-11.2
-23.4
-12.3
-33.0
-7.6
40.5
-14.7
-100
-24.8
1
20.8
-22.4
57.5
-13.3
-36.8
-34.2
-69.9
-66.3
-10.4

Source: Republican Medical Information Centre. Ministry of Health
Comparing regions shows that between 2010 and 2016 the highest rates of decline in infant
and child mortality were seen in Osh, Batken and Issyk Kul oblasts (Figure 15).
Figure 15: Rate of increase / decrease in indicators of under-five, infant, and early
neonatal mortality. Kyrgyzstan, 2010 and 2016

The breakdown of infant mortality by reasons indicated that a significant proportion was attributable to perinatal causes (64.9 per cent nationally), including intrauterine infections (for
which the highest was 16.8 per cent in Issyk Kul oblast) (Table 4.4.2). The second leading
cause is congenital anomalies (18.5 per cent nationally). The highest rates were registered
in Osh oblast (24.3 per cent). In Batken and Osh oblasts, deaths from respiratory diseases
remain significant (20.1 per cent and 22 per cent respectively).
Table 4.4.2: Leading causes of infant mortality, 2016
Oblast

Indicator

Kyrgyzstan
Total

%

Batken

Jalalabad

Issyk Kul

Osh

Total

%

Total

%

Total

%

Total

%

1

Total

2621 100.0

224

100.0

467

100.0

137

100.0

296

100.0

2

Respiratory diseases

257

9.8

45

20.1

58

12.4

11

8.0

65

22.0

of which pneumonia

214

8.2

32

14.3

49

10.5

9

6.6

53

17.9

Infectious and parasitic diseases

71

2.7

12

5.4

11

2.4

2

1.5

29

9.8

of which acute intestinal infections

45

1.7

11

4.9

6

1.3

2

1.5

18

6.1

Perinatal causes

1700

64.9

129

57.6

304

65.1

92

67.2

98

33.1

of which congenital infections

268

10.2

12

5.4

20

4.3

23

16.8

18

6.1

Congenital anomalies

484

18.5

31

13.8

76

16.3

26

19.0

72

24.3

3

4
5

Source: National Maternal and Child Health Centre, Automated Management System
Positive trends have been observed according to analysis with the BABIES matrix.
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The BABIES matrix is an instrument to collect and analysis data, which can take into account
foetal and infant losses at primary healthcare level and in hospitals, and monitor and evaluate
the effectiveness of interventions. Below are the data for 2014 and 2016 (Tables 4.4.3 and
4.4.4)
Table 4.4.3: Foetal and infant losses at primary healthcare level and in hospitals, 2014
Birth weight in
grams

Antenatal
mortality

Intrapartum
mortality

Early neonatal Late neonatal
mortality
mortality

500-999

11.7

1,000-1,499
1,500-2,499
2,500 and more

Post neonatal
mortality

5.0

0.8

37.1

8.2

6.0

Source: Republican Medical Information Centre. Ministry of Health
Table 4.4.3: Foetal and infant losses at primary healthcare level and in hospitals, 2016
Birth weight in
grams

Antenatal
mortality

Intrapartum
mortality

Early neonatal Late neonatal
mortality
mortality

500-999

10.0

1,000-1,499
1,500-2,499
2,500 and more

Post neonatal
mortality

5.0

0.7

27.1

6.3

5.1

Source: Republican Medical Information Centre. Ministry of Health
According to the data provided, between 2014 and 2016 infant mortality fell in Kyrgyzstan
from 31.7 to 27.1 per 1,000 (a proportional indicator of mortality irrespective of birthweight).
At the same time, the proportion of foetal and infant losses in hospitals (medical care during
labour and newborn care) also fell from 28.4 per cent in 2014 to 25.8 per cent in 2016, which
indicates an improvement in quality of care provided, including emergency care. A total of
74.2 per cent of foetal and newborn losses in 2016 were the responsibility of primary healthcare facilities. Of these, 36.9 per cent (equating to 10.0 deaths per 1,000) related to women’s
health before pregnancy, 18.5 per cent (5.0) to antenatal care, and 18.8 per cent (5.1) to the
care for the newborn after birth.
During regular integrated monitoring and supervision under the EPC and IMCI programmes, the “Provision of Hospital Care to Children” pocket handbook received
good feedback from respondents: this is a mentoring school and has great potential
in the long term. During the survey all respondents noted the positive effect of the monitoring conducted and, in particular, the supervisory visits (“…it is a great help for us, we can ask
questions and get the explanations we need straight away”, “…first of all we hid our faults,
but then we understood that if we prepared questions and asked everything openly, the work
could be completed much quicker…”). The value of monitoring and supervision lies in experts
providing practical assistance on the ground (training and skill development) and assistance
with analysing hospital activities and revealing shortfalls (for more information see Section
1.2). As a result of the visits, as a rule, reports were prepared and recommendations developed for solutions, which in the future could become guidelines for action by both healthcare
professionals and facility managers. In addition, the practice of engaging specialists from
one region to conduct monitoring and supervisory visits in other regions was mentioned favourably, as this allowed for an exchange of experience and improved ties between special44

ists. Most of the respondents expressed a need to continue the practice of monitoring and
supervisory visits, and some of them expressed a wish to participate in them in the future.
However, the respondents acknowledged that further support was required with the training
of specialists for the visits. It is also essential to resolve the issue of financing monitoring and
supervisory visits, including stimuli for experts.
The format of Project implementation allowed for the development of initiatives and strengthening of leadership and autonomous governance in the healthcare facilities in pilot regions.
There were certain significant aspects of Project implementation. For example, delegation of
more common responsibilities for implementing activities and achieving general results significantly increased the leadership and sense of ownership among healthcare managers and
professionals. The funds provided by UNICEF and certain approaches to a certain degree
played a catalysing role, demonstrating opportunities and the role of change. The examples
of approaches included:
• Direct transfer of financial resources to the healthcare facilities to implement the planned
activities; and
• Renovating the water supply and sewage systems at healthcare facilities using UNICEF
Project funds helped the facility managers understand the process of designing, repairing following regulations and rational use of available funds. The managers of most of
the facilities, using the experience and knowledge gained during this work paid for with
UNICEF funds, were able to improve the quality of services by improving infrastructure
with government budget funds.
Example of good practice: Increasing the commitment of managers and facility
staff to improving the quality of maternal and child health services. In the pilot
healthcare facilities capital renovation was conducted using UNICEF funds in two
of the 12 maternity halls (equipment, water supply and sanitation), reorganizing admissions and operational blocks. After this the renovation continued in the maternity
house: initially the other maternity halls were renovated, then the corridor and the
lower floors of the building. Furniture and equipment that had been lacking was bought
and the grounds were beautified. “…The health of mothers and children is our management’s priority. The Director begins and finishes his working day with a tour of the
maternity house…” [quote from interview]. Funds to continue renovation were sourced
from the facility’s budget, and also in part from voluntary contributions from the facility’s staff themselves.

• Providing support to local government initiatives to conduct roundtables and working
visits to improve the quality of care for mothers and children in Batken oblast; and
• Providing support to initiatives by healthcare professionals to reconsider the Order on
regionalization at the Osh oblast level (development of a referral system for pregnant
women at primary healthcare level).
4.4.2: Unplanned influence
The success of opening the day wards in five pilot healthcare facilities meant the experience
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to could replicated throughout the country. Following the piloting of the day wards, Ministry of
Health Order 368 and Mandatory Health Insurance Fund Order 159 of 25 May 201615 were
published, under which hospitalization of children in day wards was increased from five to
16 years, while the list of diseases to be treated in day wards was extended from 61 to 121,
including surgery of pathologies. Later the Joint Ministry of Health Order 901 and Mandatory
Health Insurance Fund Order 356 of 19 December 2016 was initiated to open day wards in
all hospitals in Kyrgyzstan.
Though today the opening of day wards is meeting the needs of the population, taking into
account the financial interests of hospitals, and allowing them to increase their efficiency (reducing baseless hospitalization and the average length of stay of patients in hospital), the
following steps should be taken: (i) there is a tendency of increased flow of sick people to
hospitals instead of primary healthcare facilities; (ii) some respondents believed that day
wards in certain cases take on primary healthcare functions; and (iii) there is a possibility of
duplication with oral rehydration rooms at Family Medicine Centres. Therefore it is necessary
to research the impact of day wards on primary healthcare facilities in the long term.
“…There are already rumours among the public that you can go to a hospital and stay for one day without
paying, and so the number of patients is increasing, especially in the evenings…”;
“…Some patients who are treated in the day wards could be treated in Family Medicine Centres…”, and
“…Day wards sometimes do primary healthcare work they are not trained for, and often patients are referred without symptoms…”
(from interviews with respondents)

In addition, it was noted that initiatives are underway to develop opportunities to open day
wards for other categories of patients, such as obstetric-gynaecological or surgery wards.
Strengthening the capacity of the Kyrgyz Alliance of Midwives (KAM). As a UNICEF partner
in implementing the “Project for Advancing Peace through Enhanced Maternal and Child
Healthcare in Conflict-Prone Regions”, KAM has increased its capacity, specifically on project
management, including financial management. When conducting activities, KAM receives
support from UNICEF (spot checks and audits). It has used the recommendations to improve
its procedures, and strengthen its internal documents, including its “Regulation on procurement”, “Guidelines for personnel management”, and “Accounting policy”. In addition, during
its key partnership with UNICEF, KAM was trained on the theme “UNICEF’s financial and
administrative rules for project implementation by national partners.”
4.5. Sustainability
In the framework of the project a wide range of legislative acts were reconsidered or redeveloped, to improve the quality and effectiveness of maternal and child healthcare services.
During project implementation, certain systemic barriers were revealed that required amendments to previous legislative acts (Ministry of Health Orders, Regulations and others). In
15 Ministry of Health Order 368 and Mandatory Health Insurance Fund 159 of 25 May 2016, “On Making Amendments and Additions to
Joint Order Ministry of Health 110 and Mandatory Health Insurance Fund 42 of 15 February 2016 “On Opening Day Wards in Healthcare
Facilities Providing Medical Care to Children in the Kyrgyz Republic”.

46

every case, working groups were formed under the Ministry of Health/Mandatory Health Insurance Fund that, on the basis of situation analysis, developed the new document that was
to be implemented not just in the pilot regions but nationwide. This, it goes without saying,
ensured the sustainability of positive changes. Several examples are given below:
• The Ministry of Health Order on ambulance care, which amended the financing norms
for ambulances, widened examinations and changed the procedure for transportation,
and medical aviation for pregnant women and children in emergency situations.
Example of good practice: “Bottom-up” strategic planning. The design of this
draft was based on a real case from the practice of a territorial hospital, where an
eight-month-old child arrived in critical condition. The experience of assisting this child
revealed a number of barriers: a lack of clinical standards for child resuscitation; lack
of knowledge and practical skills among doctors and nurses; incomplete basic equipment for resuscitation of children; and a negligent attitude to the rights of patients.
In addition, weak continuity between regional and district hospitals and the lack of
resuscitation services in transportation often led to deaths of children en route. Given
that this situation was in many respects typical, the Project included activities such as
development of a training module for paediatric advanced life-support (PALS), clinical
protocols for child resuscitation and training for healthcare personnel, the purchase of
equipment for resuscitation departments, and the provision of regular counselling support for the staff of the pilot healthcare facilities in the framework of supervisory visits.

• Development of Ministry of Health Order 454 “On Improving the Quality Assurance System in Healthcare Facilities in the Kyrgyz Republic” of 4 August 2015 was supported.
The Order is to be implemented throughout the country. However the evaluation showed
that implementation of this Order has been uneven, and several managers consider it
too complicated and difficult to implement. Therefore methodological support is required
for implementation (particularly in healthcare facilities that did not take part in the pilot);
• Joint Ministry of Health Order 110 and Mandatory Health Insurance Fund Order 42 “On
Opening Day Wards in Healthcare Facilities providing Medical Care to Children in the
Kyrgyz Republic” of 15 February 2016 was developed and approved;
• Ministry of Health Instruction 577 created the “Working Group on improving the obstetric and paediatric referral system in Osh oblast and implementing the decision of
the round table on transport-consulting assistance in Osh oblast of 30 August 2016”.
Leading experts from Osh oblast initiated creation of this working group, a good example of leadership. The UNICEF Project supported this initiative. To date, a package of
documents necessary for proper functioning of Pregnant Women’s Pathology Offices at
Family Medical Centres / Centres for General Medical Practice has been developed, including criteria for referring pregnant women to higher levels of care and transportation
algorithms (the road map), and preparatory measures are being taken to create a register of pregnant women from risk groups. The draft Order “On Optimizing the Criteria
for Redirecting Children to the Correct Levels of Medical Care in Osh Oblast and Osh”
is being completed for approval and implementation;
• In the context of new data and evidence, Ministry of Health Order 104 of 10 February
2016 has introduced new clinical protocols on neonatology, and particularly “Newborn
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jaundice”, “Providing intensive care to newborns in the maternity hall”, and “Care for
newborn health in the early perinatal period” (Annex 5: “Standards for prevention of
haemorrhagic diseases of newborns”).
• Four clinical protocols16 have been developed for the intensive care of children: “Evaluating a child’s condition”, “Shock in children”, “Cardiopulmonary resuscitation - basic
and advanced” and “Acute respiratory distress syndrome and respiratory failure”. The
Expert Council of Evidence-Based Medicine of the Ministry of Health approved these
clinical protocols.
The training conducted during the UNICEF Project has been institutionalized in part
in the study programmes and plans of the Kyrgyz State Medical Institute of Retraining
and Professional Development, which will ensure that new specialists can be trained on a
regular basis.
Integrated monitoring and supervisory visits are financed through the Project. A mechanism to ensure sustainable support of these visits requires further development. Integrated monitoring and supervisory visits to maternal and child health programmes, which
received positive feedback from the medical staff at pilot healthcare facilities, were funded by
the UNICEF Project. With the end of the Project, developing a routine mechanism for such
visits will become acute. During the assessment, respondents at national level gave various
opinions summarizing the experience of implementation of different projects and existing
practices:
• Raising funds from the budgets of the healthcare facilities themselves: for example, one
of the requirements under the World Bank’s “Results-Based Financing” Project is to
allocate 5 per cent of the funds earned for the training of medical personnel;
• In addition, within the UNICEF Project itself there was a case in which three hospitals
made an application for additional training on resuscitation of children (PALS) paid for
from their budgets; and
• Engaging professional associations using funds from members’ contributions.
It is also possible that the administrations of healthcare facilities could pay for training events,
printing the Pocket Handbook and other publications, and also cover the cost of supervisory
visits to receive consultations and coaching in the workplace.
There is a need to institutionalize the evaluation instruments. During the Project evaluation instruments were developed and used, which covered various aspects of the assistance
provided and stimulated improvements. Visits to regions showed that monitoring in healthcare facilities was not just conducted for UNICEF, but also under the World Bank’s Results-Based Financing Project, by Mandatory Health Insurance Fund experts, and also by
oblast coordinators. Every team used different approaches and monitoring instruments.
“…All donors and projects working to strengthen the healthcare system should help to create sustainable
mechanisms…”
“…Unifying all the monitoring instruments that have been developed so far is probably impossible, because
every project has its own aims and tasks. However, they all need to be reconsidered to eliminate the clear
contradictions…”
(from interviews with respondents)
16 Ministry of Health Order 527 “On Developing Clinical Protocols for Intensive Care for Children and on Holding a Round Table to Discuss
the Clinical Protocols Developed and the Criteria for Referral of Sick Persons from One Level to Another Level of Healthcare” of 13 July
2016.
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Monitoring and evaluation instruments were also created under UNFPA and GIZ projects. In
this connection, key respondents reported a need to institutionalize the most practical and
effective monitoring and evaluation instruments in order to continue using what has been
developed after the projects are completed.

4.6: Human Rights Based Approach
Under the WHO instrument for evaluating the quality of hospital care while evaluating observance of the rights of children and their guardians, parameters taken into account include
observance of the Convention on the Rights of Child, accessibility, continuity and appropriateness of care provided, ensuring privacy and confidentiality, access to information and
ensuring a supportive environment.
Analysis of 14 hospital support system indicators and nine indicators for assessing case
histories demonstrates more of a patient-rights based approach. In addition, site visits to the
healthcare facilities selected for evaluation revealed the following:

Improved conditions for patient stays in hospitals:
• In some of the hospitals the admissions wards had provided additional rooms or covered spaces for waiting patients, sometimes with additional seats. As a rule, information
materials are posted or monitors provided with health advertisements;
• The admissions wards have been reorganized to ensure privacy (both in children’s
wards and hospitals, and in maternity houses);
• Facilities are now in place for mothers to care for their children in hospitals (such as
fridges and microwaves);
• Facilities for personal hygiene and care for children with their mothers (Osh Multi-oblast
Children’s Clinical Hospital, Nooken Territorial Hospital, Nookat Territorial Hospital, Kara
Kulja Territorial Hospital, Jalalabad Oblast Unified Hospital, the Branch of Osh City Clinical Hospital and others);
• Children’s wards have been decorated in bright colours and playrooms have been established, but for many healthcare facilities equipping these with toys and children’s
books is problematic. In some of the hospitals, toys have been bought using small donations from medical personnel; and
• Mothers have access to their children in intensive care wards.

Improve access to and quality of treatment
• The opening of day wards has improved access to medical care, including for vulnerable population groups (assistance is provided free of charge, and the length of time to
stay in hospital has fallen); and
• Introducing the Pocket Handbook has led to a significant reduction in the groundless
hospitalization of children during treatment (reduced use of antibiotics, as a rule, previously administered parentarally), polypharmacy and other issues (Figure 16).
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Figure 16: Proportion of prescription of antibiotics that is groundless for obstructive
bronchitis in children (example of Issyk Kul oblast)

Improved access to information
• Access to information ensured on the most pressing health issues for mothers (visual
aids and schemes), and conversations conducted; and
• Work is continuing with the population through training and support from Health Promotion Rooms and Village Health Committees.
4.7: Lessons learned
Leadership training and development contributes to greater commitment and plays
a key role in successful implementation of the planned strategies. Experience of the
Project shows more successful results in those healthcare facilities where managers are
well informed and involved at all stages of planning and providing assistance, especially in
emergencies. In addition, leadership qualities allow them to motivate the staff, whose support
contributes significantly to achievement of the goals.
A further increase in the role of midwives and their involvement in teamwork to assist mothers and children will help improve the quality and results of medical care.
The Project’s detailed analysis of the distribution of healthcare professionals and especially
mid-level staff (in particular, midwives) and their workload facilitated optimization of the provision of healthcare in individual healthcare facilities and the opening of additional nursing
posts, which had a positive effect on results in maternity wards.
Monitoring and supervisory visits are an effective tool for continuous improvement of
the skills of medical personnel (through training and consolidation of practical skills
in the workplace). Integrated monitoring and supervision has had a positive impact on the
quality of healthcare services provided. In order to make fuller use of the potential of this approach, work should continue to establish procedures (strengthening the capacity of experts,
harmonizing reporting, addressing financing issues, and so on).
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To further improve maternal and child health indicators the capacity of primary healthcare facilities needs to be further strengthened. Analysis of the BABIES matrices shows
that 74.2 per cent of losses of foetuses and infants takes place under the care of primary
healthcare, and building its capacity would undoubtedly speed up reductions in infant mortality.

Section 5: Conclusion
This evaluation of implementation of UNICEF’s “Project for Advancing Peace through Enhanced Maternal and Child Healthcare in Conflict-Prone Regions” (2014-2017) reviewed
achievement of targets for planned activities, changes in the quality of maternal and child
health services, and the impact on key maternal and child health indicators. The evaluation
also took into account such criteria as relevance, effectiveness, impact and sustainability of
the activities carried out.
The evaluation revealed that four of the seven key Project indicators for planned activities
were met (improved water supply, sanitation and heating in 10 of the selected healthcare
facilities; improved monitoring and evaluation systems at national level and facility level; increased awareness in the population of health issues by means of mobilizing Village Health
Committees; organizing round tables to strengthen partnership between local administrations in border areas to improve the access of mothers and children to medical services),
increased capacity of healthcare facility managers to administer quality medical services –
this indicator was 109 per cent reached.  A further two indicators significantly exceeded the
target figure (provision of essential medical equipment to 26 healthcare facilities instead of
12 (216.7 per cent execution rate); and improving the clinical skills of healthcare personnel
(127.8 per cent).
Between 2014 and 2017 there have been significant reductions in indicators of maternal mortality (41.2 per cent nationwide), infant, early neonatal and child mortality from acute intestinal infections (19 per cent, 19.5 per cent and 36.5 per cent respectively. The proportionate
reduction in the pilot oblasts was often higher than the national figure. Less progress was
seen in mortality in the 24 hours after hospitalization (7.6 per cent fall), while the proportion of
children under five years dying from respiratory diseases increased by 1 per cent (because
of Batken and Issyk Kul oblasts). An analogous positive trend was seen in the data from the
BABIES matrix. A fall was seen in the proportion of foetal and infant losses of children in the
care of hospitals (during labour and care for newborns) from 28.4 per cent in 2014 to 25.8
per cent in 2016: this testifies to improved quality of care provided, including emergency care.
Thus, the UNICEF Project made a contribution to improving maternal and child survival indicators.
Within the framework of the UNICEF Project, integrated monitoring and supervisory visits were conducted to improve the quality of healthcare services provided to mothers and
children. This approach received positive feedback from medical professionals interviewed
during site visits. Especially valuable, according to the respondents, was the opportunity to
receive counselling and practical assistance in the workplace. In addition, the effectiveness
of this approach was demonstrated by improvements in selected indicators, namely the main
indicators for hospital support systems (14 and 11 indicators for IMCI and EPC respectively)
and indicators of the quality of care for individual diseases and conditions (9 and 8 indicators
for IMCI and EPC respectively).
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The effectiveness of integrated monitoring rounds combining EPC, IMCI and Neonatal care
program on a level of 34 hospitals to improve the quality of health services for women and
children is demonstrated by the trend of indicators for a 3 year period. In 2017 compare to
2013 based on an analysis, reduced: incorrect intravenous injections ( from 68% to 12,5%),
unreasonable pain (81,7% to 31,7%), wrong diagnosis (63,3% - 21,7%), wrong treatment
(84,7% - 26,7%), unnecessary hospitalization (64% - 25%). Main program components included review of normative documents related to quality, referral and emergency transportation, provision of equipment, capacity building of managers and health providers, particularly
of midwives based on developed clinical standards.
More than 22,000 women and newborns receive assistance at delivery at 41.7 health facilities with improved condition, which have 24 hour hot and cold
water, thereby reducing the risk of infections.
However, despite the overall positive trends, the indicators for hospital support systems in the pilot areas
still require further improvement, both for the IMCI programme (1.1-2.3 points out of a possible three) and for
the EPU (less than two points out of a possible three).
The nationwide indicators are even lower than those
for the pilot regions.
Thanks to active cooperation with Village Health
Committee members, an increase was seen in public
awareness of maternal and child health issues, while
understanding of the term “tolerance” also increased among respondents.
Assessment of the population’s knowledge and awareness of danger signs in pregnancy
(seven symptoms) and childhood illnesses (nine symptoms) in 2017, the percentage of correct answers in most cases had increased significantly compared to data for 2014, and was
54-97 per cent and 17-92 per cent respectively. If any of the above-mentioned danger signs
are found for a children, most women turn to health provider (2013 – 80 per cent, 2017 –
90.3 per cent). Increased understanding of the term “tolerance” was observed among people
living in ethnically mixed communities. The number of respondents who answered “I do not
know, I find it difficult to answer” about the issue of tolerance fell from 30.6 per cent in 2016 to
15.4 per cent in 2017. Increase was noted in the number of respondents who understand the
concept of “tolerance” as willingness to understand and accept diversity of cultures (26,6%
to 44,04%), readiness for new knowledge and openness (20,2% to 36,79%), harmony in the
diversity (9,4% to 46,29%). More respondents expressed the opinion that children should be
educated in different communities so that they can adapt in the future to the ways of life and
traditions of different communities.
Increased access to medical care for mothers and children facilitated the peacebuilding activities that were conducted with assistance from the Project in border oblasts of Kyrgyzstan
and Tajikistan.
Analysis of the data collected also showed that the Project satisfied the criteria of “relevance”,
“effectiveness”, “impact” and “sustainability”.
Based on the results of the evaluation, recommendations have been prepared for the next
steps of UNICEF and Ministry of Health activities.
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Section 6: Recommendations
6.1: Recommendations for UNICEF
On training activities:
• Continue training healthcare facility administrators on quality issues;
• Given the share of responsibility for foetal and infant losses at primary healthcare level, attention should be paid to strengthening primary healthcare facility capacity (joint
training for facility managers, training in pre-hospital emergency care for children, an
updated block diagram of the IMCI programme, and so on);
• Consider how to develop effective training modules to provide methodological support
to implement the Ministry of Health Order “On improving the quality control system in
healthcare facilities in the Kyrgyz Republic” in order to improve the effectiveness of
quality assurance committees in healthcare facilities;
• Provide consultative support and/or additional training for healthcare professionals on
using the equipment provided (CPAP and ventilators); and
• Continue to institutionalize all the training modules developed within the Project.
On monitoring and supervision
• Continue to support the Monitoring and Evaluation Centre at the National Centre for Maternal and Child Health and to strengthen the capacity of experts to conduct monitoring
and supervisory visits, including at oblast level;
• Improve the process for preparing reports on the outcomes of visits in order to standardize data and accelerate procedures to process and analyse data (particularly for EPC);
and
• Develop a mechanism to finance integrated monitoring and supervisory visits for maternal and child health programmes for use after completion of the UNICEF Project.
On work with the public
• Continue activities to increase public awareness of maternal and child health issues.
6.2: General recommendations for the Ministry of Health
On organization of the healthcare system
• Given the doctor shortages in the regions, focus on improving the quality of training of
mid-level healthcare professionals, and delegate care services for mothers and children
to them. Currently there is one midwife for 1.5-2 births in only 21.4 per cent of hospitals,
and midwifes only oversee 25 per cent of physiological births;
• There are only 24-hour neonatologist posts in 14.8 per cent of the facilities, which means
that at night time there are no medical personnel who can provide qualified intensive
care for newborns; and
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• Continue working to improve the access of pregnant women to clean water when giving
birth. Currently, there is only 24-hour access to clean water in 41.7 per cent of facilities.
On training activities
• Ensure continuous training of junior personnel in the EPC and IMCI programmes of the
pocket handbook “Providing hospital care for children”, and “Paediatric Advanced Life
Support (PALS);
• Ensure access to the electronic version of the “Providing hospital care for children”
pocket handbook, as confirmed in Ministry of Health Order 464 of 5 August 2013 for use
in regions that did not participate in the pilot Projects;
• Look for opportunities to train primary healthcare specialists on the updated block
scheme of the IMCI programme on pre-hospital emergency care for children; and
• Expand the training of clinical pharmacologists for fuller implementation of the activities
of quality committees at healthcare facilities.
On monitoring and evaluation
• Assess the efficiency of day wards in various areas of the country (the nature of spending and redistribution of financial resources in the healthcare facilities);
• Reanalyse the activities of oral rehydration points and hospital-substituting departments
at primary healthcare level in order to optimize their activities; and
• Evaluate implementation of the new Ministry of Health Order “On improving the quality
management system in healthcare facilities in the Kyrgyz Republic” in the country’s
regions (the effectiveness of quality committees, including the activities of clinical pharmacologists).
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APPENDICES
Appendix 1. OECD/DAC Criteria and issues for research
Relevance

1. How does this Project fit into the broader context of maternal and
child healthcare in the Kyrgyz Republic?
2. To what extent are the objectives and achievements of the Project
consistent with national priorities?
3. To what extent are the objectives and achievements of the Project
consistent with the SDGs?
4. To what extent do Project objectives and achievements respond to
the needs of service providers and the ultimate beneficiaries?
5. To what extent do the results of the Project help to resolve key issues, their main causes and problems?
6. To what extent was the Project relevant / timely, are the objectives
and indicators of the project relevant?
7. Has the Project considered overcoming inequalities within different
population groups (rural / urban, poverty, ethnicity)?

Effectiveness

8. To what extent is the provision of equitable access to services included in the Project?
1. To what extent has the Project achieved its goals and objectives?
2. What were the main factors / reasons that hampered attainment of
the goals and objectives?
3. How did the Project support the national maternal and child healthcare priorities?
4. To what extent has the Project strengthened the capacity of service
providers in accordance with WHO standards?
5. Has the Project changed the medical or administrative practices of
service providers?
6. How did the Project change the health indicators of the beneficiaries?
7. What was the contribution of the Project to improving the quality of
perinatal care and care for children less than five years of age?
8. What was the Project's contribution to improving the rational use of
resources (for example, optimizing wards, and reducing the use of
unnecessary drugs, treatment and hospitalization)?

Efficiency

9. How were the monitoring results used for further planning and adjustment?
1. How efficiently were the resources used to implement various activities and to what extent were they transformed into the expected
Project results, in terms of quantity, quality and timeliness?
2. Were the resources available sufficient to meet the needs of the
Project?
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Sustainability

1. To what degree do the Ministry of Health and local health authorities
demonstrate ownership of this Project?
2. How did the Project influence decision-making and policy at national
level?
3. How is the Project sustainable at the national / oblast and healthcare
facility levels? Will the Project results / achievements be supported?
4. What are the possible factors that increase or impede sustainability
(for example, commitments at national / local level, finance, institutional / technical capacity)? How did the project take these factors
into account?
5. Over what period will the beneficiaries of the project receive / have
possible positive changes from Project implementation?
6. What are the bottlenecks and means to enhance or impede the sustainability of these changes?
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detey s ekstrennymi sostoyaniyami, provedennogo 19 iyulya [Materials from the workshop on opening of fay wards for children with emergency conditions conducted on 19
July], 2016.
14. Materialy vstrechi po razrabotke indikatorov kachestva v NTSOMiD, provedennoy
20.02.2017 g. [Materials from the Meeting to Develop Quality Indicators at the National
Centre for Maternal and Child Health, Conducted on 20 February 2017].
15. Ministry of Health, Paket uslug po perinatal’noy pomoshchi. Rukovodstvo dlya organizatorov zdravookhraneniya i upravlentsev, rabotayushchikh na vsekh urovnyakh perinatal’noy pomoshchi [Perinatal Care Services Package. Guidelines for Healthcare Organizers and Managers Working at All Levels of Perinatal Care, 2012;
16. UNICEF, Otsenka znaniy i osvedomlennosti naseleniya Oshskoy, Batkenskoy i Dzhalal-Abadskoy oblastey ob opasnykh priznakakh beremennosti i bolezney detskogo vozrasta [Assessment of public knowledge and awareness in Osh, Batken and Jalalabad
oblasts about danger signs in pregnancy and childhood diseases, 2014
17. Otchet po monitoringu osvedomlennosti naseleniya [Report on Monitoring Public Awareness], 2017;
18. Statistical data of the Republican Medical Information Centre on selected indicators
(2013-2016);
19. Package of indicators related to health in the field of Sustainable Development
20. Den Sooluk National Programme and package of indicators for the Programme.
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Appendix 3: List of pilot healthcare facilities

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34

58

Name of healthcare facility
Batken oblast – 10 healthcare facilities
Batken Oblast Unified Hospital
Kyzyl Kiya Territorial Hospital
Kadamjay Territorial Hospital
Suklukta General Medical Practice Centre
Uch Korgon General Medical Practice Centre
Aidarken General Medical Practice Centre
Kulunda General Medical Practice Centre
Leilek Territorial Hospital
Samarkandek General Medical Practice Centre
Jangy Jer General Medical Practice Centre
Jalalabad oblast – 14 healthcare facilities
Jalalabad city
Suzak Territorial Hospital
Ala Buka Territorial Hospital
Toktogul Territorial Hospital
Kara Kol General Medical Practice Centre
Oktyabr Territorial Hospital
Nooken Territorial Hospital
Toguz Toro General Medical Practice Centre
Chatkal General Medical Practice Centre
Bazarkorgon Territorial Hospital
Aksy Territorial Hospital
Mailu Suu General Medical Practice Centre
Kochkor Ata Territorial Hospital
Tash Komur Territorial Hospital
Issyk Kul oblast – 4 healthcare facilities
Karakol
Tyup Territorial Hospital
Jeti Oguz General Medical Practice Centre
Balykchy
Osh oblast – 6 healthcare facilities
Nookat Territorial Hospital
Uzgen Territorial Hospital
Aravan Territorial Hospital
Osh Inter-oblast Children’s Clinical Hospital
Karasuu Children’s Hospital
Branch 1 Territorial Hospital Osh city (Children’s Infectious Diseases Hospital)

Naryn

Talas

Chuy

Kyrgyzstan

2.4

0.9

1.4

2.1

1.2

1.1

1.2

1.5

2

Care for children with acute
lower respiratory infections

2

2.2

0.9

1.3

1.9

1.4

1

1.3

1.5

3

Care for children with diarrhoea

0.7

0.8

1

1.3

2

1.3

1

1.4

1.2

4

Care for children with anaemia and stunted growth

2

2

0.7

0.7

1.2

1.3

0.8

1

1.2

5

Care for children with fever

2.4

2.4

1

1.3

2

1.7

1

1.3

1.6

6

Nutrition and supportive
therapy

2.4

2.5

1.1

1.3

2

1.8

1.3

1.6

1.8

7

Child-friendly services

2.3

2.4

0.9

1.2

2

1.5

1.1

1.3

1.6

8

Monitoring and
observation

2.2

2.4

1.1

1.3

1.9

1.3

1

1.3

1.6

9

Availability of treatment in
hospital and continuity with
primary healthcare

2.4

2.5

1.2

1.3

2

1.9

1.6

1.7

1.8

10 Provision of medicines on
wards

2.5

2.8

1.2

1.8

2.7

1.9

1.2

1.9

2

2.3

2.5

1.2

1.4

2.5

1.6

1.1

1.6

1.8

12 Laboratory support

2.5

2.7

1.2

1.5

2.9

1.8

1.1

1.5

1.9

13 Meetings with mothers /
carers

2.6

1.4

1.2

1.2

1.9

0

1.1

1.2

1.3

14 Information system

2.6

2.7

1.1

1

2.1

1.8

1.3

1.3

1.7

Average grade

2.2

2.3

1.1

1.3

2.1

1.6

1.1

1.4

1.6

Batken
oblast

1.9

Jalalabad
oblast

Triage and providing emergency care

Osh city

1

Indicator

Osh oblast

Issyk Kul
oblast

Appendix 4: Indicators for the Hospital
Support System by Oblast, IMCI Programme, January 2017

UNICEF pilot oblasts

11

ongoing

Provision of certain equipment
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