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Preface

The Ministry of Health and Social Protection of the Popula-

tion of the Republic of Tajikistan is the state body respon-

sible for the development, implementation and monitoring 

of public health of the Republic of Tajikistan.

The Ministry of Health and Social Protection works to en-

sure the health and wellbeing of all citizens of the Republic 

of Tajikistan.  As the prevalence of non-communicable 

diseases rises, Tajikistan faces a challenge shared among 

low-, middle-, and high-income countries of tackling hyper-

tension and other risk factors for these diseases. 

Over the past two decades, the prevalence of hypertension has increased, which is one of 

the main causes of cardiovascular diseases. In 2017, the non-communicable disease mortal-

ity rate was 760.8 per 100,000 persons, of which 77% were due to cardiovascular diseases. 

At this time, the incidence of hypertension had risen to 586.1 per 100,000 persons.

Global evidence suggests that a high burden of non-communicable diseases, exacerbated 

in an aging population, can impede economic growth and even reverse the tremendous 

health and development gains achieved over the past decades. Therefore, the National 

Health Strategy of the Republic of Tajikistan 2010-2020 aims to decrease the burden of 

non-communicable and chronic diseases, placing primary health care at the helm of the ser-

vice delivery response, in line with global best practice.

Under my leadership as the Minister of Health and Social Protection of the Population of the 

Republic of Tajikistan, in collaboration with the World Bank, conducted a systematic assess-

ment of service delivery in the field of hypertension. The assessment covered two regions 

of the country - Sogd and Khatlon Oblasts. The study was conducted to identify opportuni-

ties for providing high-performance primary health care for citizens of the Republic of Tajiki-

stan. The proposed measures in this report to overcome the identified barriers are feasible 

and have been proven to be effective in other countries facing a growing burden of non-

communicable diseases. These recommendations will contribute to further implementation 

of the National Strategy for the Prevention and Control of Non-Communicable Diseases and 

to strengthening primary health care in Tajikistan in general. I hope that the data reflected 

in this publication will be of interest both to the organizers of health care in Tajikistan, and 
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to development partners cooperating with us on the issues of prevention and control of 

noncommunicable diseases.

I offer my appreciation to the Project Coordination Group of the Tajikistan Health Services 

Improvement Project (P126130) for their collaboration with the World Bank Health Team to 

produce this comprehensive report promptly. I also offer appreciation to Tania Dmytraczen-

ko, World Bank Global Practice Manager for Health, Nutrition, and Population; Huihui Wang, 

Senior Economist; and Kate Mandeville, Health Specialist, of the World Bank Team for their 

leadership towards facilitating this vital contribution to health sector strategy in the Republic 

of Tajikistan.

Dr. Nasim Khoja Olimzoda 

Minister of Health and Social Protection of Population of the Republic of Tajikistan
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Executive Summary
Using implementation research to improve hypertension service delivery 

As life expectancy rises in Tajikistan, the burden of non-communicable diseases (NCDs) is 

also increasing. The rising burden of NCDs poses considerable economic costs in terms of 

lost labour productivity and health care expenditure.  Hypertension, or high blood pressure, 

an important risk factor for NCDs, has increased its contribution to the overall disease burden 

by 41.4% between 2007 and 2017. There is an urgent need to strengthen service delivery 

systems to respond to the growing burden of high blood pressure in Tajikistan, through early 

detection, diagnosis, maintenance of therapy, and the attainment of blood pressure control. 

Therefore, the Ministry of Health and Social Protection and the World Bank undertook an 

implementation research effort to identify solutions to challenges in service delivery for hy-

pertension in Tajikistan.

Identifying drop-offs in service delivery for hypertension in Tajikistan

Service delivery for chronic conditions often happens over multiple sequential contacts be-

tween providers and users. Drop-offs are associated with an increased incidence of compli-

cations and poorer health outcomes. The cascade framework provides a systematic way of 

identifying the points at which drop-offs happen in the continuum of care. We identified if hy-

pertension is diagnosed, appropriate treatment is initiated, the individual is followed up and 

compliant with care, and blood pressure control is achieved, drawing on surveys conducted 

in Sogd and Khatlon Oblasts.  Approximately one in three adults or half-a-million adults in 

each Oblast has hypertension. However, only 10% of adults with hypertension are diagnosed 

and registered in a health facility in Khatlon, and less than 5% in Sogd Oblast. In both Oblasts, 

5-10% of individuals diagnosed with hypertension have not initiated treatment. There are 

also gaps in treatment adherence and follow-up. Up to 70% of people with hypertension, 

registered in a facility, in both Oblasts do not have regular blood pressure measurements in 

their file, and over 50% do not take their prescribed treatment regularly. When the entire hy-

pertensive population is considered, the probability of blood pressure control is 1.8% in Sogd 

Oblast and 0.7% in Khatlon Oblast.
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Understanding drop-offs in service delivery for hypertension in Tajikistan

Focus group discussions are useful for studying shared experiences of phenomena in a 

community and for assessing collective opinions regarding these phenomena. Through 18 

focus group discussions with 208 people living with hypertension, health care providers, 

and heads of provincial health departments in Khatlon and Sogd Oblasts, we identified per-

ceptions of critical barriers to and facilitators of hypertension diagnosis, treatment initiation 

and follow-up, and blood pressure control.  Continuity of care for hypertension in Tajikistan 

is hindered by wrong understandings of the disease and its therapy by people living with 

the illness; the high time and monetary costs of seeking care; ambiguous and inappropriate 

clinical guidelines; shortages of human resource for health and equipment for blood pressure 

monitoring; and a lack of support from peers, family, providers, and the community for initia-

tion and adherence to hypertension care. 

Ensuring effective service delivery for hypertension in Tajikistan

To improve the effectiveness of service delivery for hypertension in Tajikistan, it is essential to 

implement interventions that address the most critical challenges, including the diagnosis of 

hypertension cases in the community and the attainment of blood pressure control, by allevi-

ating the barriers and incorporate the facilitators of retention identified by key stakeholders. 

Solutions to bottlenecks in hypertension service delivery in Tajikistan enable understanding 

of hypertension and its therapy among people with hypertension; facilitate regular monitor-

ing of blood pressure; ensure the supply of trained and skilled health workers; incorporate 

support from peers, families, and communities; reduce the time and monetary costs of seek-

ing care; and improve the ease of understanding and relevance of clinical guidelines. Efforts 

to improve service delivery for hypertension should also address other risk-factors for NCDs 

including unhealthy diets, physical inactivity, and tobacco use. Tajikistan can strengthen cur-

rent programs and policies, by adopting the feasible and cost-effective recommendations in 

this report to strengthen service delivery for hypertension, boosting population health and 

economic growth in the present and future.
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Chapter 1: Background

RESPONDING TO THE GROWING BURDEN OF NON-COMMUNICABLE 
DISEASES IN TAJIKISTAN

Life expectancy has risen in Tajikistan, primarily due to the success in reducing maternal 

and child mortality. However, the burden of NCDs is also increasing. Between 1990 and 

2017, life expectancy at birth increased from 64.7 years in males and 69.0 years in females 

to 67.7 years in males and 73.3 years in females.1 At the same time, the under-five mortality 

rate fell from 65.3 deaths per 1,000 live births to 46.9 deaths per 1,000 live births. However, 

between 1999 and 2011, according to the Republican Centre for Medical Statistics and Infor-

mation (RCMSI), the mortality due to cardiovascular diseases increased from 184 to 213 per 

100,000 people.2  By 2017, ischemic heart disease had become the leading cause of death in 

Tajikistan with an increase in the share of premature mortality by 44.4% compared to 2007.3   

Over the same period, the relative contribution of other NCDs, including stroke and diabetes, 

to premature mortality has increased (Figure 1). 

FIGURE 1  TOP CAUSES OF PREMATURE DEATH IN TAJIKISTAN 2007 &  2017

Source: Institute of Health Metrics and Evaluation
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While the burden of disease due to NCDs must be addressed to improve population health, 

the economic implications of neglecting these illnesses are equally staggering.  Premature 

death, disability, and absenteeism due to NCDs reduces labour productivity. Furthermore, the 

lifelong need for health care for NCDs increases household expenditure. As the private out-

of-pocket costs of treatment weigh most heavily on those least able to afford them, NCDs in-

crease the risk of individual impoverishment. Where those who become sick and die of NCDs 

are the main income earners, NCDs can also lead to household impoverishment.  The com-

bined economic costs of NCDs in terms of lost labour productivity and health care expenditure 

for Tajikistan are large. For example, in Belarus and Kyrgyz Republic, which have similar rates 

of premature mortality from NCDs compared to Tajikistan, these costs collectively amounted 

to an estimated 5.4% and 3.9% of Gross Domestic Product (GDP) respectively in 2015.4 The 

burden of NCDs and associated economic costs in Tajikistan may increase. The United Na-

tions predicts that between 2017 and 2050, the proportion of the population aged 60 years 

and above in Tajikistan will increase from 5.8% to 13.6%.5 If the risk factors for NCDs are not 

addressed, population aging will be accompanied by an increase in the prevalence of NCDs, 

with negative implications for both population health and economic growth.

In Tajikistan, hypertension or high blood pressure is a major risk factor for cardiovascular 

diseases. Hypertension is the third highest cause of death and disability overall in Tajikistan 

and has increased its contribution to the disease burden across all ages by 41.4% between 

2007 and 2017.6 In 2017, the incidence of hypertension in Tajikistan in the entire population 

was 586.1 per 100,000 persons.7 At least 80% of cardiovascular disease can be prevented by 

tackling its major risk factors, including hypertension. Early detection of hypertension through 

blood pressure screening leads to early initiation of long-term management of this illness and 

reduces the incidence of complications. Where complications of hypertension arise, coordi-

nation across multiple health care providers is critical to address them. After complications 

resolve, follow-up of the individual in outpatient settings reduces the probability of further 

complications and improves quality of life.8 Thus, effective service delivery is critical to a suc-

cessful health system response to hypertension. 

A 2013 study of health service delivery in Tajikistan identified gaps in responding to hy-

pertension. For every 100 adults with hypertension in Tajikistan, only 10 cases had been 

diagnosed.9 The high levels of undiagnosed hypertension in 2013 were explained in part by 

screening rates – for every 100 adults in Tajikistan, only 42 had ever had their blood pressure 

measured.10 The study also noted challenges in hypertension treatment following diagnosis. 

For every 100 diagnosed cases of hypertension, only 31 had received any treatment and only 

10 had attained blood pressure control.11 The study showed that for every 100 adults with 

hypertension in Tajikistan, up to 99 did not achieve blood pressure control and remained at 

risk of serious complications, that would reduce their quality of life and productivity, with ad-

verse consequences for the health system and the economy. The Demographic and Health 

Survey (DHS) in 2017 reveals that there is still room for improvement of service delivery for 

hypertension in Tajikistan. For every 100 adult females between 15 and 49 years with hy-

pertension, only 17 are aware of their diagnosis and actively manage their blood pressure, 
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while 60 remain unaware of their hypertensive status.12 These findings illustrate the urgent 

need to strengthen service delivery systems to respond to the growing burden of high blood 

pressure in Tajikistan, through early detection, diagnosis, maintenance of therapy, and the 

attainment of blood pressure control.

IMPLEMENTATION RESEARCH AS A TOOL TO IMPROVE SERVICE 
DELIVERY FOR HYPERTENSION

In recognition of the need to strengthen service delivery systems to respond to NCDs and 

hypertension, the Government of Tajikistan has implemented a series of policies and pro-

grammes. In Tajikistan’s National Health Strategy for 2010-2020, decreasing the burden of 

NCDs is one of four target areas, with a call on family medicine providers to focus on chronic 

disease prevention and management.13 The 2013-2023 NCD Strategy aims to reduce the 

prevalence of hypertension by 3 - 5%. There are also national strategies to promote healthy 

diets and physical activity, both necessary for primary and secondary prevention of hyperten-

sion, as well as national programs focused on ischemic heart diseases and other complica-

tions of hypertension.  Finally, the Ministry of Health and Social Protection has developed 

clinical protocols to guide evidence-based hypertension management at the primary health 

care (PHC) and other levels (Box 1).14, 15  

Since 2013, through a performance-based financing project, supported by the World 

Bank, the Ministry of Health and Social Protection has implemented initiatives that sup-

port improvements in service delivery for hypertension. Project activities in eight rayons in 

Khatlon and Sogd Oblasts are focused on 400 PHC facilities. The ongoing project rewards 

health workers with financial incentives for providing services for hypertension in line with 

clinical protocols and is implementing collaborative quality improvement (CQI), a systematic 

process at the facility level for diagnosing and addressing bottlenecks in service delivery.  

These interventions have led to the introduction of flowsheets to facilitate hypertension diag-

nosis, electronic medical records to monitor care, monthly reviews of disease management 

and opportunities for improvement, and tools to aggregate service user data to inform health 

decision-making.  However, as noted in the 2017 DHS above, there is still room to improve 

service delivery for hypertension in Tajikistan.

Implementation research embeds systematic methods for assessing service delivery bot-

tlenecks within existing programs and policies. Systematically assessing service delivery 

provides an opportunity to understand and address challenges in these programs and poli-

cies. Implementation research is also essential to ensuring that lessons from successful pro-

grams and policies are intentionally documented and incorporated into future strategies. As 

implementation research involves local practitioners, it enables us to ask the right questions 

about service delivery, clarify the causes of success and failure, and support the process of 

iterative refinement of program and policy design to ensure successful adaptation.  By jointly 

creating solutions to current service delivery bottlenecks with practitioners, implementation 
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research also helps key stakeholders in health systems build skills in addressing challenges 

that may emerge in the future.16  

This report summarizes findings from an implementation research effort by the Ministry 

of Health and Social Protection and the World Bank to identify solutions to bottlenecks 

in service delivery for hypertension in Tajikistan. The report may also provide lessons for 

stakeholders in similar contexts on the utility of implementation research for diagnosing and 

resolving challenges in ongoing programs.  The report is structured as follows. In Chapter 

2, we introduce the cascade framework, which provides the lens through which we identify 

challenges in service delivery for hypertension. Drawing on focus group discussions with 

people with hypertension, health care providers, and administrators, we then explore collec-

tive opinions on the causes of these service delivery challenges in Chapter 3. In Chapter 4, 

we conclude with reflections on the urgent need to implement feasible and effective inter-

ventions for improving service delivery for hypertension, to promote population health and 

boost economic growth in Tajikistan.

BOX 1  SUMMARY OF CLINICAL GUIDELINES FOR HYPERTENSION 
MANAGEMENT IN TAJIKISTAN

Detection of hypertension

Hypertension should be detected as early as possible through blood pressure screening. In-

dividuals found with a systolic blood pressure of 140 mm Hg or higher or a diastolic blood 

pressure of 90 mmHg or higher have a “positive screen”. They should receive further blood 

pressure checks to assess if they have hypertension. The diagnosis of hypertension is made 

through at least two measurements of blood pressure on two or more health visits. The mea-

surements need to be done in the correct position and use well-calibrated equipment. Arterial 

hypertension is present if there is consistently increased systolic blood pressure of 140 mm Hg 

or above or diastolic blood pressure of 90 mmHg or above (140/90 mmHg). During the diagno-

sis, other risk factors must be evaluated especially smoking status, obesity, dyslipidemia using 

cholesterol tests, and family history of early cardiovascular disease.

Initiation of hypertension therapy

The goal of treatment is to lower blood pressure to below 140/90 mmHg. When prescribing 

medication, the indications and contraindications for the drugs need to be considered. For cost 

Degree (Category)

I (mild)

II (modearate)

III (severe)
if >220/120 mmHg: 
Treat immediately!

Diastolic blood pressure

90-99 mmHg

100-109 mmHg

≥ 110 mmHg

Systolic blood pressure

140-159 mmHg and/or

160-179 mmHg and/or

≥ 180 mmHg and/or
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reasons, generic drugs should be prescribed whenever possible, as branded drugs are 

more expensive. Lifestyle interventions should be recommended to all individuals living 

with hypertension as this reduces the need for drugs and increases their effectiveness. 

These are: limiting the consumption of table salt, saturated fatty acids and alcohol, giving 

up smoking, reducing body weight, and increasing physical activity and fruit/vegetable in-

take.

Monitoring of hypertension therapy

Upon prescription, people with hypertension should be re-examined within 4 weeks to as-

sess the tolerability, efficacy and safety of treatment, as well as to monitor the implementa-

tion of the advised lifestyle changes. Achieving and maintaining target blood pressure lev-

els requires regular monitoring of compliance with recommendations on lifestyle changes 

and adherence to prescribed drugs, as well as correction of therapy depending on the ef-

fectiveness, safety and tolerability. If the target blood pressure is achieved, follow-up visits 

should be planned with an interval of 3 months for individuals with high risk and 6 months 

for individuals with medium-low risk.  If the antihypertensive therapy is not sufficiently ef-

fective, the drug regimen should be reviewed and changed with a follow-up exam after 

one month.  If blood pressure is very unstable, a repeated examination should be done in 

3 days, and in case of deterioration, immediate examination is required.

Blood pressure control

The target blood pressure is the optimal level that ensures the highest survival rate for indi-

viduals with hypertension.  In general, the target is <140/90 mmHg, but it is lower for some 

more complex cases: in hypertension with diabetes without proteinuria: <130/85 mmHg; 

in hypertension and diabetes with proteinuria:  <125/75 mmHg; and in hypertension with 

chronic renal failure: <125/75 mmHg.

Referral

Most people with hypertension can be examined, treated and monitored at PHC level.  

Some service users will require referral to secondary level for additional examinations or 

inpatient treatment for complications.  If an individual can again be down-referred to PHC 

level, information should be provided by the specialist doctor on how the person should 

be managed. 

Source: Clinical Guidelines for Prevention, Diagnostics and Treatment of Arterial Hypertension in 
Adults at Primary Health Care Level.
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FIGURE 2  OVERVIEW OF THE CASCADE FRAMEWORK

Chapter 2: Identifying 
drop-offs in service 
delivery for hypertension 
INTRODUCING THE CASCADE OF CARE FRAMEWORK

Service delivery for chronic conditions often happens over multiple contacts between pro-

viders and users. When continuity is maintained across these contacts, health outcomes im-

prove, and user satisfaction is higher.  However, discontinuing care for chronic conditions is 

associated with an increased incidence of complications and poorer health outcomes. There-

fore, identifying drop-offs, that is discontinuation of care recommended for evidence-based 

management of chronic conditions, is an essential step towards improving service delivery.    

Source: World Bank Delivery and Decision Science Global Solutions Group
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The cascade framework provides a systematic way of identifying the points at which drop-

offs happen in the continuum of care. For hypertension, the cascade framework begins with 

identifying undiagnosed individuals in the community, as illustrated in Figure 2. The frame-

work provides a lens to examine if hypertension is diagnosed, appropriate treatment is initi-

ated, the individual is followed up and compliant with care, and blood pressure control is 

achieved.  In line with the cascade framework, we sought to answer the following questions:

1. Of the total number of people with hypertension, how many are diagnosed?

2. Of those diagnosed with hypertension, how many start treatment?

3. Of those starting treatment, how many adhere to treatment and follow-up?

4. Of those on hypertension treatment, how many achieve blood pressure control? 

BOX 2  OVERVIEW OF CASCADE DATA AND MAPPING

To describe each stage in the framework, we used data from four sources: 1) a 2018 World 
Bank Household Survey of all adults over 18 years of age in households with members over 
40 years or with a female member that had been pregnant in the past two years - 8443 
adults in Khatlon and 3701 adults in Sogd Oblasts; 2)  the CQI database which covered 
198 health facilities from 2015, providing data on the 237,501 adults in Khatlon and 78,518 
in Sogd Oblasts respectively, aged 20 years and above, who live in the facility catchment 
areas; 3)  the District Health Information System-2 (DHIS-2), the national health information 
system, which provided population estimates for both Oblasts; and 4) the 2017 DHS which 
studied 10718 women aged, 15 to 49 years.

To estimate the number of hypertensive individuals in the CQI catchment areas, we multi-
plied the proportion of non-pregnant surveyed individuals with hypertension from the 2018 
World Bank Household Survey and the population in each catchment area. At the Oblast 
level, the proportion of hypertensive individuals was multiplied with the oblast population 
in the DHIS-2. Estimates for diagnosis, follow-up, and blood pressure control were limited 
to the CQI database and were unavailable for the larger population. The probability of a hy-
pertension diagnosis was estimated by dividing the number of registered cases in the CQI 
database with the number of individuals estimated to be hypertensive. The CQI database 
also documented the number of registered hypertensives who were prescribed treatment, 
had their blood pressure monitored ever, had their blood pressure monitored in the past 3 
months, and had achieved blood pressure control.

OF THE TOTAL NUMBER OF PEOPLE WITH HYPERTENSION, HOW 
MANY ARE DIAGNOSED?

Diagnosis following blood pressure measurement (or screening) and registration of hy-

pertensive individuals in the health facility, is the first stage of the cascade framework for 

hypertension, and an essential step towards initiating treatment. 

One in three adults in Khatlon and Sogd Oblasts are hypertensive. Therefore, the bur-

den of hypertension in Khatlon and Sogd Oblast is considerable. In each Oblast, there are 
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approximately half a million hypertensive adults. Hypertension is more common in adults 

above 65 years of age, with a prevalence of 62% in Khatlon and 68% in Sogd in this age 

group.  Older individuals are also more likely to have moderate to severe hypertension in 

both Oblasts. For instance, in Sogd Oblasts, while 36% of adults above 65 years of age have 

moderate to severe hypertension, this prevalence falls to 1% for individuals below 40 years 

of age.  In addition, across all age groups, individuals with hypertension in Khatlon Oblasts 

are more likely to have moderate to severe hypertension compared to Sogd Oblast (Figure 

3). These differences in severity of hypertension across Oblasts are statistically significant 

at the 5% level (p < 0.001). Hypertension is also slightly more prevalent among males than 

females in both Oblasts. In Khatlon Oblast, 35% of adult males are hypertensive compared 

to 30% of females, while in Sogd Oblast, 36% of adult males are hypertensive compared to 

30% of females. These differences by gender are also statistically significant at the 5% level 

(p <0.001). The prevalence of hypertension is higher among individuals with obesity. Obese 

women aged 15 to 49 years are five times more likely to be hypertensive than women with a 

normal body mass index (BMI).  

FIGURE 3  PREVALENCE OF HYPERTENSION BY POPULATION
GROUP AND STAGE

Source: World Bank 2018 Household survey.
Note: Percentage labels show total hypertension prevalence by age/gender group. Stage 1= SBP 140-159 or 
DBP 90-99; Stage 2 = SBP 160-179 or DBP 100-109; Stage 3 = SBP ≥180 or DBP ≥ 110 (all in mmHg)
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Of the estimated half a million people with hypertension in each Oblast, only 10% have 

been diagnosed and registered in Khatlon Oblast while 5% have been diagnosed and 

registered in Sogd Oblast. Per the guidelines, cases were diagnosed and registered follow-

ing two blood pressure checks in different visits. The rates of diagnosis and registration of 

hypertension are low across all sub-groups defined by age and gender (Table 1).  Within the 

catchment areas of CQI facilities, which were selected from underserved areas of the coun-

try, diagnosis rates are even lower: 6% of the estimated total number of hypertension cases in 

Khatlon Oblast and 4% of cases in Sogd Oblast have received a diagnosis and are registered 

with the facility.17 In Khatlon, people with stages 2 and 3 of hypertension are more likely to 

be diagnosed and registered than people with stage 1 of hypertension. However, in Sogd, 

the severity of hypertension does not seem to influence diagnosis and registration rates in 

females, but it does among males.

Higher screening rates in Khatlon have contributed to higher rates of diagnosis of hyper-

tension. A positive screen required at least one other blood pressure check to ascertain a 

hypertension diagnosis, a necessary step for initiating treatment. While 52% of males were 

screened for hypertension in Khatlon in 2018, only 43% were screened in Sogd. Also, while 

75% of non-pregnant females were screened for hypertension in Khatlon, only 65% were 

screened in Sogd.  Accordingly, diagnosis rates for hypertension have increased in Khatlon 

relative to Sogd. Between 2016 and 2017, there was a 43% increase in new hypertension cas-

es diagnosed in Khatlon, relative to a 5% increase in Sogd, where diagnosis rates fell among 

people aged 65 years and above. Comorbidity also increases screening rates on average. 

The coverage of screening for hypertension among obese women aged between 15 to 49 

years is 16 percentage points higher than in women with a normal BMI.

World Bank
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TABLE 1  ESTIMATED NUMBER OF HYPERTENSIVE PERSONS AND 
HYPERTENSION CASES DIAGNOSED IN THE OBLASTS AND CQI 
CATCHMENT AREAS

Souce: World Bank 2018 Household survey (HTN prevalence), DHIS2 for Oblast population numbers, 
CQI database for CQI catchment populations.

Notes: Hypertension = Elevated blood pressure (SBP ≥140 mmHg or DBP ≥90 mmHg)

*For Oblast, registered in DHIS2 in 2017; for CQI catchment, registered in CQI database

OF THOSE DIAGNOSED WITH HYPERTENSION, HOW MANY START 
TREATMENT?

The second stage in the cascade framework examines the proportion of individuals diag-

nosed with hypertension who commence clinical management. We identified if the indi-

vidual diagnosed with hypertension was prescribed medication and had at least one blood 

pressure measurement on file. 

In both Sogd and Khatlon Oblasts, over 90% of individuals diagnosed with hypertension 

receive a prescription and have at least one blood pressure measurement on file. Among 

non-pregnant females with a diagnosis of hypertension, 92% were prescribed medication in 

Khatlon Oblast, and 96% in Sogd Oblast. Males with a hypertension diagnosis in both Oblasts 

were less likely to be prescribed medication than females (Table 2).  This implies that in both 

Oblasts, 5-10% of individuals diagnosed with hypertension are not prescribed any treatment. 

The higher rates of prescription following a diagnosis of hypertension in Sogd Oblast com-

pared to Khatlon Oblast were statistically significant at the 5% level (p=0.003). There were 

differences in treatment initiation rates across age group and gender.  When an individual 

with hypertension was below 50 years of age, they were less likely to be prescribed medica-

tion, particularly in Khatlon Oblast. Comorbidity also led to higher rates of initiating treatment. 
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While hypertensive women of normal weight, aged 15 to 49 years, were prescribed medica-

tion 63.1% of the time, this rate increased to 84.5% among obese women in the same age 

group.

OF THOSE STARTING TREATMENT, HOW MANY ADHERE 
TO TREATMENT AND FOLLOW-UP?

A clinical diagnosis of hypertension requires adherence to lifelong therapy with antihy-

pertensive medication and regular blood pressure monitoring. The different types of anti-

hypertensive medications are prescribed solely or in combination based on the needs of the 

individual.

However, a high proportion of people with hypertension in Khatlon and Sogd Oblasts, 

report being unable to take their prescribed medication regularly. Among females aged 15 

to 49 years diagnosed with hypertension and prescribed treatment, 43% in Khatlon and 48% 

in Sogd did not take their medication regularly. The median number of types of hypertension 

medication that individuals were required to take was 2.9 in Khatlon and 2.2 in Sogd Oblast, 

across all patients. However, older individuals had a higher number of hypertension drugs. In 

Sogd Oblast, while individuals aged 20 to 49 years took an average of 1.9 drug types, those 

aged 65 years and above took an average of 2.3 drug types. Only 0.6% of individuals were 

required to take 5 or more drug types for hypertension. 

Up to 70 percent of people with hypertension, registered in a facility, in both Oblasts do 

not have regular blood pressure measurements in their file. In Khatlon Oblast, only 26 

to 27% of individuals with hypertension registered in the facility have had their blood pres-

sure monitored within the last three months, while in Sogd Oblast, 25 to 28% of individuals 

with hypertension had their blood pressure monitored.  The differences across gender and 

Oblasts in blood pressure monitoring rates were not statistically significant at the 5% level 

TABLE 2  TREATMENT PRESCRIBED TO INDIVIDUALS WITH HYPERTENSION

Souce: CQI database
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(p=0.36).  There were significant differences in blood pressure monitoring by age group. In 

Khatlon Oblast, while 73% of individuals with hypertension aged 65 years and above had at 

least one blood pressure measurement over the past year, only 54% of people with hyperten-

sion aged less than 50 years had any blood pressure measurement over the same period. 

There was a similar picture in Sogd Oblast, where the percentage of individuals diagnosed 

with hypertension that have had blood pressure measurements over the past year was 68% 

among those aged 65 years and above compared to 41% among those less than 50 years 

of age. 

OF THOSE ON HYPERTENSION TREATMENT, HOW MANY ACHIEVE 
BLOOD PRESSURE CONTROL?

Blood pressure control, the last stage of the cascade framework for hypertension care, is 

the cumulative result of the prior steps of diagnosis, treatment initiation, and compliance 

with care, achieved when blood pressure levels return to the normal range. Achieving 

blood pressure control reduces the probability of complications, including ischemic heart 

disease, stroke, chronic kidney diseases, and retinopathy. 

Only 12% of people on hypertension treatment in Khatlon achieved blood pressure con-

trol, compared to 50% of people on hypertension treatment in Sogd oblast. The probability 

of achieving blood pressure control was higher among males (17%) than females (10%) in 

Khatlon Oblast (p<0.001). In Sogd Oblast, females (52%) were more likely to achieve blood 

pressure control than males (48%) – the difference in blood pressure control rates were not 

significant at the 5% level (p=0.31).  However, the key population to consider are all people 

with hypertension in either oblast, as in the absence of blood pressure control, these indi-

viduals face the risk of the above complications. When the entire hypertensive population is 

considered, the probability of blood pressure control falls to 1.8% in Sogd Oblast and 0.7% in 

Khatlon Oblast. 

IDENTIFYING DROP-OFFS IN THE CONTINUUM OF CARE FOR HYPER-
TENSION TO PRIORITIZE SOLUTIONS 

Hence, a large proportion of the estimated one million cases in both Oblasts have not 

been diagnosed, particularly in Sogd Oblast. The major cause of drop-offs along the con-

tinuum of care for hypertension is thus the low rates of diagnosis of people with hypertension 

in the community, which is an important focus of solutions to improve retention in care. Fur-

thermore, while most individuals diagnosed with hypertension are prescribed medication, a 

considerable proportion is not able to maintain their treatment, do not receive regular follow-

up, and ultimately fail to achieve blood pressure control, regardless of gender or age (Figure 

4 and Figure 5).
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FIGURE 4  HYPERTENSION CARE CASCADE IN KHATLON AND 
SOGD CQI CATCHMENT AREAS, BY GENDER

Souce: World Bank 2018 survey, District Health Information System-2, and CQI database
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FIGURE 5  HYPERTENSION CARE CASCADE IN KHATLON AND 
SOGD CQI CATCHMENT AREAS, BY AGE GROUP

Souce: World Bank 2018 survey, District Health Information System-2, and CQI database
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While our analysis provides useful information on retention of patients in care, data limita-

tions prevented a more extensive description of the cascade.  For example, there was no 

data available at the Oblast level on the prescription of and adherence to lifestyle changes 

for management of hypertension; indicators of cardiovascular risk including lipid profiles and 

kidney function tests; or on self-monitoring of blood pressure control.  

While the Tajikistan DHS provides nationally-representative findings for women of repro-

ductive age, the findings from the other surveys may apply to specific households in the 

Oblasts. For example, it may be that rural households with members over 40 years, a female 

member who has been pregnant in the past two years, or within the catchment of facilities 

implementing CQI for hypertension care, are different from the average household in Khatlon 

and Sogd Oblast. However, the similarity in hypertension prevalence across data sources 

suggests that the three groups are comparable (Table 1). 

There is an important implication of these drop-offs in the hypertension care continuum 

identified through the cascade framework.  Both Khatlon and Sogd Oblasts may continue 

to see a rise in morbidity and mortality linked to uncontrolled hypertension, in the absence of 

evidence-based interventions to address the causes of drop-offs.  In Chapter 3, we discuss 

the perceptions of key stakeholders on the causes of bottlenecks in service delivery for hy-

pertension.
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TABLE 3  CHARACTERISTICS OF FOCUS GROUP DISCUSSION PARTICIPANTS

Chapter 3: Understanding 
drop-offs in service 
delivery for hypertension 
ELICITING STAKEHOLDER EXPERIENCES AND PERCEPTIONS 
THROUGH FOCUS GROUP DISCUSSIONS

Focus group discussions are useful for studying shared experiences of phenomena in 

a community and for assessing collective opinions regarding these phenomena. These 

discussions can also facilitate the identification of feasible interventions to address public 

health problems. We conducted 18 focus group discussions with 208 people living with hy-

pertension, health care providers, and heads of provincial health departments in Khatlon 

and Sogd Oblasts (Table 3). We briefly discuss the main themes from these discussions on 

the factors that influence retention and drop-offs in hypertension care in Sogd and Khatlon 

Oblasts below.  
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TABLE 3  CONT.

DIAGNOSING HYPERTENSION CASES

As discussed in Chapter 2, an estimated 90 to 95% of cases of hypertension in Sogd 

and Khatlon Oblasts remain undiagnosed.  Addressing bottlenecks related to early detec-

tion of hypertension is an essential part of a coherent health system response in Tajikistan. 

The discussions revealed that screening and diagnosis rates are negatively affected by a 

general lack of understanding of hypertension in the general population; ambiguous clinical 

protocols; the low priority given to hypertension screening; and the limited service delivery 

capacity to reach rural and remote communities. Prenatal care and community screening 

were identified as avenues that have been successful at identifying undiagnosed cases.  We 

discuss these themes below. 

Providers and service users discussed the lack of understanding of hypertension, particu-

larly its asymptomatic nature, in the general population. It is common for hypertensive indi-

viduals to be unaware of their condition and for the first encounter with the health facility to 

occur following complications of chronic hypertension. The connection between high blood 

pressure and these complications, including cardiovascular diseases, is also not well under-

stood by individuals with hypertension. As most service users learn about the consequences 

and care of hypertension following diagnosis, information continues to pose a barrier to initial 

contact with the health system among undiagnosed individuals. 

RHC: Rural Health Centre; DHC: District Health Centre
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"Patients do not come for screening because they don’t 
know the risks and negative consequences of hypertension” 

(Participant 5, Health Administrator, Khatlon Oblast)

A lack of understanding of hypertension fuels dangerous myths and attitudes. Among 

young females, hypertension is not considered a socially-acceptable condition and attracts 

stigma.  Young women who are diagnosed with hypertension and other chronic conditions 

are often stigmatized and face difficulty getting married. The resulting high social and private 

costs of hypertension, including anxiety of complications of high blood pressure and frequent 

hospital contact, reduce the acceptability of screening. Individuals younger than 40 years, 

aside from pregnant women, generally do not consider themselves at risk for hypertension, 

which in turn makes uptake of screening low in this age group.

Even in the absence of information barriers, communities face costs in terms of money and 

time to obtaining a screen for hypertension in the health facility or at home.  Households in 

remote areas are often also located a far distance from the nearest health centre and may 

find the facility difficult to reach. These locations are also more difficult to access with com-

munity screening.  Among rural populations that may not be remote, farm work during the 

day may prevent individuals from being screened by healthcare workers, even at home. Fol-

lowing screenings by health workers in health houses, the diagnosis of hypertension is often 

confirmed by referral to the rural health centre (RHC). These referrals to confirm a hyperten-

sion diagnoses pose additional transportation and consultation costs to the service user that 

may be prohibitive in some cases. 

Insufficient supply of equipment and human resources has limited the ability of service 

providers to screen their catchment population for hypertension, at home or in the facility.  

Sphygmomanometers are not replaced and calibrated regularly, reducing their accuracy in 

measuring blood pressure. A high caseload for limited health workers implies that routine 

screening in the community and facility is de-prioritized. Hence, service providers respond 

to complications of chronic hypertension rather than actively detecting cases before clinical 

manifestations occur. The constraints in human resources are particularly dire in remote ar-

eas, which further limits the availability of screening in these locations.18

"Young people with high blood pressure face stigma, 
especially girls. They would probably try to hide this fact as 

it will be difficult for them to find a marriage partner." 
(Participant 7, Health Provider, Khatlon Oblast)
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Where health workers are available and have adequate equipment, ambiguity in the exist-

ing clinical protocols for hypertension negatively affect efforts to diagnose the disease. 

Despite having received training on national clinical protocols for hypertension, providers 

noted that the current protocols could be challenging to use. Current protocols have an 

unclear scope of work for each health care level, lack clear guidance for service delivery in 

remote and rural areas, provide insufficient information on case finding and treatment adher-

ence, and do not consider the perspectives of providers and service user. There are also no 

readily-available guides that providers could refer to when needed.  In addition to family doc-

tors, paramedics and trained volunteers can also screen people for hypertension. However, 

the level of understanding of hypertension and clinical protocols varies by provider type.

“The Chief cardiologist collects data on hypertension 
from the districts. However, we do not analyze the data 

on hypertension closely. I think we should”.  
(Participant 7, Health Administrator, Sogd Oblast)

“Many requirements mentioned in the national protocols 
are impossible to fulfill at the PHC level due to the lack of 

equipment and human resources”  
(Participant 2, Health Administrator, Khatlon Oblast)

“Clinical protocols are available for the medical workers, but the 
language in the protocols are not easy to understand, and not 

adapted to existing conditions. When national protocols are be-
ing developed, they should consider realistic conditions at rural 

areas and geographic landscapes” 
(Participant 4, Health Care Provider, Sogd Oblast)

A higher priority needs to be given to hypertension management and control to address 

service delivery gaps in screening.  Health administrators were unaware of the high hy-

pertension burden, and the levels of under-diagnosis. As analysis related to the burden of 

hypertension, diagnosis and management of cases, was not routinely done, these statistics 

could not inform strategic plans for the health sector. More broadly, health does not receive 

priority in government spending in Tajikistan, at 6% of the government budget, 86% of which 

is spent on health worker salaries, further restricting fiscal space for service delivery. The cur-

rent NCD strategy identifies the prevalence of hypertension and programmatic targets but 

does not include specific recommendations to improve service delivery.
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Antenatal care and community screening are effective at facilitating the early detection of 

hypertension.  Most cases of hypertension are detected when blood pressure is measured in 

service users above 40 years of age who visit health facilities. However, all pregnant women 

currently undergo blood pressure checks during routine antenatal care visits, regardless of 

age. This allows for cases of hypertension to be identified early and managed proactively 

during pregnancy.  Through the “caravan of health,” an outreach campaign in which health 

care providers visit remote areas for one-time health consultations, screening for hyperten-

sion has been provided by the Ministry of Health and Social Protection, and Provincial Health 

Administrators.  However, these outreach campaigns are not regular and are not always tar-

geted at remote areas with less access to health facilities. 

 
INITIATING TREATMENT FOR HYPERTENSION

In both Khatlon and Sogd Oblasts, 5-10% of individuals with diagnosed hypertension are 

not prescribed any treatment, particularly males and individuals under 40 years of age. 

The initiation of clinical management for hypertension is delayed by the time needed to com-

plete diagnostic tests, the cost of prescribed medication and diagnostic tests, and the lack of 

understanding among service users of the need for treatment in asymptomatic cases. Treat-

ment initiation was more likely to be successful where people with hypertension had social 

support and in pregnancy as antenatal care and diagnostic tests are offered free-of-charge. 

We discuss these themes below.

There is an approximately two-week period, following diagnosis of hypertension, needed 

to conduct tests of organ function. During this lag, a person diagnosed with hypertension 

may implement non-pharmacologic treatment, which includes diet, physical activity, and 

smoking cessation consultations. However, pharmacologic therapy is prescribed as soon as 

the diagnostic tests are completed. 

The cost of hypertension medication is the main barrier to beginning treatment across all 

groups of service users. Pharmacies often provide brand name drugs rather than generics to 

fill prescriptions, which increases the cost of medication. As service users may not be able to 

cover these costs, where available, they resort to shared earnings from family members who 

work, or pension funds if they are not employed.  

“I have to provide for the costs of my treatment from the 
family budget. I have a small pension, only 250 Somoni, 

and I am distraught" 
(Participant 5, Health Administrator, Khatlon Oblast).
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In the absence of time and cost constraints, a lack of understanding of prescribed therapy 

also prevents the initiation of treatment. Service users attributed lack of treatment initiation 

to a lack of understanding of treatment aims and side effects of prescribed medication. Preg-

nant women, mainly, feared that medication may harm their pregnancies. They were often 

pressured by their families to opt out of treatment. It was often not clear how to act on the 

lifestyle changes recommended by providers, including reducing salt intake (by how much 

and which foods), physical activity (what types of exercises and how long), and monitoring 

metrics such as BMI (how to measure and why it matters).

“Relatives of pregnant women with hypertension are 
cautious about pregnant women taking medication… 

They believe that it may hurt the baby”  
(Participant 8, Health Care Provider, Sogd Oblast).

“I don’t have enough information about my treatment, about 
this or that medication and why it is being prescribed, its 
compatibility with other medications, and for how long I 

should be taking them. Sometimes, at the drug store, they 
offer other medications instead of what the doctor has 

prescribed, I don’t know what to do…”  
(Patient 5, Female, Sogd Oblast)

Prescribed hypertension treatment was more likely to be initiated where the individual 

with hypertension received support from their family network and where the costs of 

diagnostic tests were waived. For pregnant women specifically, a favorable disposition of 

the mother and mother-in-law to the hypertension medication encouraged them to initiate 

treatment.  Pregnant women who begin antenatal care before 12 weeks of gestation do not 

pay for laboratory tests. These waivers create incentives for pregnant women to undertake 

the required diagnostic tests and initiate treatment.

 
ADHERENCE TO CLINICAL MANAGEMENT AND FOLLOW-UP

In Khatlon and Sogd Oblasts, nearly 1 in 2 individuals living with hypertension do not take 

their medication regularly, and less than 30% have a regular measurement of their blood 

pressure. Treatment adherence is hindered by a lack of understanding among people with 
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 “I took medicines for a month, and when I felt better, 
I quit treatment and had high blood pressure again. 

Now, I take pills every day”  
(Participant 5, Female Patient with Hypertension, Khatlon Oblast).

hypertension for the need for long-term treatment, the cumulative cost of care, and lack of 

follow-up between care levels or after pregnancy. Akin to treatment initiation, social and pro-

vider support increased the probability of adherence to clinical management. 

Insufficient understanding of the need for hypertension treatment and side effects of 

medication are common reasons for discontinuing therapy. Individuals with hypertension 

reported feeling temporary relief from initiating medication for hypertensive emergencies 

and failing to renew their prescriptions when symptoms abated.  Thus, most people with 

hypertension did not understand the dangers of asymptomatic elevations in blood pressure. 

Even when individuals with hypertension are aware of the need for indefinite medication, 

they find it tiresome to take pills each day and to refill their medication constantly. The lack 

of perceived treatment benefit discouraged treatment maintenance. There was also a false 

belief that regularly taking medication would lead to dependence.

The apprehension people with hypertension shared about the inability to pay for medica-

tion for treatment initiation is magnified for treatment maintenance. People with hyperten-

sion who may have had the funds to begin treatment may not be able to afford recurring pre-

scriptions. Costs of medication and transportation to pharmacies and facilities accumulate, 

preventing people with hypertension from remaining in care. The prescription of multiple 

and brand-name drugs further raises treatment costs and complicates pill-taking schedules, 

reducing adherence. Finally, while services for pregnant women who begin antenatal care 

before 12 weeks is free, these subsidies do not continue after delivery. These costs also led 

to women stopping hypertension treatment after delivery

Pregnant women, while closely monitored during pregnancy, do not always transition to 

adult care services after delivery. Providers were aware of the need to continue manage-

ment following delivery. However, people with hypertension often became preoccupied with 

the care of the baby and did not return to the facility. Where hypertension was gestational, 

physicians were less likely to continue blood pressure monitoring after delivery. Losses to 

follow-up also occurred between care levels. Where individuals initiate treatment for hyper-

tension in a district health centre (DHC), information was not related to the PHC level for 

follow-up, reducing the chances of adherence.

Akin to treatment initiation, social support facilitates adherence to hypertension therapy. 

Home visits by doctors and nurses allowed for people with hypertension and their families 
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to ask questions about the condition and its management, increasing support within their in-

ner circle. Conversely, where a person with hypertension lacked family support, there were 

less likely to adhere to hypertension treatment. Older relatives who were uninformed tended 

to view hypertension in young pregnant females as a sign of weakness, which led to higher 

drop-off rates from therapy, mainly where the person with hypertension was dependent on 

these relatives to maintain communication with the provider.

 
ACHIEVING BLOOD PRESSURE CONTROL 

Less than 2% of all persons living with hypertension in Khatlon and Sogd Oblast achieve 

blood pressure control. Blood pressure control can only be achieved if hypertension is diag-

nosed, therapy is initiated, and clinical management is adhered to. Thus, the factors identified 

as influencing drop-offs at each prior stage of the cascade are essential contributors to the 

low level of blood pressure control in both Oblasts.  Unsurprisingly, the critical determinants 

of blood pressure control were linked to the individual’s ability to adhere to treatment and to 

regularly monitor blood pressure.    As the determinants of adherence were discussed above, 

we briefly reflect the role of blood pressure monitoring below.

People with hypertension understood that they should measure their blood pressure dai-

ly, but they often lack the equipment to do so. Home visits for blood pressure monitoring 

by doctors and nurses do occur but at an average frequency of once or twice a month. The 

national protocol, however, stipulates that home visits for blood pressure monitoring should 

happen once a week for pregnant women and people with chronic diseases, including hy-

pertension. In the absence of an objective measure of their level of blood pressure control 

and advice from a health worker, the individual was unable to adjust their lifestyle changes 

and medication accordingly. Thus, people with hypertension who lacked blood pressure 

monitoring equipment, had infrequent home visits, and who could not visit health facilities 

were less likely to achieve blood pressure control.

“I don’t have a mobile phone. My husband migrated to Russia for 
a job. I usually get in touch with my doctor using mobile phones of 
my husbands’ relatives. Most often I use my mother-in-law’s mobile 

phone to call my doctor. It is very uncomfortable”  
(Participant 3, Pregnant Woman, Sogd Oblast).

“It is not enough when a nurse visits us once a 
month to measure the blood pressure”  

(Participant 11, Female Patient with Hypertension, Khatlon Oblast).
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In Table 4 below, we summarize the perceived barriers and facilitators to hypertension diag-

nosis, treatment initiation and follow-up, and attainment of blood pressure control in Khatlon 

and Sogd Oblasts.

TABLE 4  OVERVIEW OF PERCEIVED BARRIERS AND FACILITATORS TO 
RETENTION IN HYPERTENSION CARE

TRANSLATING LESSONS ON THE PERCEIVED CAUSES OF DROP-OFFS 
INTO SERVICE DELIVERY SOLUTIONS

Through focused discussions with stakeholders who have participated in service delivery 

in Tajikistan, we identified perceived barriers to and facilitators of the initiation of and 

retention in care for hypertension.  Hypertension care is believed to be hindered by wrong 

understandings of the disease and its therapy by people living with the illness; the high time 

and monetary costs of seeking care; ambiguous and inappropriate clinical guidelines; short-

ages of human resource for health and equipment for blood pressure monitoring; and a lack 

of support from peers, family, providers, and the community for initiation and adherence to 

hypertension care. 
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Appropriate service delivery solutions should address the barriers and incorporate the facili-

tators of retention along the hypertension care cascade in Tajikistan. Solutions to bottlenecks 

in hypertension service delivery in Tajikistan enable understanding of hypertension and its 

therapy among people with hypertension; facilitate regular monitoring of blood pressure; 

ensure the supply of trained and skilled health workers; incorporate support from peers, fami-

lies, and communities; reduce the time and monetary costs of seeking care; and improve the 

ease of understanding of clinical guidelines and adapting them to ensure their relevance to 

the context (Figure 6). Chapter 4 presents solutions to addressing the drop-offs in hyperten-

sion care for each of the five areas defined in Figure 6.

FIGURE 6  ADDRESSING DROP-OFFS IN THE CONTINUITY OF CARE 
FOR HYPERTENSION
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Chapter 4: Fit-for-purpose 
solutions to challenges 
in service delivery for 
hypertension 

TABLE 5  OVERVIEW OF RESULTS OF LITERATURE REVIEW

To improve the effectiveness of service delivery for hypertension in Tajikistan, it is es-

sential to implement interventions that address the most critical challenges, including the 

diagnosis of hypertension cases in the community and the attainment of blood pressure 

control. The achievement of blood pressure control is also influenced by the initiation of and 

adherence to hypertension therapy. Fit-for-purpose solutions should be effective at address-

ing barriers to retention along the hypertension care cascade identified by service users, 

providers, and administrators, and be implementable within the Tajikistan context. 

In a review of the literature, we identified over 150 publications of interventions that may 

address barriers to hypertension diagnosis, initiation of and adherence to antihyperten-

sive therapy, or achievement of blood pressure control. We focused on interventions that 

could be implemented at the primary health care level, given global evidence suggesting a 

central role for the family physician in effective responses to NCDs. Majority of the identified 

interventions were targeted at improving adherence at the primary health care level, as seen 

in Table 5.
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Through discussions with people living with hypertension, providers, and administrators, we 

narrowed the initial list of solutions based on the perceived feasibility of applying each inter-

vention within PHC settings in the Tajikistan context.  While several of the identified solutions 

have been implemented successfully in other countries and can be incorporated into exist-

ing programs, we also included newer and promising interventions which can be tested on a 

small scale before scale-up (Table 6).  We discuss each group of solutions below.  

ENABLING UNDERSTANDING OF HYPERTENSION AND ITS THERAPY 
AMONG PEOPLE WITH HYPERTENSION

Hypertension, akin to other chronic illnesses, requires considerable enagement of the 

people living with hypertension in self-management. This may involve monitoring the ill-

ness, adhering to therapy, and developing strategies to maintain a satisfactory quality of 

life. Individuals with hypertension that are more knowledgeable about the condition have 

better care outcomes, use health care services better, and are more proactive in seeking 

further assistance. For example, a mobile messaging program in the United States to support 

treatment adherence and hypertension education resulted in decreased blood pressure and 

greater odds of blood pressure control.19  

User-oriented information should be easy-to-understand and practical, focusing on top-

ics relevant for self-management. For information to lead to changes in behavior, it should 

facilitate the formation of intention to act. There is considerable evidence that intention to act 

forms when the information available focuses on shaping positive attitudes and beliefs about 

TABLE 6  FIT-FOR-PURPOSE SOLUTIONS TO CHALLENGES IN 
HYPERTENSION SERVICE DELIVERY
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the targeted behavior, which are the actions required for self-management in this case.20  The 

key elements to consider in designing information to promote positive attitudes and beliefs 

are the content, messenger, mode of delivery, location, frequency, and duration.21 To iden-

tify the characteristics of these elements necessary to ensure that information is effective 

at changing behavior, they should be co-developed and pre-tested with people living with 

hypertension. 

 
INVOLVEMENT OF PEERS, FAMILIES, AND COMMUNITIES

Peers, families, and communities are an important source of support to individuals liv-

ing with chronic illness. Peers and families can provide emotional support and link people 

living with hypertension to facility and community resources. Peer support involves other 

people living with hypertension sharing health stories and other advice on managing the ill-

ness. Systematic reviews of peer support interventions for diabetes and hypertension saw 

improved outcomes for cardiovascular risk factors in low- and high-income countries.22, 23 A 

group diabetes education program in South Africa delivered by health promoters saw sus-

tained decreases in blood pressure after one year.24 Communities can also play an active role 

in creating awareness to increase service demand, providing social support, and mobilizing 

resources for health care to support the sustainability of programs. 

Peer meetings outside the facility can bring together individuals with similar conditions, 

to support each other and exchange experiences. Meeting outside the health facility can 

widen the participation to individuals who are not comfortable in the clinic setting. The meet-

ings could be facilitated by a peer educator and focus on issues that people living with hyper-

tension are struggling with, such as treatment adherence, and advise on how to contain the 

costs of care. Chaikhana or tea house meetings that focus on hypertension could harness an 

existing social forum for certain groups, particularly men. Meeting opportunities for women 

could also be explored.

Health care navigators accompany individuals with hypertension to clinics and have been 

shown to be effective at facilitating communication with health care providers. Systematic 

reviews show that navigators can increase adherence to care and completion of appoint-

ments.25  In chronic diseases, navigators help the service user identify and implement the 

critical steps in their management and can improve care processes.26 Given the misinforma-

tion on the risks associated with hypertension in the target population and apprehension 

over seeking care, health care navigators are a cost-effective intervention to improve adher-

ence to treatment and attainment of blood pressure control. 

Faith-based organizations have unique influence on the population and religious leaders 

can champion a wide variety of social causes. This influence can be leveraged to promote 

awareness of hypertension and to facilitate early diagnosis, for instance by locating screen-

ing activities around mosques and religious event. Similar interventions have been effective 

in other contexts. Interventions led by faith-based organizations in the United States have 
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been associated with increased physical activity among attendees.27 In Bulgaria, Romania, 

and Turkey, early diagnosis of tapeworm infection was facilitated in part by screening in 

mosques.28 Case detection of tuberculosis in Asia has also been carried out by screening 

people in mosques.29 Local experts in Tajikistan have expressed support for the idea of le-

veraging existing religious institutions to engage the population in the control of chronic 

diseases. 

 
REDUCING THE TIME AND MONETARY COSTS OF CARE

The cost of care for hypertension in Tajikistan is primarily driven by medication and geo-

graphic access to health facilities. Models of care that bring service delivery closer to the 

individual and community, can reduce financial barriers to health care access. These inter-

ventions are particularly relevant for people in informal employment, such as farming, with 

working hours that overlap with the times the facility is open. In addition, interventions that 

reduce the costs of purchasing medication, potentially through benefit package redesign 

and cost sharing, are an essential part of a systems-based approach to increasing compli-

ance with hypertension care in Tajikistan. 

May Measurement Month for World Hypertension Day unites stakeholders around the 

common goal of screening to facilitate the early diagnosis of hypertension.  May Measure-

ment Month initiative has been observed in over 90 countries, testing over a million people 

in a single year, and raising awareness of the importance of blood pressure monitoring and 

therapy for hypertension.30 Screening campaigns have been demonstrated to be effective in 

several studies. Screening in homes, community events, and self-help groups for cardiovas-

cular disease risk factors facilitated referrals of urgent and non-urgent hypertension cases 

in Bangladesh, Guatemala, Mexico, and South Africa.31 Door to door screening, newspaper 

campaigns, and leaflet distribution yielded a 39.6% diagnosis rate in Nepal of which 26% en-

tered further treatment.32 Finally, in Indonesia, screening by trained community volunteers led 

to referrals to facilities for diagnosis and initiation of therapy. The program was cost-saving.33 

Health caravans have been used in Tajikistan since 2009 to improve access to health 

care in rural and remote areas.34 While health caravans have been used sporadically for 

outreach, a systematic approach to using them could facilitate broader awareness of hyper-

tension, screening for early diagnosis, and follow-up of care within the community.  There are 

several examples globally of using mobile clinics to expand access to health services. In the 

United States, mobile clinics have increased health care access among vulnerable popula-

tions, providing a link between the clinic and community.35 In South Africa, mobile testing 

units were used to screen individuals for NCDs within taxi parks, business centres, com-

munity venues, and work sites, leading to 50% of individuals diagnosed with hypertension 

initiating their therapy within a month.36, 37

Expanding the basic benefit package to include medication for prevalent chronic diseas-

es, such as hypertension, or modifying cost-sharing mechanisms can reduce the financial 
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burden from lifelong treatment. There is substantial evidence demonstrating that reduc-

ing the costs borne by the individual, through insurance or expansion of a benefit package 

guaranteed through state revenues, increase adherence to care and reduces complications 

from lack of blood pressure control.38  A review article estimated that when the patients’ 

share of the cost of a medication increases by 10%, this is associated with a 2-6% decrease in 

prescription drug use.39 Most studies assessing the impact of cost sharing on essential drugs 

such as antihypertensives have reported a 4-28% decrease in use following increase in cost 

burden on the patient.40 The cost of taking medication over the long term is a key determi-

nant of non-adherence to hypertension care in Tajikistan. There is an urgent need to address 

this challenge through policies that reduce costs borne by the individual and household to 

initiate and maintain treatment, including an increase in public financing of care costs.

 
IMPROVING PROVIDER UNDERSTANDING AND ADAPTATION 
OF GUIDELINES

Clinical guidelines for hypertension should be simple and strike a balance between what 

is desirable and what is feasible. This allows a wider range of providers to be involved in 

service delivery while reducing risks to service users. Simplification of guidelines would re-

quire the standardization of technical terms for diagnostic procedures, drug prescriptions, 

and treatment monitoring.  In the case of Tajikistan, there may be a need to modify existing 

guidelines to differentiate between areas in the country that have more skilled health work-

ers and those that do not, in terms of assigning responsibility across the hypertension care 

cascade.  

An easy-to-use “job aid” can provide practical and evidence-based guidelines to health 

workers regarding case finding, treatment initiation, adherence support, and user-orient-

ed information. The job aid could be introduced with a short training of PHC staff. Similar 

interventions have been implemented for cardiovascular diseases management by the World 

Health Organization (WHO) with improvements in blood pressure management, including the 

WHO Package of Essential NCD Interventions for PHC in Low-resource settings.41, 42 Check-

lists can also enable providers to systematically assess their adherence to clinical guidelines. 

The addition of a checklist related to clinical guidelines for providers, in addition to screening 

and health education, led to large reductions in blood pressure in Asia.43 A similar checklist 

approach, of enabling providers to adhere to clinical guidelines, has been used successfully 

for diabetes management in low- and high-income countries.44   

 
INCREASING THE SUPPLY OF TRAINED AND EQUIPPED 
HEALTH WORKERS

In a context of shortages or an inequitable distribution of highly-skilled healthcare staff, 

task-shifting strategies can be indispensable in filling service delivery gaps. Task-shifting 

refers to the reallocation of tasks from the responsibility of one cadre to, where appropriate, 
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less-specialized cadres. While measures to raise recruitment rates for highly-skilled staff and 

to expand training facilities are important, waiting for new health workers to graduate through 

conventional systems will lead to delays in providing urgently-needed services.  Alternative 

and simplified models of transferring the training for simple tasks related to hypertension 

care can expand the human resource pool very quickly in the short term.45 

When the health workforce needs to be expanded to meet service delivery needs, health 

workers outside practicing physicians, can be mobilized as a stop-gap solution. Practicing 

nurses, retired nurses, medical students, and nurses-in-training can undertake some tasks in 

hypertension management. In Kenya, the management of individuals with NCDs that were 

stable was shifted to nurses who had been provided with clinical decision support proto-

cols which they applied successfully.46 In Singapore, medical student volunteers screened 

low-income households, made referrals for hypertensive individuals, and conducted follow 

up. Over half of untreated hypertensives sought treatment.47 In the United States, a nurse-

led home visitation program aided self-management of hypertension and resulted in higher 

medication adherence.48

Nurse-led care models for uncomplicated cases are a core strategy to reduce costs and 

waiting times. If regulations allow for nurses to be involved in dispensing medication, home 

visits by nurses may facilitate access to low-cost generic medication in Tajikistan. Dispensing 

of expensive brand-name drugs by pharmacies is one of the main drivers of the high cost of 

medication.49 There is evidence from other countries of the efficiency of nurse-led care. In 

Ghana, task shifting to nurses for hypertension control, along with health insurance provision, 

improved blood pressure control that was sustained at 24 months.50 Compared to usual care, 

a nurse practitioner model led to improved cardiovascular risk factors after 12 months in the 

United States.51 In rural areas, nurses can aid physicians and assume some of their tasks in 

making home visits for screening and follow-up. In clinic settings, nurses could be trained to 

take on much of hypertension care management, particularly in situations with high service 

user volumes.         

Through collaboration with physicians and health facilities, pharmacists can serve as 

important points of contact for care management of people with hypertension. Larger 

pharmacies have blood pressure monitoring equipment for their mandatory first-aid kit, but 

this equipment is under-used. If there are clear referral pathways and clinical decision sup-

port tools, pharmacies could be harnessed for hypertension case finding and monitoring, 

in line with global evidence. In Ghana and Iran, pharmacists recruited individuals for volun-

tary hypertension screenings and referrals to clinics.52, 53 In Brazil, Canada, and the United 

States, pharmacists closely monitored people with hypertension for drug adherence and 

blood pressure control.54, 55, 56  In the United States, a trial of barber-led health promotion and 

pharmacist-led medication management in black male barbershops showed blood pressure 

reduction in patrons within 6 months.57
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AN URGENT CALL TO STRENGTHEN SERVICE DELIVERY FOR HYPER-
TENSION IN TAJIKISTAN

Up to 90% of people living with hypertension in Khatlon and Sogd Oblasts, have never 

been diagnosed. This, and other drop-offs in the continuum of care, represent a lost oppor-

tunity to control hypertension and contribute to stemming the rise in the prevalence of NCDs. 

To address the burden of hypertension, service delivery must be strengthened to increase 

the rates of diagnosis, treatment initiation and adherence, and disease control.  

Therefore, our report proposes fit-for-purpose solutions to close these gaps in diagnosis 

and management of hypertension. As these interventions are implemented, it would be 

important to closely track progress towards improving retention in the hypertension care by 

monitoring the care cascade. Akin to this study, monitoring efforts will be strengthened by 

periodic systematic assessments of the determinants of drop-offs along the cascade of care 

to iteratively improve service delivery design and adapt to new challenges. Future research 

can also draw on the CQI database to develop algorithms that predict retention along the 

cascade of care.

Hypertension, while an important risk factor for NCDs, should not be addressed in isola-

tion. There should be concerted efforts to prevent the incidence of NCDs by addressing 

other major modifiable risk factors, including tobacco use, high blood cholesterol, and dia-

betes; secondary prevention to avert recurrent events and complications in people living 

with NCDs; and early detection of the acute manifestations or complications of NCDs with 

prompt referral to the appropriate level of care.  To this end, Tajikistan can turn to evidence-

based, practical interventions for strengthening the management of risk factors for NCDs in 

the WHO Package of Essential NCD Interventions for PHC in Low-resource settings.58  

The cost of inaction, with respect to hypertension care, is potentially enormous. In addi-

tion to the negative impacts on morbidity and mortality, a high prevalence of NCDs can also 

lead to considerable losses in labour productivity, and hence economic growth. Tajikistan 

can strengthen current programs and policies, by adopting the feasible and cost-effective 

recommendations in this report to strengthen service delivery for hypertension, boosting 

population health and economic growth in the present and future.
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