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Chapter 10 

Central Asian Public Health:  
Transition and
Transformation

Genevieve Grabman

A dramatic demographic and epidemiological transition has oc-
curred in Central Asia during the past decade, concurrent with the 
region’s political and economic transition. This chapter attempts 

to explain the changing public health status in Central Asia by depicting 
the historical and social context in which public health is evolving. Kyr-
gyzstan, Kazakhstan, Uzbekistan, Tajikistan and Turkmenistan inherited 
their public health systems from the Soviet Union, and the demise of that 
empire has greatly impacted Central Asian public health. The collapse 
of centrally-controlled health care finance and planning precipitated an 
increased risk of sickness and death for the public. The newly indepen-
dent Central Asian states began in the late 1990s to reform their national 
health systems in order to make public health care fiscally sustainable and 
responsive to health challenges. Still, Central Asia faces some critical health 
needs in the new millennium. Reflecting the region’s transitional status, 
both chronic and infectious health conditions urgently require interven-
tion from each nation’s public health system.

Data and Statistics
Any study of Central Asian heath requires a caveat on the data it 

presents: data collection in all Central Asian countries is notoriously diffi-
cult, statistical analysis may be poor, and reported figures are often skewed 
for political purposes. The infant mortality rate is only one of many gov-
ernment-reported statistics that may have little resemblance to a real fig-
ure. Doctors’ use of Soviet death criteria results in a systemic mislabeling 
of infant deaths as stillborns, thus the true number of babies who die after 
birth is higher than the reported infant mortality rate indicates.1 Regional 
governments’ human immunodeficiency virus (HIV) and acquired im-
munodeficiency virus (AIDS) statistics also may significantly underesti-
mate infection rates, as legally-required residency permit systems discour-
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age many groups particularly vulnerable to HIV infection from registering 
with authorities.2 In Turkmenistan and Uzbekistan, official statistics are 
particularly suspect, given the autocratic nature of these governments.

A less distorted picture of public health in the region can be obtained 
by focusing on data from the Kyrgyz Republic, or Kyrgyzstan. Although 
data verification remains problematic, recent government-provided health 
data is relatively reliable. Kyrgyzstan’s Ministry of Health has received  
extensive technical assistance from the World Health Organization in 
reporting health statistics. Kyrgyzstan was also the site of an extensive 
United States-led Demographic and Health Survey (DHS) in 1997, per-
mitting comparison of official statistics with independently collected 
information.

Kyrgyzstan: A Proxy for Central Asia
In its population’s longevity, morbidity, and mortality, Kyrgyzstan 

represents the mean of Central Asian public health.3 Tajikistan and Turk-
menistan, poorer countries than Kyrgyzstan, have higher mortality rates. 
Uzbekistan, a richer country than Kyrgyzstan, has lesser infant and under-
five mortality rates and longer life expectancies. Until 1999, Kazakhstan’s 
relative wealth also contributed to lower child mortality and higher life 
expectancy than in Kyrgyzstan.4

All of Central Asia is also mirrored in Kyrgyzstan’s internal public 
health variations.5 Kyrgyzstan’s poorest oblasts or states, Talas, Naryn, and 
Batken, have the country’s highest rates of infant and maternal mortality. 
In cold, dry Talas and Naryn, with climates similar to Kazakhstan, acute 
respiratory infections and tuberculosis are more problematic than in the 
rest of Kyrgyzstan. In the southern oblasts of Jalal-Abad, Osh, and Batken, 
as in Tajikistan and southern Uzbekistan, diarrheal diseases are the major 
cause of morbidity and mortality in children. In these Kyrgyzstani states, 
fertility rates are also much higher than in other oblasts, due to the cul-
tural and religious beliefs of the southern Kyrgyzstan’s Uzbek and Tajik 
populations. Further, during the late 1990s and until 2001, the southern 
portion of Kyrgyzstan suffered invasions by Taliban-backed militants. 
This armed insurrection undoubtedly crippled the health care system and 
caused higher death rates in the affected areas, a result similar to that seen 
in war-torn Tajikistan.

Northern oblasts Chuy and Issyk-Kol have the most favorable health 
indicators in Kyrgyzstan. Similar to all Central Asian capitals, wealth is 
concentrated around the capital city in Chuy oblast, and the population 
here has better access to higher quality health care than do people in other 
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oblasts. Bishkek residents, like the inhabitants of all Central Asia’s capital 
cities, enjoy the country’s best health outcomes. Chuy and Issyk-Kol also 
have a high proportion of Russians living in them, similar to the demo-
graphics of Kazakhstan and many Central Asian capitals. Russians tend 
to have lower fertility rates and better mortality and morbidity outcomes 
than do native Central Asian peoples.

Finally, like the other Central Asian countries, Kyrgyzstan is reform-
ing its Soviet-inherited health care system. Kyrgyzstan’s health reform is 
the most advanced and widespread in Central Asia, having begun in the 
north of Kyrgyzstan, expanded to the south, and recently spread to Naryn 
and Talas. This health reform is expected to improve health outcomes 
throughout Kyrgyzstan.6

The Soviet Health System
The Soviet Union’s Constitution was the first in the world to guar-

antee the right to health, stating, “Citizens of the U.S.S.R. have the right to 
health protection.”7 The Soviet health care system therefore was designed 
to provide all citizens—and especially rural populations—with access to a 
basic level of care. At the expense of preventative care, provider choice, and 
efficiency, Soviet socialized medicine achieved impressive public health ac-
complishments. The ratio of doctors and nurses to population was among 
the highest in the world. Many diseases once endemic, including diphthe-
ria, smallpox, cholera, polio, whooping cough, and typhus, were virtually 
eradicated. On average and indicative of results seen in the Central Asian 
Soviet republics, USSR. life expectancies doubled between the 1917 Octo-
ber revolution and 1970.8

The Soviet health system was a single-payer scheme, where the gov-
ernment provided all health care free of charge, according to norms for-
mulated by the Ministry of Health in Moscow and resource distribution 
determined by the Semashko All Union Research Institute in Moscow.9 
Republic-level health ministries were responsible for implementing Mos-
cow’s policies through oblast-level health departments. In turn, the oblast 
health departments directed health care through rayon (county) and at the 
city health administrations. In each republic and oblast, a sanitary epide-
miological service (Sanepid or SES) oversaw the control of communicable 
diseases and acted as a “check” on the health departments’ work.10

To provide universal health care coverage, the Soviet system auto-
matically assigned each citizen to a polyclinic that assumed responsibility 
for the person’s health and served as the portal of entrance to the medi-
cal care system.11 The patient could not choose his or her physician; the 



224 GRABMAN

patient’s residence in a micro-district usually determined her polyclinic 
assignment. However, high ranking members of the Communist Party and 
employees in some collective enterprises, such as factories and farms, were 
assigned to clinics and hospitals reserved for their use. The one polyclinic 
per micro-district, staffed by an internist for men, a pediatrician for chil-
dren, an obstetrician for women, a dentist, and a nurse, provided routine 
outpatient care to the micro-district’s approximately 4000 people. In rural 
areas with long distances between polyclinics called selskaya vrachebnaya 
ambulatorya, or SVAs, people could receive basic care from first aid spe-
cialists and midwives at health posts feldsher accousherski punkt or FAPs.

If referred by their polyclinic or if self-referred, Soviet citizens could 
seek more advanced health care at the rayon’s central town hospital and 
specialty polyclinics. In rural areas, limited medical care was available at 
small hospitals selskaya uchaskovaya bolnitsia, or SUBs. Still more special-
ized and better equipped hospitals for specific diseases and conditions—
cancer, tuberculosis, sexually transmitted infections—could be found in 
the main city of each oblast and in republic’s capital city.

Kyrgyzstan was a beneficiary of the Soviet health care system in many 
ways. Although costly and hospital-heavy, the Kyrgyzstan’s Soviet health 
care system successfully decreased infant and child deaths and increased 
life expectancy. The Soviet system also provided all children and expect-
ant mothers with free health care.12 As a result, Kyrgyzstan’s official infant 
mortality rate dropped from 111 in 1970 to 52 in 2001, and the under-five 
mortality rate decreased from 146 in 1970 to 61 in 2001.13

While it sounded like a positive situation for all involved, the So-
viet model of health care had many drawbacks.14 The system relied on 
vast numbers of specialists and multiple, redundant specialist facilities.15 
In turn, the system produced few community-level health professionals 
skilled in preventive care, such as generalists and nurse practitioners.16 
Many doctors were trained only to address the needs of a specific sex or 
age group suffering from a specific disease, while nurses had limited skills 
and undertook only basic tasks. As an example of the extreme overspecial-
ization of Soviet health care, Kyrgyz obstetricians neither owned nor knew 
how to use stethoscopes. Clinical management required lengthy hospital 
stays for many conditions, such as tuberculosis and influenza, which could 
have been treated in outpatient facilities.17 The system’s financing struc-
ture encouraged this tertiary care focus by funding hospitals according to 
their bed quantity, rather than their number of patients. Such treatment 
and financing regimes required a large number of hospital beds, which led 
to low occupancy levels. Finally, the Soviet system failed to encourage a 
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sense of health responsibility among the citizenry or innovation amongst 
the providers.18 Government subsidies supported health care and the 
population grew to expect free healthcare services. No private health care 
or health insurance was necessary or permitted.

Soviet Collapse
With the disintegration of the Soviet Union in 1991, the disruption 

caused by a forced transition from a collectivist system to a market econ-
omy brought about a near collapse of the health care system in the newly 
independent states.19 Like the other Central Asian nations, Kyrgyzstan was 
left utterly without money to support its social sector, including its public 
health systems.20 The share of the government budget going to health care 
fell by about a third between 1991 and 1992.21 At the same time, the per-
centage of the gross domestic product spent on health care fell from just 
over four to two percent.22 The country’s poor economic situation led to 
health services deterioration as equipment became antiquated, drug stocks 
dwindled, and buildings decayed.23 Salaries for doctors and nurses, if paid 
at all, fell from 79 percent of the average salary in 1995 to just 59 percent 
in 1998.24

The resource requirements of Kyrgyzstan’s socialized public health 
system became untenable in the 1990s. Hospitals swallowed 73 percent of 
the healthcare funds, while the primary healthcare system received only 16 
percent of the already diminished health budget.25 Focus on tertiary care 
resulted in resources being spread too thin, and in under-financing of local 
level services. In turn, this led to mandatory informal payments to health-
care providers, a practice particularly detrimental to the poor. The World 
Bank bluntly states, “Resources wasted on half-empty facilities, poorly 
insulated buildings, or medical technologies that do not function rob the 
system of resources that could be put to effective use” on the primary 
health care level.26 A well-functioning health care system is the single most 
important element in reaching the poor with prevention and treatment.27 

Central Asians’ health status declined due to the effects of poverty 
and lack of health care access. In Kyrgyzstan and particularly in the coun-
try’s rural areas, the poverty rate increased from 40 percent to 63 percent 
between 1993 and 1996.28 Lack of funding for the state health care system 
barred large segments of the population from basic medical services,29 as 
the need to pay for health care prevented or delayed some poor families 
from seeking care.30 Lack of adequate health care and poor nutritional 
status played pivotal roles in the significant growth in Kyrgyzstan’s infant 
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and child mortality rate.31 Life expectancy also dropped by several years, as 
Kyrgyzstanis struggled to obtain food and health care in the mid-1990s.32 

Further indicating the dire state of Central Asia’s post-Soviet public 
health, Kyrgyzstani tuberculosis (TB) incidence rates increased 100 per-
cent from 1991 to 2000. While the upsurge followed trends expected for 
the Central Asian region,33 Kyrgyzstan’s TB incidence grew faster than any 
other former Soviet state.34 New TB infections in Kyrgyzstan may soon 
approach Tajikistan’s very high TB incidence of 250 cases per 100,000 
people.35

Tuberculosis is a disease of poverty, easily spread in crowded con-
ditions and infecting the sick and malnourished.36 Through coughing, 
talking, or spitting, each person with active, untreated TB will infect on 
average between 10 and 15 people every year.37 In infected people, the TB 
bacilli can lie dormant for several years; when an infected person’s im-
mune system is weakened, his or her chances of falling ill with active TB 
increase. Populations lacking food or adequate living space, alcoholics, and 
people living with HIV/AIDS are at particular risk of becoming infected 
with TB and in developing the active disease. As it spreads, TB further 
strains the already under-funded Central Asian public health systems by 
requiring them to provide needed treatment to the sick. Tuberculosis also 
greatly increases the burden on the poor, as the disease spreads through 
families and as its debilitating effects limit the ability of the poor to work 
and better their situations.

Post-Soviet Reforms
The Soviet health care system was wasteful and, as the system’s 1990s 

collapse showed, unsustainable.38 In response to the region’s unabated 
economic crisis, Central Asia’s health care systems have been forced to 
undergo a comprehensive reform to rationalize their financing and to 
emphasize primary care.39 The type and pace of change differs in each of 
the countries, and Kyrgyzstan’s reforms are the most complete and insti-
tutionalized.40

The national health reform program began in the north of Kyrgyz-
stan in 1996 and more recently expanded to the south and to Talas and 
Naryn oblasts. Kyrgyzstan’s health reform fosters lower-cost primary care 
through the creation of family medicine practice groups (FGPs), rational-
ization of the health system’s excess physical capacity, and development of 
a tax-supported healthcare financing system.41 Supported by a World Bank 
structural assistance loan and U. S. Agency for International Development 
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(USAID) technical assistance, the Kyrgyz government determines the 
reform’s objectives and implements and monitors its performance. 

Radically departing from the prior system of assigning patients to 
doctors, the reformed health system permits families to choose their FGP 
from among those in the district. Each FGP is composed of a pediatrician, 
an internist, a gynecologist, and at least two nurses, all retrained in mod-
ern family medicine protocols. The FGP structure allows family members 
to receive their health care at one location, and FGPs act as gatekeepers to 
higher levels of care.

The architects of the health reform hoped that, if Kyrgyzstanis took 
personal responsibility for their own health and used FGPs’ preventative 
and primary care services, the cost of Kyrgyzstan’s system would decrease, 
and the health status of the population would improve. Consistent with 
these goals, a national Ministry of Health marketing team informs the 
Kyrgyz population about the ongoing reforms and conducts health pro-
motional campaigns. Systemic reform cannot depend on health education 
efforts alone, however. “Financial investment in family group practices 
and outpatient drugs is necessary to give patients access to medicine at 
the primary healthcare level and to allow FGPs to function and to expand 
their scope of services.”42

As a method of freeing funding for health reform, poorly utilized or 
redundant hospitals or specialized polyclinics are to be closed. Most of the 
facilities slated for closure are SUBs in rural areas or city hospitals. Despite 
being located close to remote population enclaves, these facilities have 
little or no supplies and offer very limited services when compared with 
hospitals and polyclinics in the rayon center cities. Staffing and heating 
excess buildings drains oblast health budgets, taking funds sorely needed 
for basic drugs, food, supplies, and salaries. Although individual doctors 
oppose closing health facilities, which provide them informal payment op-
portunities, the oblast health departments are committed to rationalizing 
the health sector’s resources.43 Money saved from closing high cost, under-
utilized hospitals creates pools of funds for FGP capital investments, pro-
vider salaries, and oblast drug supplies.44

Even with this rationalization of the systems’ capacity, the revenues 
of Central Asian governments are insufficient to support national public 
health systems. In Kyrgyzstan, a mandatory health insurance fund (MHIF) 
provides additional resources for the health reform. The MHIF receives 
funds from earmarked payroll taxes and pools this money. Using innova-
tive payment methods and based on information collected through new 
health information systems, the MHIF then allocates the funds to oblast 
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health departments for essential drugs. For hospital services, patients must 
pay formalized, government-approved co-payments, although the MHIF 
covers the costs of medication.

The MHIF mechanism has given impetus to the health reform’s im-
plementation.45 The availability of outpatient drugs provides an incentive 
to reduce hospital admissions and to expand primary healthcare services.46 
A government decree to include all children as MHIF beneficiaries in 2000 
expanded the fund’s role to include coverage of health services.47 Further, 
formal patient co-payments have significantly reduced informal payments 
to health providers and corruption in the health system.48 Providers now 
have a legitimate means of increasing their salaries, and patients are given 
prior notice of the charges for their health care.

Currently, among the Central Asian Republics, only Kyrgyzstan has a 
functioning MHIF. The other Central Asian republics are reluctant to rep-
licate this off-budget financing system. Uzbekistan, Tajikistan, and Turk-
menistan have not developed a health insurance fund, and Kazakhstan’s 
MHIF lasted three years before it was eliminated due to political wrangling 
and because of the lack of legal and regulatory systems necessary for the 
MHIF’s support.49

Kyrgyzstan’s willingness to implement health sector reform has 
served as a catalyst for attracting and coordinating international health 
aid in Kyrgyzstan. A variety of governments and organizations, includ-
ing the World Health Organization (WHO), World Bank, the European 
Bank of Reconstruction and Development, and the Asian Development 
Bank, have provided training and support for doctors, nurses, and mid-
wives throughout the country. Other donors, such as the United Nations 
Children’s Fund (UNICEF) and USAID, have provided immunizations 
and nutritional supplements and have conducted breastfeeding training 
classes.50 Initial studies demonstrate that the reformed, rationalized, re-
trained, and refunded health care system also provides better quality ser-
vices.51 Improved public health and infant and child survival are expected 
from these efforts.52

Demographic and Epidemiological Transitions
The transitional state of Central Asia’s public health system has pre-

cipitated changes in the area’s patterns of population and disease growth. 
Immediately before and after the Soviet collapse, Central Asia’s health 
indicators resembled those of a developing country with high birthrates 
but high infant and maternal death rates. The leading causes of death were 
infectious diseases. More recently, the causes of Central Asians’ deaths are 
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changing; chronic conditions more often found in developed countries, 
such as heart disease, are increasingly producing a greater percentage of 
deaths. At the same time, infant and under-five mortality rates appear 
to be improving throughout the region. Maternal mortality, preventable 
deaths due to pregnancy, childbirth, and abortion complications, is also 
decreasing. In 1990, 110 Central Asian mothers died for every 100,000 
women having a live birth.53 By 2002, the average maternal mortality ratio 
had dropped to 65 women per 100,000 having a live birth.54

Demographic Transition
Like the rest of Central Asia, Kyrgyzstan is undergoing a transition 

from high fertility and mortality rates to low fertility and mortality rates. 
Kyrgyzstan’s total fertility rate is officially 2.5, which is relatively low.55 Yet 
a high prevalence of abortion in Kyrgyzstan, as in all former Soviet coun-
tries, may obscure a much higher actual total fertility rate, suggesting that 
the country still is in the middle of a demographic transition.56

Central Asia’s children face a moderate risk of death during their first 
five years of life. In 2001, for every 1,000 babies born alive in Kyrgyzstan, 
52 died before their first birthday.57 Of children under five years of age, 61 
died for every 1,000 children.58 Again, these official rates may understate 
the true number of deaths of Kyrgyz children. Others estimate that 76.5 
infants die for every 1000 born alive.59

Most of Central Asia’s population is slow-growing due to the effects 
of migration. In Kyrgyzstan, the crude birth rate is estimated at 26.06 
births per 1,000 population; the crude death rate is expected to be 9.10 
deaths per 1,000 population.60 Rapid population growth is expected where 
a country’s crude birth rate exceeds its crude death rate; yet Kyrgyzstan’s 
population grew only by an estimated 1.46 percent in 2003.61 This lower 
population growth resulted from 2.37 per 1,000 people migrating from 
Kyrgyzstan.62

Uzbekistan is an exception to Central Asia’s demographic trend of 
lower birth and death rates. With 40 percent of its citizens younger than 
16 years old, Uzbekistan’s population is expected to double in 50 years to 
50 million people.63 Such rapid population growth clearly will exacerbate 
the deteriorating post-Soviet health system. To merely maintain its current 
level of health care, Tashkent will need to more than double the amount of 
resources dedicated to health services.64
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Epidemiological Transition
Central Asia represents a pre- and post-epidemiological transition 

mix, where new health concerns, especially alcoholism and smoking, 
compound the effects of diseases spread due to poverty and the collapsing 
healthcare system. Throughout the region, the top causes of adult mor-
bidity and mortality are both chronic and infectious conditions found in 
developing (pre-transitional) and developed (post-transitional) countries. 
Most adult deaths in Kyrgyzstan, for example, are attributed to respiratory 
infections, chronic cardiovascular conditions, and accidents or injuries.65

High mortality due to chronic, preventable conditions is characteris-
tic of post-transitional countries. Cardiovascular disease is the largest con-
tributor to the gap in mortality between Central Asia and industrialized 
countries, with rates about five times higher than in Western Europe.66 The 
high prevalence of smoking, especially among Central Asian men, is the 
cause of much cardiovascular mortality.67 Alcoholism is also contributing 
to a rising rate of mortality and morbidity due to cardiovascular disease 
deaths68 and to injury, including injuries caused by alcohol-fueled domes-
tic and gender-based violence.69

Rising rates of deaths from non-communicable diseases notwith-
standing, sickness caused by infectious diseases indicates that Central 
Asian countries remain, in many ways, “developing countries.” In Central 
Asia, infectious respiratory and diarrheal diseases kill many infants and 
young children.70 Sexually transmitted infections are also spreading rapidly 
among Central Asian youth and adults.71 Further, the region faces growing 
rates of tuberculosis and drug resistant tuberculosis infection.72 For the 
Central Asian region, more years of life are lost to disability from com-
municable diseases, maternal and perinatal conditions, and nutritional 
deficiencies than from all non-communicable conditions combined.73 

The effects of Central Asia’s demographic and epidemiological transi-
tion can be summarized through a description of Kyrgyzstan’s population. 
If they survive their early childhood, Kyrgyzstan’s ethnically diverse 4.6 
million people can expect to live, on average, for 68 years before succumb-
ing to either a disease typical of a developing country or a lifestyle-related 
sickness common to a developed country. Given Kyrgyzstan’s mortality 
rates due to respiratory disease, which are the highest in the former Soviet 
Union, Kyrgyz’s risk of dying due to tuberculosis is particularly acute.74
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Pressing Health Challenges
Central Asia in transition exhibits some of the worst features of both 

developed and developing countries, with high rates of heart disease and 
childhood infections.75 This pattern indicates the importance of strength-
ening health education and addressing malnutrition and other infectious, 
chronic, and injury-caused health threats.

Health Promotion/Education
The lack of basic health education and health awareness promo-

tion in Central Asia is perhaps the most important problem facing the 
region’s health sector.76 The region’s top causes of mortality and morbid-
ity—both infectious and chronic—could be addressed through education 
programs targeting both adults and children and focusing on behavior 
change. For example, if parents and children were taught the importance 
of handwashing after defecation and before food preparation, this would 
help prevent the incidence of diarrhea. Similarly, educating people about 
the risks of smoking and of non-monogamous, casual sexual behavior 
might cause people to avoid these behaviors. Given Central Asia’s many 
childhood deaths from diarrhea, and the region’s rising rates of mortality 
from smoking and morbidity from sexually transmitted diseases, health 
education is essential.

With decreasing health budgets, the Central Asian states’ crumbling 
public health systems have scarce resources to develop and implement 
health promotion programs. The region’s ongoing health reform gives 
the international community opportunities to assist Ministries of Health 
in the creation of health education projects. Consistent with the goals of 
health reform, preventative, community-level health initiatives are less 
expensive than the Soviet curative health system, and involve people in the 
health decisions that affect them.

In Kyrgyzstan, USAID formatted a health promotion pilot project in 
Chuy oblast. Through this project, FGPs give health talks in schools and 
businesses, set up information centers in communities to distribute health 
educational materials, and show video spots on prevention of various 
diseases, including sexually transmitted infections (STIs).77 In Uzbekistan, 
this program trained Ferghana Oblast schoolteachers to develop plans for 
primary school health lessons. Lessons covered topics such as bodily and 
oral hygiene, nutrition and anemia, acute respiratory infections, diarrhea, 
“bad habits” (including smoking, alcohol, and drugs), and reproductive 
health focused on puberty.78



232 GRABMAN

Health promotion work requires improving the communications 
skills of front-line, community health workers.79 Increasing the skills of 
nurses is of particular importance in Central Asia, where 70 percent of 
the population is rural-based with little access to doctors.80 In many cases, 
nurses and midwives at rural FAPs are the first and only health care pro-
viders available to the population. As part of the health reform in Kyrgyz-
stan, FGP nurse retraining programs in management of childhood illness 
and reproductive health are active in six of the country’s seven oblasts.81 

Nutrition
Malnutrition is one of the primary causes of under-five child mor-

tality in Central Asia.82 However, the effects of micronutrient deficiency 
reach far beyond mere mortality; both goiter and anemia are extremely 
prevalent in the region’s women and children. In the Ferghana Valley, be-
tween 60 and 80 percent of women and young children suffer from anemia 
caused by an iron-poor diet.83 Throughout the Central Asia republics, only 
non-iodized salt is commonly available, resulting in a steep rise in iodine 
deficiency disorders over the past five years,84 and disabling up to 90 per-
cent of young children in some areas of Kyrgyzstan.85 Since a mother’s iron 
or iodine deficiency may impair the cognitive and physical development 
of her children, the health of future Central Asians depends on address-
ing malnutrition now. To call attention to the problem of malnutrition 
in Uzbekistan, international donors created a three-part television series 
entitled “Simple Truth” that promotes the consumption of meat and other 
iron-rich foods.86

Another nutritional intervention, exclusive breastfeeding, could play 
an important role in reducing Central Asian infant and child mortality 
from causes other than malnutrition. Diarrhea and acute respiratory in-
fection are responsible for much of the region’s infant and child mortality 
and morbidity. Breastfeeding helps to prevent and reduce the incidence of 
diarrheal and respiratory disease in infants. Despite this beneficial effect 
of breastfeeding, many Central Asian mothers wean their infants or give 
their babies tea and other liquids.87 Thus, increasing the number of moth-
ers who exclusively breastfeed their children up to six months of age could 
reduce the infant and child mortality rate.

Infectious Disease

AIDS

In 1999, Central Asia had the world’s steepest increase in HIV infec-
tion;88 yet the true extent of AIDS—caused by HIV—in Central Asia is un-
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known, due to the lack of accurate reporting.89 Kazakhstan’s government 
reported the highest HIV/AIDS prevalence rates in Central Asia, with 
1,122 HIV positive cases and 31 AIDS cases, but only 92 HIV infection 
cases are confirmed across the border in Kyrgyzstan.90 Broader regional 
data may be a harbinger of an imminent AIDS epidemic, much worse 
than official figures indicate. From 1995 to 2000, the estimated number 
of HIV infections in Eastern Europe and Central Asia increased by more 
than twenty-fold, from less than 30,000 to more than 700,000.91 The in-
fection incidence similarly continues to grow exponentially in the region, 
with 250,000 new infections in 2000 alone. In Kyrgyzstan, the majority of 
new HIV cases are among injecting drug users (IDUs) living in Osh and 
the Ferghana Valley. In Osh and Bishkek, over 5 percent of IDUs are likely 
HIV infected.92 

The AIDS epidemic will soon spread from IDUs to their sexual part-
ners and to the general heterosexual population, indicated by a rapid rise 
in other STIs in the region. Central Asia syphilis prevalence rates exploded 
in the 1990s, jumping almost 150 percent in Kyrgyzstan from 1990 to 1996 
and a staggering 225 percent in Kazakhstan during the same period.93 In 
1999, one in every 90 Kyrgyzstani men had syphilis.94 Syphilis and HIV 
are both transmitted through unprotected sexual intercourse, so groups at 
risk for syphilis also are at risk for HIV. In addition, STI infection increases 
the likelihood of HIV transmission during unprotected sex.95

Central Asian adolescents are a particularly high-risk group for sexu-
ally transmitted infections, including syphilis and HIV. In Kyrgyzstan, the 
1998 incidence of STIs in urban youth was 170 per 100,000, an infection 
rate considerably higher than the average urban population (100 infec-
tions per 100,000 people).96 The causes of the disproportionate STI youth 
infection rate are likely due to adolescents’ hazardous sexual activity and 
lack of disease prevention ability or knowledge. Indeed, 40 percent of 
sexually active urban adolescent Kyrgyz girls reported receiving remunera-
tion for sexual intercourse.97 This information about risk taking behavior 
portends a serious challenge to Central Asian public health.

Tuberculosis

Despite recent efforts to diagnose and control TB, the disease is 
spreading unabated in Central Asia. Kyrgyzstan is combating the most 
serious new epidemic of TB in the former Soviet Union. Of the country’s 
4.6 million people, 126.9 out of every 100,000, approximately 5837 people, 
are currently infected;98 and the new infection rate may soon reach 250 per 
100,000.99
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The development of multi-drug resistant tuberculosis (MDR-TB) 
makes addressing tuberculosis infection a public health priority for all 
of Central Asia. MDR-TB is rising at alarming rates in the former Soviet 
Union and threatens global TB control efforts.100 MDR-TB is virulent be-
cause the disease cannot be controlled by isoniazid and rifampicin, the two 
most powerful, and least expensive, anti-TB drugs.101

Drug-resistant TB is caused by inconsistent or partial chemother-
apy—when TB patients do not take all their drugs regularly for the re-
quired period.102 Central Asians often treat themselves for TB, purchasing 
antibiotics from street vendors and discontinuing treatment once they 
feel better, but before the TB bacilli are killed.103 Health workers also may 
prescribe the wrong treatment regimens for a patient’s TB. These TB drug 
treatments are individualized and do not follow WHO recommendations, 
resulting in low cure rates, cases of chronic infections, and drug-resis-
tance.104 Further, the TB drug supply is unreliable and treatment may be 
interrupted when delivery of medication is delayed.105 Whereas during 
the Soviet period patients were treated with at least three anti-TB drugs, 
health personnel now often have to rely on only two drugs, isoniazid and 
rifampin. Given the high likelihood in the region of pre-existing resistance 
to one of these agents, this situation will lead to the generation and trans-
mission of multidrug-resistant strains.106

TB infection is particularly rife in Central Asia’s prisons. Prison 
inmates are more susceptible to the disease because TB spreads in the 
overcrowded, poorly ventilated cells, and because the prisoners themselves 
are often sick and malnourished.107 Due to lack of treatment and medi-
cation, many prisoners develop MDR-TB.108 Statistics from Kazakhstan 
show that the TB morbidity rate among prisoners is more than 20 times 
higher than among the general population.109 In Kyrgyzstan, more than 10 
percent of all inmates are likely infected with TB—close to 2,000 people 
in 40 prisons.110 Of these, roughly 30 percent are likely to be infected with 
MDR-TB.111 When prisoners are released and return home, they spread 
their MDR-TB to their communities.112 In an effort to reduce prison 
costs and overcrowding, Kyrgyzstan offered amnesty to individuals con-
victed of petty crimes—nearly 50 percent of the prisoners in the country. 
Among the first groups scheduled to receive amnesty were prisoners with  
tuberculosis.113

Tuberculosis control in Central Asia is needed immediately before 
the disease spreads from Central Asia to other countries. The WHO is 
attempting to assist Central Asian governments in implementing a rapid 
TB detection and treatment strategy called Directly Observed Treatment, 
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Short Course (DOTS).114 DOTS has been effective in controlling tradi-
tional TB, producing cure rates of up to 95 percent even in the poorest 
countries. DOTS also prevents the development of MDR-TB by ensuring 
the full course of treatment is followed. The World Bank has ranked the 
DOTS strategy as one of the “most cost-effective of all health interven-
tions.”115 

Kyrgyzstan’s government has prioritized TB eradication.116 With 
WHO help, DOTS protocols are being taught to primary care practitioners 
at the community-level.117 Generalists’ wide coverage places them in a po-
sition to reach a much larger segment of the population than that attended 
by the Soviet vertical TB control system.118 Yet the under-financed primary 
healthcare system in Kyrgyzstan is limited in the care it can provide. A six-
month supply of drugs for DOTS costs eleven U.S. dollars per patient,119 
thus $50,000 is needed to treat those currently infected in Kyrgyzstan. A 
comprehensive TB control program also requires funds to support home 
visits to the most seriously ill in their communities, to ensure that the sick 
follow their treatment regimes.

Lack of funding in the health care system prevents countries from 
providing the expensive medicines needed to fight MDR-TB. Although 
international donors provide some TB medication, Central Asian Min-
istries of Health have no available funds to extend TB-control services to 
underserved populations, such as those in prison. While the WHO and 
others have vigorously promoted the DOTS program in Kyrgyzstan, little 
can be accomplished without targeted monetary support for the new TB 
protocols.

Gender-Based Violence
Central Asian women are suffering a growing incidence of domestic 

and other gender-based violence. Post-Soviet economic hardships, chang-
ing social roles of men and women, and men’s alcohol consumption all 
contribute to a greater incidence of spousal beatings, and the revival of 
“traditional” practices harmful to women.120 In particular, bride stealing, 
that is, the kidnapping, rape, and subsequent forced marriage of a young 
woman, has increased in Kyrgyzstan, Kazakhstan, and in some regions of 
Uzbekistan.121 Ethnographers attribute the recent increase in bride stealing 
to young men’s newfound ability to abuse women with impunity122 and 
men’s desire to avoid the “inconveniences” of courtship and a wedding.123 
In Karakalpakstan, Uzbekistan, bride stealing is related to the revived 
practice of “qalym,” or bride price. Prospective grooms who wish to avoid 
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paying a sizable qalym often resort to stealing their intended spouse with-
out her consent.124

Only scant data is available describing the incidence of bride stealing, 
the prevalence of stolen brides, or the characteristics of the victim. A late 
1990s study of women in a region in southern Kazakhstan found that 80 
percent of these women were stolen as brides.125 In 1996, The Economist 
estimated that one in five marriages of Kyrgyz (approximately 240,000 
women) were a result of bride stealing.126 Only one sociological survey 
has sought to depict both the practice and the characteristics of men and 
women involved in Kyrgyz bride stealings. A convenience sample of over 
300 bride stealings found that the abducted brides ranged in age from 16 
to 28 years old (average 19.4 years), while abductors ranged from 17 to 45 
(average age 23.5 years).127

Bride stealing apparently occurs at such a rate that its harm to women 
constitutes a public health problem.128 The tradition affects women’s phys-
iology and psychology. A woman may suffer physical trauma at the time 
of abduction. Many stealings involve the use of blunt force to “capture” 
the bride.129 Following capture, the woman may be raped,130 resulting in 
severe damage to her external and internal reproductive organs.131 The 
bride stealing practice also may put women at risk for sexually transmitted 
infections. The stolen bride is not able to negotiate her sexual initiation 
with her new husband, and it is very unlikely that she will be able to insist 
on condom use during intercourse.132 Similarly, bride stealing renders a 
woman completely vulnerable to her abductor and his family. This power 
imbalance puts the bride at risk of future domestic violence at the hands of 
her new husband.133 For adolescents, bride stealing may result in a greater 
risk from maternal mortality due to obstructed labor, a problem in women 
whose physical development is not complete at the time of pregnancy.134 

Bride stealing also harms women’s psychological health.135 A woman 
kidnapped and raped by a stranger is subject to severe mental trauma136 
and lingering post-traumatic stress disorder.137 Even if a bride is able to 
reject her abduction and return to her home, she may suffer rejection from 
her peers and family.

Central Asian governments’ prevention of bride stealing and other 
forms of gender-based violence is demanded by domestic and international 
law. The Kyrgyz Criminal Code, for example, imposes a two-year prison 
sentence on those who “steal” a person for the purposes of marriage.138 In 
addition, Kyrgyzstan is party to human rights treaties that demand coun-
tries protect and promote women and girl’s rights.139 Despite these obliga-
tions to protect women, however, out of hundreds of thousands of women 
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stolen, only two bride stealing cases were litigated in Kyrgyzstan from 1985 
to 1996.140 By failing to address violence against women, the Central Asian 
states also fail to protect the public’s health.

Conclusion
With their transition from dependent Soviet states to independent 

countries, Kyrgyzstan, Kazakhstan, Uzbekistan, Tajikistan, and Turkmeni-
stan have undergone massive economic, social, and political upheaval. 
These rapid changes have resulted in the Central Asian states’ inability to 
maintain their Soviet-inherited health system. The Soviet Union obtained 
its public health successes through extensive financing of regional medi-
cal and epidemiological departments that operated according to centrally 
established goals. The system relied on a massive infrastructure of tertiary 
care facilities and required lengthy patient management by medical spe-
cialists. These public health protocols and systems were not financially 
or medically effective for independent, but bankrupt, Central Asia. The 
Central Asian governments’ failure to provide preventative health care 
programs, coupled with the population’s increasing poverty, created favor-
able conditions for the spread of infectious disease and the expansion of 
chronic, lifestyle-related health conditions.

Driven by their legal obligations to address the causes of sickness 
and death, and their desire to maintain their citizens’ health, Central Asian 
republics began in 1992 to reform their public health systems. At least in 
Kyrgyzstan, these reformed health care systems focus on preventative care 
provided by better-trained generalists, and are supported by innovative 
financing schemes. The health reforms offer a mechanism for the Central 
Asian republics to increase the population’s involvement in and under-
standing of health care decision making, thus decreasing the population’s 
need for costly curative care. However, Central Asia’s nascent public health 
systems already face challenges from the health problems of the region’s 
epidemiological and demographic transition. In some areas, the majority 
of women and children suffer the effects of malnutrition. Simultaneously, 
HIV/AIDS and other sexually-transmitted infections, TB infection, and 
gender-based violence are increasingly prevalent.

Failure to take rapid action to meet these health challenges will have 
grim results for the whole of Central Asia. Governments and public offi-
cials who blindly ignore some public health threats, such as those affecting 
women or other marginalized groups, will contribute to the weakening 
of norms and laws that could lessen vulnerability and that could serve 
as tools for improving health status. In addition, lack of response to one 
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health challenge can lead to the spread of incurable diseases throughout 
the region, even to areas yet untouched. The region’s most pressing health 
conditions interact with one another, each rendering the population 
vulnerable to the others. As discussed in this chapter, abused women are 
likely to be infected with STIs; people infected with an STI like syphilis are 
more likely to contract HIV; and malnutrition weakens the population’s 
resistance to TB, as does HIV infection.

Although it may have increased the health risks to the public, Cen-
tral Asia’s demographic, epidemiological, and political flux also offers the 
region unique opportunities for improving individuals’ health knowledge, 
raising standards of care, and empowering women. It has been only a little 
more than a decade since the Central Asian republics’ independence, and 
the countries are still searching for the most effective and efficient ways to 
structure their public health systems. In each nation, ongoing discussions 
about the potential for health care reform and engagement with interna-
tional donor organizations indicate a willingness to exchange new ideas 
for old responses. The form such reforms take may differ in each Central 
Asian country, according to that country’s needs and context, yet no more 
can the region afford curing its sick population primarily with hospitals 
and specialists. Central Asia’s pressing health problems of malnutrition, 
sexually transmitted diseases, tuberculosis, and gender-based violence 
can be prevented only through increasing awareness about and by giv-
ing communities the resources (vitamins, condoms, DOTS medications, 
trained police, respectively) to address these conditions. Of paramount 
importance is for Kyrgyzstan, Kazakhstan, Tajikistan, Turkmenistan, and 
Uzbekistan to reaffirm a focus on community-based health promotion 
and education and a commitment to allocate funding to such programs.
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21st Sess., Supp. No. 16, at 51, U.N. Doc. A/6316 (1966); acceded to by Kyrgyzstan on October 7, 
1994. Treaty for the Elimination of All Forms of Discrimination Against Women, G.A. Res. 34/180, 
U.N. GAOR, 34th Sess., Supp. No. 46, at 80, U.N. Doc. A/34/46 (1980); acceded to by Kyrgyzstan on 
February 10, 1997.
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