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Background
Project Overview 
The World Bank, in collaboration with the Health Results Innovation Trust Fund (HRITF), is implementing a Performance Based Financing (PBF) pilot project in Tajikistan, with the collaboration of the Government of Tajikistan. This project seeks to improve the quality and coverage of health care services in Tajikistan, particularly primary health care (PHC) settings in rural areas, with a projected long term impact of improving maternal and child health (MCH), as well as non-communicable disease (NCD) outcomes. The primary NCD focus for the pilot project is hypertension. Projected outcomes for the project include improved service coverage and quality, increased cost-effectiveness of services, and equity of MCH and NCD services. This project is one of several similar projects that are being implemented in the region. The overarching hypothesis driving these projects is that PBF can increase access to appropriate health services, improve quality of care and volume of services, and increase healthy behaviors among potential service users.  
In Tajikistan, it will be particularly useful to understand the dynamics of health services governance, financing, distribution, and utilization within the context of transition from a centralized system to community based models of care. Tajikistan’s rural health care system has emerged from a highly centralized Soviet structure. The current system comprises several levels of health facilities, with the top most level being rayon, or district, level health centers (District Health Centers, DHCs), also referred to as regional health centers by respondents. Within each jamoat is one Rural Health Center (RHC) which links to subsidiary Health Houses (HHs) in each village. Figure 1 presents a visual depiction of this system. 

Figure 1. Rural Health Care System in Tajikistan
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Performance Based Financing 

This project is pilot-testing several strategies in rural health facilities to assess their effect on quality, coverage, and use of services. These strategies emerge from an intervention approach of Performance Based Financing. PBF distributes payments and financial incentives according to adherence to quality control protocols, quality of performance, and volume of services rendered. PBF comprises the following core components: 1) Linking payment and results through performance based payments (PBPs), including performance bonuses for health workers; 2) Independent monitoring of results; 3) Systematic supervision of health facilities; and 4) Providing managerial autonomy to facilities. The PBF intervention components that are being implemented and tested in the Tajikistan project include: performance-based payments (PBPs) and enhanced supervision. These are interventions that have demonstrated improvements in quality of care in other settings. It is anticipated that these interventions may be combined with low-cost interventions to improve quality of PHC services, including Collaborative Quality Improvement (CQI) and Citizen Report Cards (CRC). 

Impact Evaluation

Effects of project intervention implementation will be assessed through a multi-phased and multi-method impact evaluation in project and comparison districts in Tajikistan. The evaluation will assess the effects of PBF on service coverage and quality as well as on MCH outcomes. Both quantitative and qualitative methodologies are being employed. This report presents the methods, findings, and project recommendations that have emerged from the baseline qualitative study conducted in 2014. 

The qualitative baseline study broadly aimed to examine behaviors, practices, attitudes, and perceptions with regard to health services provision, use, and quality among providers and community members in rural zones of Tajikistan. Qualitative data were collected from four distinct respondent groups: facility managers and health workers at Rural Health Centers (RHCs) and subsidiary Health Houses (HHs) and community stakeholders and household representatives within rural villages that were part of facility catchment areas. Areas of examination included existing treatment and care-seeking practices within rural communities, both within the household and facility and by both community members and health workers, community perceptions of access to services and barriers to service use, community trust in services, community and provider perceptions of quality of services, and supervision and management practices. 
Qualitative Study Overview
Baseline Evaluation Study Design

The baseline qualitative study has been designed to parallel the quantitative study with regard to sampled respondent groups and primary research questions. The study therefore complements and supports the quantitative analysis by providing narrative and in-depth data to highlight personal experiences, motivations, and behaviors of target respondent groups. The baseline qualitative study aimed to collect contextual and experiential data across a range of topics, factors, and behaviors. Findings from the baseline study are intended to facilitate the comparison of processes, experiences, and outcomes across time-points. This report seeks to present those findings that may most affect project scale-up; thus, not all baseline qualitative data were included for transcription and analysis. These data are available for further rounds of analyses and may continue to be referenced over the course of the impact evaluation as certain themes and topics emerge as significant and warranting particular attention. 
Study Objectives and Research Questions
The primary objectives of the baseline qualitative evaluation are to investigate processes and practices associated with service provision, supervision, and quality assurance at the health facility
 level, as well as experiences with health facility access and care-seeking at the household and community levels. Over the course of the project period, the qualitative evaluation will also investigate experiences with PBF and other intervention components, as well as factors that affect implementation and effectiveness. Findings presented here are intended to directly inform intervention scale-up and to identify a set of key factors to track throughout the implementation period. The key research questions that the baseline qualitative study sought to address are: 

· What are existing quality assurance, accountability, and feedback mechanisms within health facilities, as well as between providers and community members? 

· What are existing training, supervision, and leadership practices among facility managers and health workers, as well as within external supervision visits?

· What are attitudes towards, and expectations of PBF among facility managers and health workers? 

· What are provider attitudes towards quality assurance interventions in health facilities? 

· What are community assessments of access to and quality of Maternal and Child Health (MCH) and Non Communicable Diseases (NCDs) services within health facilities? 

· How do community stakeholders define and experience trust and accountability within health services? 

· What are key household care-seeking behaviors for MCH and NCDs, particularly hypertension, within informal and formal sectors?

· What are community members’ experiences of health services at the health facility level?

· What are community members’ expectations of and experiences with home visits, particularly for MCH and hypertension-related services?


Study Site Selection
The PBF project is being implemented in two regions in Tajikistan (see Figure 2): Sogd and Khatlon. Within each region, both project and comparison districts were sampled to allow for effective comparisons over the implementation period and to parallel the quantitative evaluation. Comparison districts were identified for the project as those districts that were most similar to project districts in terms of population size, number of family doctors per 10,000 people, number of health facilities per 10,000 people, and PHC budget per capital. The project districts covered by the PBF project include: 1) Spitamen, Gonchi, J. Rasulov, Mastcho [Sogd], and 2) Farhor, Kabodiyon, Rumi, and Yavan [Khatlon]. For the qualitative evaluation, only a sub-set of project and comparison districts were sampled in order to facilitate in-depth examination of behaviors and processes, as befits a qualitative methodology. 
Figure 2. Map of Tajikistan
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Two project districts, one in Sogd and one in Khatlon, and two comparison districts, one in Sogd and one in Khatlon, were selected for the baseline study. The four districts were purposively sampled to represent comparable total population sizes, comparable average number of persons covered per one RHC, a range of total number of facilities, and geographical distribution. The final selection of districts was made in consultation with the local research firm, Zerkalo, and the World Bank Impact Evaluation team. The final districts that were sampled for the baseline study are (See Tables 1-3): 

1. Sogd: Gonchi (PВF) and Asht (Comparison)

2. Khatlon: Farhor( PВF) and A. Jomi (Comparison)

Table 1. Numbers of RHCs and HHs in Sampled PBF Project and Comparison Districts
	Region
	Type of District
	District
	Number of

RHCs
	Number of

HHs
	Total Facilities
(RHCs + HHs)

	Sogd
	PBF Project
	Gonchi 
	15  
	19
	37

	
	Comparison 
	Asht
	19
	31
	55

	Khatlon
	PBF Project
	Farhor
	26
	25
	45

	
	Comparison
	A. Jomi
	7
	48
	52



(Tajikistan Ministry of Health, 2012) 

Table 2. Population and Population Served per RHC in Sogd and Khatlon 

	Region
	Type of District
	District
	Rural

Population (Persons)
	Average persons served per RHC

	Sogd
	PBF Project
	Gonchi 
	146,800
	397

	
	Comparison 
	Asht
	143,500
	388

	Khatlon
	PBF Project
	Farhor
	144,900
	392

	
	Comparison
	A. Jomi
	144,700
	391


(Agency on Statistics under President of the Republic of Tajikistan, 2013)
Within each sampled district, two RHCs and two respective subsidiary HHs were selected. This is represented in Figure 3. Each pair of RHCs was purposively selected so that one RHC was located in a less populated area further from the district center, while the other was located in a more populated area closer to the district center. Proximity to the center/ degree of remoteness was selected as a proxy criterion to represent both potential facility size and catchment area, as well as range of services. 

RHCs and HHs are relatively limited in the range of services provided so service type was not selected as a sampling criterion. Further, it was understood that the extent to which staff, services, and treatment availability vary across facilities would not be known until baseline data had been collected. However, it was anticipated that facilities in more remote rural areas may be larger or may function differently due to their more isolated locations. Thus, degree of remoteness may act as a proxy for range of services available and/ or size. 

Figure 3. Sampling Schematic for Health Facilities Per Sampled District 
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For each sampled RHC, one subsidiary HH was selected using a convenience sampling approach where the selected HH was feasible to travel to and health workers were available for interviews, as well as based on direction from local authorities. The jamoat that was the catchment area for the sampled RHC was the community site for community level interviews. Within this jamoat, the village that was the catchment area for the sampled HH was the specific community from which community stakeholders and household representatives were selected. Respondent selection is described in further detail below. 
Qualitative Methodology

Data Collection Methods 

The qualitative component of the impact evaluation takes a longitudinal, multi-method design. The baseline phase of the qualitative evaluation took a considerably open-ended approach so as to capture as wide a range of processes, behaviors, and factors as possible, with limited agenda or expectation of what may be found. The baseline qualitative evaluation was thus intended to be exploratory and to produce a contextually rich and varied picture of study sites. However, as noted earlier, this report is written to specifically inform intervention scale-up and as such, presents a more narrowly focused set of findings. It is anticipated that the design of the qualitative evaluation will become more formative at later stages of data collection and analysis. These later stages will involve investigating specific lines of inquiry, addressing emerging research questions, or investigating specific behaviors and practices. This approach will allow for a more nuanced understanding of the evolving effects of the intervention package. The timeline for the baseline study is presented in Table 3. 
Table 3. Qualitative Baseline Study Timeline
	
	FY 2015



	ACTIVITY
	JUL
	AUG
	SEP
	OCT
	NOV
	DEC
	JAN
	FEB

	Research protocols
	
	
	
	
	
	
	
	

	Instrument development and pre-testing
	
	
	
	
	
	
	
	

	Ethics board approval 
	
	
	
	
	
	
	
	

	Training for data collectors 
	
	

	
	
	
	
	
	

	Data collection
	
	
	
	
	
	
	
	

	Data management and preparation
	
	
	
	
	
	
	
	

	Data analysis and report generation 
	
	
	
	
	
	
	
	


Several forms of data collection were conducted: 1) Semi-structured ethnographic observations; 2) Semi-structured interviews (SSIs); and 3) Focus group discussions (FGDs). While all individual interviews were semi-structured, interviews with facility managers and community stakeholders were specifically identified as Key Informant Interviews (KIIs) and focused on gathering community-wide and general information based on respondents’ individual expertise, rather than on personal experiences. FGDs were also semi-structured and were only carried out with separate groups of doctors and nurses. Each interview was carried out by one data collector, whereas FGDs were moderated by two data collectors. All interviews and FGDs were audio recorded unless requested otherwise by respondents; this was rarely the case in the baseline evaluation. Data collection materials included a semi-structured ethnographic observation form, semi-structured interview guides for each respondent group, a semi-structured FGD guide, visual aids to prompt responses to certain interview questions, data entry and report instructions and templates, other instructional material (e.g. sampling instructions), as well as informed consent forms. (All interview guides and data collection materials are available as separate appendices.) 
Data Collection Team 
The selection of the data collection team was a crucial component of the project. Specialists from local non-governmental organizations (NGOs) and candidates with data collection experience were contracted through Zerkalo to carry out the field work. A total of 12 data collectors were divided into four teams of three. Each team consisted of three specialists with one responsible as a team leader. The team leaders were all based in Dushanbe and had considerable qualitative data collection experience. Two teams were sent to conduct fieldwork in Khatlon and two teams in Sogd. Each team covered one district, or: two RHCs, two HHs, and two sets of communities and households in facility catchment areas. Figure 4 shows the structure of the research team. 

Figure 4. Structure of the Research Team
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Data collectors were trained over the course of a five day training held at Zerkalo’s offices in Dushanbe shortly before the commencement of data collection. Team leaders received additional instruction from Zerkalo staff after the training. The training was led by the QPI and Zerkalo staff and utilized a combination of didactic instruction, interactive role-playing, and field practice exercises. Table 4 shows the timetable and topics of training days.   

Table 4. Training Schedule Overview
	Day 1

	Introduction to the goals and tasks of the project

	Orientation to the qualitative study

	Ethical conduct of research 

	Day 2

	Overview of qualitative methods

	Overview of data collection instruments

	Using a recorder and note-taking

	Day 3

	Interviewing and facilitating

	Difficult scenarios and role-playing

	Mock focus group

	Practice with informed consent forms

	Day 4

	Preparing interview summaries

	Preparing technical reports

	Sampling and location of interviews

	Team structure and daily schedule

	Debriefing, reporting, data management

	Field logistics and questions

	Day 5

	Practice in the field

	Group discussion about the practice results



Fieldwork Procedures
Ethical Review and Clearance

Ethical review and clearance for the qualitative baseline evaluation was obtained from the Tajikistan Ministry of Health and Social Protection before the commencement of data collection and field activities. Data collectors were carefully trained in ethical conduct of human subjects research, and reporting protocols were instituted to ensure that any problems or adverse events were quickly documented, reported, and addressed. 
Data Collection Procedures 
Data collection took place in late November 2014 over the course of six days per district. All data collectors were provided with detailed instructions with regards to logistical matters, including contact numbers, daily field schedules, and local field contacts. Local contacts were organizational representatives who had worked with Zerkalo in the past. Data collectors were also provided with laptops, balance on their phones, and one Internet SIM card per team with which to transfer data to the Zerkalo team. Team leaders organized daily evening gatherings, or debriefs, to share experiences and make changes in the schedule if necessary. Team leaders checked in with Zerkalo staff on a daily basis to provide updates on their progress and raise any issues that were faced by team members. The team members prepared technical reports, interview summaries, mini-transcriptions, and completed ethnographic observation forms while in the field, although some of these were finalized after fieldwork. Data, including digital audio files, were transferred to Zerkalo on a regular basis and when electricity was available. At the end of the data collection period, team leaders gathered with Zerkalo staff to share their experiences and provide feedback. This took place during a participatory analysis workshop.   

Respondent Sample Selection and Size 

The respondent sampling strategy for the baseline qualitative evaluation relied on a purposive, maximum variation approach (Patton, 1990) so as to sample for respondents with a range of characteristics. Since the baseline evaluation is exploratory, a maximum variation approach allows for a diverse set of behaviors and experiences to be captured. Further, it allows for the identification of factors that contribute to better facility performance, service provision, effective care-seeking, and health outcomes, over time. Additional sampling approaches used were convenience sampling, for facility managers only, and homogenous group sampling for FGDs. Four groups of respondents were targeted for inclusion within the sample: 
1. Facility Managers within sampled Rural Health Centers and Health Houses
2. Health Workers within sampled Rural Health Centers and Health Houses
3. Community Stakeholders (i.e. local leaders and knowledgeable informants) residing within catchment areas of sampled facilities

4. Household Members residing within catchment areas of sampled facilities

Table 5 displays the inclusion criteria for these groups. 

Table 5. Respondent Inclusion Criteria
	Facility Managers

	· Existing manager of sampled facility (convenience sampling approach) 

	Health Workers
	· A range of ages 18 years and over

· Male and female

· A range of positions  

· FGDs only: homogenous groups of doctors or nurses 

	Community Stakeholders


	· A range of ages 18 years and over

· Male and female

· A range of positions, including target stakeholder positions such as head of the mahallahh, teacher, heads of organizations, traditional healers, i.e. tabib and kinachi

	Household Members


	· A range of ages 18 years and over

· Male and female

· Sampled individuals should be heads of households and/ or primary care-givers, where the primary care-giver is that person who bears significant responsibility for taking care of children within the household, managing household chores, and caring for family members who are ill



In addition, one ethnographic observation was conducted per study site, that is, sampled catchment area. Ethnographic observations were completed by team leaders. The sample summary by data unit is presented in Table 6. Total numbers of respondents are presented in Table 7.
Table 6. Sample Summary, by Data Unit
	Data Unit
	Respondent Type 

	Total

	
	Facility Manager
	Health Worker
	Community Stakeholder
	Household Member
	

	
	RHC
	HH
	RHC
	HH
	
	
	

	FGD
	 
	8
	
	8

	KII
	8
	8
	
	32
	
	48

	SSI
	 
	16
	16
	
	32
	64

	Ethnographic Observation
	
	8

	Technical 
Report
	
	8



Table 7. Sample Summary, Total Respondent Numbers
	Sampling Unit
	Total

	Districts 
	4

	         Project Districts
	2

	         Comparison Districts
	2

	Health Facilities
	16

	          Rural Health Centers 
	8

	          Health Houses 
	8

	
	

	Facility Managers (KIIs)
	16

	Health Workers (SSIs)
	32

	Health Workers (FGDs)
	37

	Community Stakeholders (KIIs)
	32

	Household Members (SSIs)
	32

	
	

	Total Respondents
	149



Data Management 
Zerkalo appointed members of its staff for data management and analysis to support the research. The staff took an active part in rounds of pre-tests and trainings. They kept in contact with the data collectors and electronically received data from the field, which were then placed on the server and sent to translators. An additional half-day training was provided to translators and led by Zerkalo. After receiving the translated documents data were placed in Dropbox and a database was created, which included all respondent demographic data gathered from the field. Data collectors were provided file naming conventions, and Zerkalo staff ensured that these conventions were followed. Zerkalo also ensured that all data were accurately entered into databases and received from data collectors. All data were reviewed by the QPI.
Data Analysis 

Data analysis for the baseline study involved several steps. First, a participatory analysis workshop was carried out after completion of data collection. This workshop was held at Zerkalo offices with team leaders. The workshop was an opportunity for members of the qualitative study data collection team to participate in initial analyses. The workshop was intended to bring the perspectives of those who were directly engaged with data collection into the analysis process through a debriefing exercise. Data collectors provided feedback on key contextual information, interpretations of data, and reflections on field experiences.
Data analysis was semi-standardized across sampled sites and respondents to allow for greater comparability. However, an interpretive constructivist perspective was also utilized to allow for unexpected information and emergent themes to be identified and examined. Data collectors were instructed to produce one to two page interview summaries that captured main points discussed in response to each interview module. Data collectors also produced “mini-transcriptions,” which were verbatim transcriptions of selected target questions from each interview guide. Target questions were identified a priori as those questions that were most likely to provide responses useful for project scale-up.  
A primarily thematic analysis approach was used. This involved the close reading and careful review of all respondents’ interview summaries, as well as of ethnographic observations (Galleta, 2013). Mini-transcripts were reviewed selectively; as befits an iterative approach, they were reviewed more completely at the start of analysis and while themes were being generated. In the later stage of analysis, they were reviewed to examine topics in a respondent’s corresponding interview summary, as well as to identify illustrative quotes. Interview summaries were reviewed with project scale-up relevant topics in mind. Interview summary and mini-transcript data were coded using a hybrid approach, which relied on open codes but was shaped by the study’s theoretical framework and objectives, including dimensions of access to health services (Penchansky & Thomas, 2001; WHO, 2001) and factors affecting care-seeking (Pescosolido, 1991), as well as key areas of focus for the intervention and impact evaluation. Given the sample size and objectives of the baseline study, the focus was on analyses across key areas of inquiry and respondent groups. Emphasis was on patterns of experiences rather than on individual narratives (Carey & Asbury, 2012) and on between-case analyses versus within-case analyses (King & Horrocks, 2010).  Synthesis of findings took place across memos to draw connections between groups and to identify priority themes. 
In qualitative research, ‘reliability’ and ‘validity’ are often referred to as ‘dependability’ and ‘credibility’ to reflect constructivist underpinnings and the multiple perspectives typically captured (Guba & Lincoln, 1981; Morse, Barrett, Mayan, Olson & Spiers, 2002).  Dependability was assessed by systematically comparing interview summaries across data collectors to ensure data quality and consistency. Credibility is assessed by examining the relevance of findings. 


Results 

Demographic Profile of Respondents 
Respondents comprised four distinct groups in two domains: health workers and facility managers within the facility space and household members and community stakeholders within the community space. A total of 149 respondents were sampled, as presented in Table 8. A summary of key demographic characteristics across respondent and data unit type are presented in Appendix A. 
Description of Study Sites: Findings from Ethnographic Observations 
Semi-structured ethnographic observations from all four sampled districts demonstrated commonalities in community and health facility infrastructure problems, which impacted service provision, access to facilities, and care-seeking behaviors among residents. Observations closely paralleled the descriptions that respondents provided about their communities and health facilities. A summary of observation descriptions is provided below with particular focus on road conditions and health facilities, as these were some of the most salient observations across sites and because of their relevance in interviews with respondents. 

Health Facility Conditions

Overall, RHCs were in better physical condition than HHs, in terms of building size, available treatment space, and structural integrity. Descriptions of both RHCs and HHs revealed the following problems: 

Limited Space

· Limited available space for equipment and sterilization of tools

· Limited or non-existent waiting areas for patients and families

· Use of available space was restricted by lack of access to indoor plumbing and continuous electricity and heating; one to two rooms were typically heated by space heaters and patients were seen in these rooms. 

Old Buildings with Poor Structural Integrity

· Several were built around the 1960s and have not been repaired since

· A couple villages once contained additional facilities or departments but no longer do

· Leaky roofs, limited lighting, and plumbing were problems across facilities

· An exception was a RHC in Asht, which was newly constructed. However, electricity was still a problem, and adequate tools and equipment were not available. The facility had a computer but no Internet access, as well as an ambulance, but limited fuel.

· Another exception was the other RHC in Asht, which was in good condition as it had been repaired. A computer and regular electricity were available. However the HH in the same village was not in good condition. 

· A HH in Asht had broken windows with only a couple having been replaced with plastic. Livestock could enter the HH courtyard. A new HH was being built.

· A HH in Gonchi was in relatively good condition. It was built in 2011, had nine rooms, and a computer with printers. However a heater was only available in one room. 

Cold Interiors

· Heating was a problem in most facilities
· Power shortages left facilities noticeably cold and dark
· Excerpt from an observation in Farhor: 
When the day is getting dark and cold outside of the HH, in twilight it’s getting dark and cold inside the building as well. In such condition there are no opportunities to either conduct proper treatment or even receive patients. The health workers appreciated that fact when a patient steps forward to the cold rooms they feel worse themselves.
Limited Equipment

· Medical equipment, instruments, and furniture were insufficient, old, or not updated
· Health workers often bought their own tools, such as blood pressure cuffs
· Limited water supplies affected sterilization procedures for equipment. In a HH in A. Jomi where a water supply system was not available, water was carried in with bottles and cans from a nearby irrigation channel to sterilize medical tools, clean the facility, and for hand washing. 


Community Conditions 

Community-wide problems in the villages included irregular or limited electrical power, limited access to clean drinking water, and inadequate or absent sanitation systems and waste disposal sites. Houses were usually single storied and often in poor structural condition and disrepair.  Houses were built with asbestos materials. Heating was also a concern within houses, given poor construction, no glass panes for windows, poor insulation, and power outages. Some of these same structural and power problems affected other community institutions as well, such as schools. 

A significant problem was road conditions, particularly in the cold season. An exception was a village in Asht that had microbuses available and where taxi drivers could drive without problems; roads by the RHC had been recently repaired but roads by the houses were in poor condition. Another village in Asht had paved roads, and the roads leading to the RHC were again in good condition. Other sites, however, shared the following problems with roads.
Poor Condition of Roads

· Unsurfaced, dusty dirt roads with many ruts and potholes

· Broken asphalt

· No sewage or drainage systems led to roads flooding 

· Heavy rains cause roads to wash away; cars cannot travel through the mud

· Few taxis available; taxis charge passengers high fares

· No public transport available 

Key Findings: Thematic Analysis Results 
Overview of Themes 

Table 8. Overview of Themes
	Theme 


	Summary Points

	Perceptions of Community Wide Problems
	· Major community wide problems are access to clean drinking water, garbage disposal and sanitation, electricity shortages
· Most frequently mentioned health problems were childhood diarrhea, hypertension, problems affecting pregnant women
· Hiding health problems from neighbors and health workers was an issue, particularly in Sogd


	Effects of Health Facility Conditions on Health Workers’ Experiences with Quality Service Provision

	· Health facilities were in poor conditions and affected by problems such as limited indoor plumbing, leaky roofs, broken windows, insufficient space, and power shortages
· Facilities could only heat one to two treatment rooms, resulting in cold interiors, lack of privacy, and increased waiting time
· Limited access to basic medical supplies and diagnostic equipment
· Limited access to medications in the facility and in communities without chemist’s shops
· Lack of specialists and male health workers
· Health facility conditions and equipment shortages affected health workers’ ability to provide effective services, as well as perceived quality and satisfaction with their work


	Perceived Access Barriers and Care-Seeking to Health Facilities and Impact on Quality of Service Provision

	· Geographic accessibility with regard to distance to facilities and transportation barriers was the most impactful factor affecting care-seeking and access to health facilities
· Community stakeholders identified lack of availability of services as significant, including inadequate facility and treatment space, limited facility opening hours, and shortages of  medical tools and specialists

· Prescribed medications were expensive and difficult to access for community members whose villages lacked chemist’s shops

· Inability to afford services and treatments was a major barrier to access and prevented some from seeking care at facilities. Household members provided mixed responses about whether they had experiences of paying for services at facilities
· Gender and gender roles limited care-seeking to facilities in several ways


	Experiences with Service Utilization at Facilities and Home Visits
	· Community members described mostly positive experiences with treatment received at health facilities
· Community members described the condition of many facilities as unsatisfactory and uncomfortable (i.e. cold and crowded) and therefore preferred to receive home visits
· Interactions with health workers were generally described as respectful and positive
· Trust in health services was linked to good conditions of facilities, effective services, professionalism, and accessibility of health workers 

· Home visits were the most preferred form of service delivery because they were often cheaper, more convenient, and more comfortable than facility visits. Home visits also built trust between health workers and community members. 


	Job Motivation for Health Workers and Facility Managers
	· Health workers and facility managers felt responsible for their communities as educated professionals and were motivated to perform well in order to help residents
· Respect and gratitude from the community was a significant source of motivation
· Health workers wanted more opportunities for professional development and skill building
· Health workers and facility managers felt that a PBP approach would increase worker motivation and quality of services


	Experiences with Supervision
	· Facility managers assessed health worker activities and performance through regular meetings, direct observations, and documentation
· Facility managers used outcome, rather than process, indicators to evaluate performance
· Health workers described their supervisors as available for support and identified a good manager as one who is strict but kind

· Facility managers and health workers would like to receive more support and positive feedback during external supervisory visits



Findings on the following additional themes are presented in Appendix B: 

· Health Workers as Symbolic Representatives of the Community
· Care-Seeking Behaviors Among Household Members

· Gender of Facility Managers

· Willingness to Leave Phone Numbers

Findings from Khatlon and Sogd were similar and closely connected for all respondent groups. Results presented represent both regions, unless otherwise specified, although examples are given to illustrate cases in different sampled districts. Differences in regions that are noted should be interpreted with the understanding that findings drew significantly on interview summaries, rather than on full interview transcripts, and may not reflect real regional differences but rather differences in content relayed by data collectors.
Theme Descriptions

Theme 1: Perceptions of Community Wide Problems 

Infrastructure Problems: Water and Electricity Access
The most salient and frequently mentioned community-wide problems across all respondent groups were poor access to clean drinking water and electricity outages or inadequate access to electrical power. Poor conditions of health facilities, particularly HHs, and roads were also frequently mentioned across groups. Community members also identified problems cleaning irrigation channels, disposing of garbage, unemployment, and low knowledge levels of residents as significant problems. One respondent in Sogd explained that the irrigation channel cannot be used as a water source because cholera was found there eight years ago. Another problem that was mentioned by several community stakeholders was a lack of recreational spaces and sports grounds where children can play. One respondent in Sogd noted that such spaces are important for healthy living and disease prevention. Facility managers and health workers focused their descriptions on how limited access to clean drinking water and electrical shortages affected community health. Facility managers and health workers also mentioned illiteracy, poverty and difficult life conditions, problems with sanitation and garbage disposal, a lack of firewood, and poor health behaviors. In an FGD in Farhor, doctors talked about difficulties in their community and explained that residents’ quality of life is not satisfactory. Many families live in poverty and there is a shortage of food and clothes. For these reasons, many families cannot afford medical treatment for sick family members, as one doctor explains: 

[W]e first of all lack the most ordinary things. The most ordinary things, the privileges that people have, the level of life conditions of this people, in my view, is the lowest. The roads are unrepaired, technology is missing, and electricity is missing. Electricity is provided for only two hours. There are works which are performed at night, we are taken to houses at two, three o’clock at night. A simple thing is that most people are unemployed. When people have no jobs, the quality of life is not good, it is low, they cannot bring their sick person, finance his/her treatment.
Health Problems: Hypertension and Childhood Diarrheal Diseases 

All respondent groups identified childhood diarrhea and hypertension as significant problems affecting much of their community. Diarrhea was described as being a problem because of contaminated drinking water and drinking from irrigation channels and was described as a particular problem in the summer months. Hypertension was said to especially affect older adults. Doctors in an FGD in Asht suggested that living at high elevations causes hypertension, while several community members in Asht believed that hypertension was caused by excessive worrying and stress. Other health problems that were mentioned included:
 

· Respiratory infections such tuberculosis, pneumonia, and influenza

· Childhood fevers and typhoid

· Worms in children

· Injury and death due to accidental drowning and fires 

· Diabetes

· Physical disabilities and joint problems

· Cancer 

· Heart problems

· Anemia in pregnant women

· ‘Diseases of women’ and maternal and child health problems

· Problems with delivery for pregnant women, including cesarean sections and eclampsia

· Gynecological diseases 

Obesity and weight management were not identified as problems by respondents. One doctor from Asht explained that it was necessary to speak with young men who work as migrant laborers in Russia about sexually transmitted infections such as HIV and Hepatitis C. 

Health workers explained the importance of prevention work such as vaccination campaigns and community education and awareness and education campaigns. In particular, educating residents about the importance of boiling water was emphasized, and respondents described existing education efforts that were being carried out. Some respondents explained that levels of education and awareness about wellness and disease prevention were low among residents. 

Another problem identified by health workers was that residents often do not seek care on time. Education was thus identified as also important for increasing service utilization. 

Hiding Health Problems 

In Sogd, hiding health problems from family members and health workers emerged as a significant problem. One doctor in Asht explained that adults particularly hide hypertension. In an FGD in Asht, nurses explained that neighbors hide their diagnoses of tuberculosis because of stigma and fear associated with the illness and because no one will marry someone with TB. More frequently, health workers described cases of women hiding pregnancy. It was explained that some women are not allowed by their husbands or mothers-in-law to go in for a check-up. There are families where pregnant women are not allowed to give birth in medical facilities. That is why health workers encourage pregnant women to visit with their husbands so that they can explain necessary medical procedures to the husbands. Some families listen but do not ultimately follow health workers’ instructions. Some women with gynecological needs may also not be willing to see a male doctor on their own. As one midwife in Gonchi explained: 


We try, for example.... to see a man... the woman says that I cannot go to see him alone, let’s go together, of course I go with her. I explain to him that this woman has this condition but can not tell you about it. Or I write it down when I can not go myself asking to help this woman, give it to her to give it to the doctor.  The women most of the times trust us.

When asked to identify potential reasons for hiding pregnancy, nurses in an FGD in Asht suggested that women may be embarrassed if they already have older children, they may be afraid of doctors, or they may not trust doctors. Further, families may not be able to afford hospital stays, which cost money, although consultations and check-ups are free. Financial difficulties and fear of increased economic hardships were therefore barriers to seeking care: 

I tell them, come to the hospital and treat your child, but they say no we can’t now, it is winter and we need wood and if I stay at the hospital then our problems will double. 

Nurses described trying to explain the importance of service use to women in the community, although this did not always change care-seeking behaviors: 

When we tell pregnant women to come and see doctors they do not listen and don’t come on time to see the doctor. Or those with anemia if they would come on time to get their treatment or shots, they would say, yes, we will come tomorrow and do not show up. Then we go several times and talk to them, sometimes we even force them to go with us, when they have hypertension we go and check their blood pressure. We say, you are pregnant, these and these are dangerous for you; we told you that, don’t do this. It is important to see a doctor, or stay in the hospital, go get your treatment. Probably they have some difficulties that’s why they don’t come. 

Summary Points
· Major community wide problems are access to clean drinking water, garbage disposal and sanitation, and electricity shortages.
· The most frequently mentioned health problems were childhood diarrhea, hypertension, and problems affecting pregnant women.
· Hiding health problems from neighbors and health workers was an issue, particularly in Sogd.
Theme 2: Effects of Health Facility Conditions on Health Workers’ Experiences with Quality Service Provision

Health workers and facility managers described a number of problems that they experienced with the physical conditions of, and available resources at, health facilities. These deficiencies were described as negatively impacting the health of the community and impeding health workers’ abilities to perform their jobs well and provide high quality services. Several dimensions of health facility and resource problems are described below.

Health Facility Building Conditions 

Facility managers and health workers alike explained that facilities were in poor physical condition. Many mentioned that buildings were old and required renovations, having been built during the Soviet period. Problems included not having enough facility space to adequately serve catchment areas, leaky roofs, limited running water, and a lack of regular electricity. One respondent explained that because her facility lacked a toilet it was necessary to bring patients to nearby residents’ homes when patients needed toilets. A significant problem was the cold temperature of treatment rooms due to electricity shortages. A health worker from Asht explained that because only one room in the HH was heated, all health workers had to work from and see patients within that one room. Two rooms that were not fully constructed in the HH could not be used in the winter. Limited space and having to use only one room made it difficult to treat both men and women. This led to decreased facility visits and increased home visits. Some respondents described instances when they, or colleagues, made repairs to facilities at their own expense. For example, a dentist from A. Jomi bought a generator for his facility. He explained that not only did a lack of electricity affect patient care but ultimately, by preventing patients from using facilities, it affected his own subsistence.
In addition to the physical conditions of buildings, health facilities were limited in size and capacity. One RHC in Sogd lacked the space for a dentist, though a dentist was available. Doctors in a FGD from Asht described wanting day care rooms. Others described needing more waiting spaces for family members. One exception was the RHC in Asht, which was described as having waiting areas. In Khatlon, some facilities were described as inadequately sized for accommodating the catchment areas. 

Limited Equipment and Resources

In addition to structural problems, facility managers and health workers described being challenged by shortages of necessary medical equipment and supplies, which ranged from tools as basic as gloves, thermometers, stethoscopes, and tonometers, to diagnostic equipment such as ultrasound machines and x-ray machines. Facility managers described having to purchase medical equipment on their own, for example, gloves, bleach, and syringes. Respondents often did not have access to laboratories for blood work and other tests or to working refrigerators for storing vaccines. Some, though not all, health workers could recall times when they did not have the necessary medications or tools needed to treat a patient. One doctor in Asht explained that there was a case when a person died in the community because of delays caused by a lack of necessary equipment and medicines. Respondents particularly emphasized the need for ultrasound machines, especially for treating pregnant women and the elderly. Other problems included information systems that were out-of-date; doctors in a FGD in Farhor explained that their health centers were not equipped with computers or the Internet. Respondents explained that patients, for example those with diabetes or pregnant women, may be sent to a regional facility due to a lack of necessary equipment; this situation was described more frequently by health workers at HHs. A lack of medical equipment was described as decreasing the quality and reliability of services and increasing distrust of health workers within the community. 

Limited Access to Drugs

Heath workers and facility managers also described having limited access to medications and vaccinations for patients. Some health workers explained that their facility managers procured medications and supplies for the facility. In many cases, however, health workers explained that they purchased medications on their own, often for emergency house calls. A feldsher at a HH in Asht explained that when on call, health workers visit homes with a bag of emergency supplies. Patients also bought prescribed medications on their own. Community members were advised to keep first aid materials at home in case of emergency. In both regions, there were villages that lacked a chemist’s shop, which impeded service provision for HHs and limited access to medications for residents. One health worker at a HH in Gonchi explained that to get needed drugs, people were sent to the RHC or DHC, which was located 20 km from the village. A few respondents suggested that medicines are expensive; for example there are no free medications for people with hypertension and diabetes.

On the other hand, facility managers expressed confidence that despite these challenges, health workers were providing quality services. One respondent explained that they very rarely face challenges such as unavailable drugs. A data collector in Khatlon noted that one facility manager spoke as if there were no difficulties in that RHC, despite old equipment, a very cold interior, and a lack of sufficient furniture. It is likely that respondents, particularly facility managers, were wary of suggesting to outsiders that there were problems with quality service provision, particularly given concerns with external supervisor visits.

Limited Human Resources
Health workers tended to describe services they provided as emergency care, particularly at HHs. A lack of specialists, such as neurologists, cardiologists, and obstetricians, as well as insufficient numbers of male health workers was listed as a problem. Family doctors were often community members’ first point of contact in the health system. However, the family doctor as trusted health worker becomes complicated when referrals to specialists are necessary, since specialists may not be available. Other issues that health workers described as affecting quality service provision were excessive amounts of documentation, lack of support from health sector authorities, and low levels of health awareness and service utilization at facilities among community members. 

Providing Quality Services Given Facility and Resource Constraints 

Facility managers emphasized the importance of having well trained and motivated health workers, adequate funds, timely treatment, and diagnostic equipment for effective and quality services. The manager of a RHC in A. Jomi suggested that workers’ performance could be improved by following the protocols outlined by higher authorities. Health workers expressed frustration over the impact of health facility conditions on their ability to do their jobs well. Discussing quality of services almost seemed fruitless, given the unchanging space in which they worked. Nurses in an FGD in A. Jomi explained that facilities needed to be renovated, as they had not been in years. And while visiting officials and NGO representatives promise to fix facilities every time they visit, nothing changes. Some respondents felt that they were doing the best they could, given their working conditions. Most expressed a strong feeling that the quality of their services was compromised by limited equipment and facility space. Several explained that with adequate financing and availability of necessary instruments and equipment, the quality of services would improve. One respondent felt that the quality of services is high when one can serve people well, and as they need, but if one cannot provide services because of a lack of supplies, then work quality is low. 
Respondents from a FGD of doctors in A. Jomi explained that they often do repairs themselves. These FGD respondents expressed a sense of dissatisfaction with their work, which was unusual among respondents, who mostly expressed satisfaction with their work and position in the community. However, these doctors explained that they felt limited in their ability to provide quality care because of their working conditions. They further explained that if conditions improved, care-seeking to the RHC would increase among community members and, crucially, health worker performance would increase as well. Two respondents strongly stated that they felt that the quality of service provision at the facility was lower than average: 

It is lower that middle level, I think that not even on middle level but lower than middle.  As I said the current system is not satisfactory. As doctor I do think that my work could be assessed higher than satisfactory. . . Doctors work very well, but if they would have medical tools would be better, we would work better and if we would have enough conditions would be better.  

Another explained that nothing helps them do their work more effectively because they are fundamentally limited and lack essential working supplies and conditions:

This facility does not meet the requirements: we do not have place to hand over analyses, we can only receive patients in hospital, and this is it, it means that the facility does not meet requirements. People have very hard life: there is no water, mud is everywhere – roads are broken. Standard of people’s living is very low. That is the reason that people do not come to us. Not only do we have problems, higher authorities also have. If we would have a laboratory, it would make life of people better, we would receive more patients, and could do it a better way, and more people would come to us.

Access to equipment, the physical conditions of facilities, and overall health system infrastructure and systems problems intersected in some cases. For example, one respondent described a refrigerator for vaccines that did not work when there was no electrical power; this was particularly a problem when temperatures were high. In another case, floods affected homes in the village and the HH as well. Other problems included delays in vaccine delivery to the HH. Diagnostic tools were desired, because without them people had to travel farther to other facilities that did have necessary equipment. 

Summary Points
· Health facilities were in poor condition and were affected by problems such as limited indoor plumbing, leaky roofs, broken windows, insufficient space, and power shortages.
· Facilities could often only heat one to two treatment rooms, resulting in cold interiors, a lack of privacy, and increased waiting times.

· Health workers had limited access to basic medical supplies and diagnostic equipment.
· Health workers had limited access to medications, both within the facility and in communities without chemist’s shops.

· A lack of specialists and male health workers was a problem.
· Health facility conditions and equipment shortages affected health workers’ abilities to provide effective services, as well as perceived quality and satisfaction with their work. 

Theme 3: Perceived Access Barriers and Care-Seeking to Health Facilities and Impact on Quality of Service Provision 

Community residents, both stakeholders and residents sampled within households, provided information about perceived access to health facilities, as well as barriers to access and service use. These responses can be considered in light of the WHO’s model of effective coverage (2001), which builds on the model proposed by Penchansky and Thomas (1981) and comprises the following four dimensions of access: availability, geographic accessibility, financial accessibility or affordability, and acceptability of services. 

Availability of Services
Community stakeholders were asked to identify which among these dimensions most affected community members’ care-seeking to facilities. Respondents’ choices did not clearly conform to one ranking. However, availability of services was one of the factors more frequently identified as being impactful. Availability had to do with adequate facility space, sufficient numbers of specialists, and updated equipment, diagnostic tools and testing facilities. Availability impacted care-seeking, as patients might be referred to facilities in other areas that house modern equipment or community members might independently decide to seek care outside of their village. A facility manager of a HH in Sogd explained that most pregnant women visit the DHC because of the antenatal and postnatal services that are available there; once a month the gynecologist from that DHC visits the village. Further, residents may choose not to seek care at facilities at all, for example due to limited treatment space at facilities. Although limited numbers of male health workers and specialists such as pediatricians affected care-seeking and trust in services among community members, for the most part concerns about service availability had to do with facility conditions and opening hours. Several stakeholders in Sogd explained that health workers are perceived as accessible, since they can be contacted by phone or through home visits. Interestingly, the fact that health workers were highly accessible through home visits limited their availability at health facilities. 
Geographic Accessibility: Transportation Barriers and Distance from Facilities   

Household members identified the primary barrier to service use at formal facilities as transportation barriers. Poor conditions of roads and a lack of public transport made travel considerably difficult. Community stakeholders also emphasized the impact of physical distance and transportation challenges on access to facilities. Stakeholders explained that it takes a considerable amount of time and money to travel to the center of the region. It can be expensive to get a taxi to travel to the RHC and walking takes time and is tiring. One stakeholder explained that to travel to the HH on foot, especially in the winter, could take half a day. This might explain why older adults have more difficulties seeking help at HHs than do younger adults, as a stakeholder in Asht stated. 

Difficulties traveling to facilities also meant that a considerable amount of time was spent on a visit to a health facility. While travel to the RHC may not have always taken a long time—in some sites it was often somewhere between 15-20 minutes—obtaining transportation tended to be considerably difficult and time-consuming. Taxis or ambulances were sometimes used, but taxis could be difficult to find and many sites did not have access to ambulances. Several facility managers identified a lack of transportation as a problem, particularly as it led to delayed treatment seeking. They wanted to have ambulances in their communities in order to address this problem. Stakeholders also suggested that ambulances could help ease this barrier, as might the addition of a second HH in larger villages. Although stakeholders identified the HH as insufficient in many regards, they also explained that it is useful for acute problems that require immediate care, as it is usually easier to access than RHCs or DHCs. HHs were considered more convenient as they were usually closer to villagers’ residences than was the RHC that served that particular village.
Roads were in poor condition throughout most of the study sites, which made it more difficult to obtain transport outside of the village to the RHC or DHC. Respondents in Khatlon described waiting for a taxi on the road and in the heat during the summer months. Respondents described regularly walking to their local HH unless a family member was incapacitated, in which case a vehicle was arranged for. Another problem was opportunity costs, or work opportunities lost due to time spent traveling outside the village to access the chemist’s shop or the RHC. One respondent explained that village residents mostly gain income through agricultural production. Spending a whole day seeking care at a facility was thus a significant time loss.
For facilities such as HHs that lacked essential equipment, patients had to be sent to delivery centers, regional health centers, and hospitals that were far away and difficult to travel to. Respondents in Asht explained that there were times when patients needed services at the RHC but could not travel there in time because they were in a remote area. One doctor in Farhor explained: 
 

For the hospitals, there are patients that from the villages which are three to four kilometers far away from the center, they live far, for example, in order to come to the center they suffer a lot, they look for a car, look for transportation fee, look for a person in order to come here, for example.
In one site, women were 10 kilometers away from a maternity home in the center of the region; most women thus chose to deliver at home rather than find their way to the facility once labor began. This often led to complications during delivery. An OB-GYN in Asht described the difficulties that arise when a patient is hemorrhaging or has eclampsia but travel takes a considerable amount of time. In such cases, timely treatment is essential. HHs could also be difficult to travel to for those living in remote areas of villages. 
 
Health workers explained that problems with geographic access to facilities had implications for them as well, since health workers often had to travel to remote areas within villages to conduct home visits. This was particularly a problem in the hot weather. Lack of adequate conditions in HHs meant that procedures were often performed at patients’ homes. Health workers described traveling by foot, bike, and car during home visits. One health worker at a HH in Gonchi explained that in cases when she could not visit patients, people might send cars to bring her or they would come directly to her house for care. A couple of facility managers explained that since the population in their villages was expanding, it was becoming even harder to travel for home visits. As a result of these barriers, patients who lived far from medical facilities often faced additional hardships when attempting to access services. 

Financial Accessibility: Cost of Services

Both workers at health facilities and community residents identified costs of medications as a financial barrier that hindered care-seeking to facilities. Household members explained that while vaccinations are free and covered by the state, prescribed medications must be paid for at the local chemist’s shop or pharmacy. Chemist’s shops were usually located near RHCs, which made it easier to purchase medications over the course of a visit to the facility. These medications were either bought for home use or were brought to health facilities to be administered directly by doctors. In the latter case, a patient would first consult with a doctor and receive a prescription and then return for administration. One household member noted that it was very expensive to purchase medication at chemist’s shops and suggested that medications be paid for by the state in order to improve quality of services at RHCs and HHs. A community stakeholder explained that services are paid for before admittance to facilities, but patients do not always know in advance how much they will have to pay for drugs or injections or where funding will come from for medication. This causes considerable stress to families. 
Household members provided mixed responses about whether they had experiences of paying for services at facilities. In those cases where they described making payments, it was not always clear whether these were payments for state-covered/ free services or not. Most respondents in Khatlon did not report making payments, while, interestingly, many in Sogd did describe making payments at facilities. One respondent in Khatlon who was a former health worker explained that he had never been asked to make additional payments and only paid for medicines at the chemist’s shop at the state mandated price. One household member in Khatlon did, however, describe making payments to doctors for services rendered: 

Yes, sure, for example you are a doctor, therapist, or gynecologist, and I came to you for treatment, you will examine me, you will find out my disease, you will make me a prescription and we will pay for your work.
He identified these as official payments but also states that he makes payments “everywhere” and explained that it was cheaper to receive care at home. Another respondent in Sogd made a similar point and explained that payments have to be made to doctors depending on whom one knows; she explained that if one does not pay, one feels afraid to put a sick relative in the hospital, suggesting that payment amounts affect quality of services rendered. A community stakeholder in Sogd believed that households with more economic flexibility or access to resources have faster access to experienced and highly ranked doctors. Another suggested that the effectiveness of a doctor’s work is determined by how much a patient pays. Other household members described the high expenses of services and explained that they did not have money for treatment. One, however, described receiving a loan from the health facility to cover services. Community stakeholders explained that inability to pay for services meant that some residents chose not to access doctors at all but instead to self-treat at home. This was said to be especially true for households with many small children. 
Gender and Care-Seeking
Respondents described several ways in which gender and gender roles impacted care-seeking behaviors and access to services. As mentioned above, hiding pregnancies out of shame or distrust of health workers was a problem that affected women’s care-seeking and, potentially, their health outcomes. In addition, women’s household responsibilities might prevent them from traveling to facilities. Several respondents also suggested that some men do not allow their wives to receive medical care or to deliver at facilities. For example, a male community stakeholder from Farhor explained that jealousy might keep some men from allowing their wives to seek care outside the home. A female stakeholder from Gonchi said: 

Not many people seek care. . . Maybe their budget is not enough, the first time he goes the doctor asks for money. Also for example, women get ill but there are not enough doctors for all the fields in medicine, when a woman is ill her husband does not allow. . . That is how some men are. They do not allow their wife to go for a check by another person. . . There are cases like that. There are in our village.

Limited and cold treatment spaces meant that women and men often had to receive treatment within the only heated room available at the facility. This was uncomfortable for many, who instead chose to receive care through home visits. Having to share space was also inconvenient for health workers. For example, a facility manager explained that when a pregnant woman is visiting at his HH, he has to leave the room and wait for the visit to be completed. A lack of male health workers was a problem for men who wished to be treated by other men. This was also described as a problem because male health workers were perceived as being more available since female health workers often had household duties to attend to in the evening or were not allowed to make house calls after a certain time of day. Another important point that was mentioned by facility managers in Sogd was the impact of migrant work on women’s care-seeking. Many respondents throughout the study sites explained that a majority of their adult male population spent a considerable amount of time away from home while working in Russia as migrant laborers. Men’s absence often kept women from seeking care, as without a husband’s permission or accompaniment, many women were not able to independently visit a facility. In addition, some pregnant women were not able to find transportation on their own. 
Summary Points
· Geographic accessibility with regard to distance to facilities and transportation barriers was the most impactful factor affecting care-seeking and access to health facilities.
· Community stakeholders identified lack of availability of services as significant, including inadequate facility and treatment space, limited facility opening hours, and shortages of medical tools and specialists.
· Prescribed medications were expensive and difficult to access for community members who had to travel outside their village to access a chemist’s shop.

· Inability to afford services and treatments was a major barrier to access and prevented some from seeking care at facilities. Household members provided mixed responses about whether they had experiences of paying for services at facilities.
· Gender and gender roles limited care-seeking to facilities in several ways. 

Theme 4: Experiences with Service Utilization at Facilities and Home Visits 
Acceptability of services, the final dimension of access, may be understood in the context of patients’ experiences with, satisfaction of, and trust in services. 
Experiences and Satisfaction with Health Facilities 

When asked to describe their most recent experience at a health facility, most household members referenced visits to HHs. In general, household members described accessing HHs more frequently than they did RHCs, likely due to the proximity of HHs and to the fact that patients were often referred to RHCs by health workers when specific tests or treatments were needed that could not be accessed at the HH. The HH was therefore typically the first point of contact for community members and was often utilized for acute problems.  

Household members overall expressed positive perceptions of HHs and the treatment they received there. Their positive reactions mostly had to do with their interactions with health workers, however, rather than their experiences within the facility space. That the HHs were old, and in need of serious renovation and updating, was recognized by most community members. Community stakeholders explained that HH conditions were not satisfactory and needed improvement. A number of respondents in both the facility and the community talked about community members who had taken the initiative to raise money in order to renovate facilities. Household members identified keeping the HH in good condition as an important factor in maintaining community-wide health. HHs were described as being kept in clean and hygienic condition; medical equipment was also cleaned. However, updated medical tools and equipment were not available and nor were specialists. One household member explained that health workers were doing the best they could, but they did not have the necessary materials. 

Further, HHs faced the same community-wide challenges of electrical power shortages and, at times, lack of running water. This meant that HHs were regularly described as cold and uncomfortable. One stakeholder said that it is necessary to heat rooms adequately in order to improve quality of care. Shortages of equipment and power at the HH and RHC meant that patients were sometimes sent to the DHC for care. However, respondents described the possibility of longer waiting times at DHCs. Overall, HHs were described as being regularly available, generally accessible, and trustworthy places to receive care. Obstacles for obtaining quality services included a lack of qualified personnel, lack of diagnostic capabilities or instruments, poor physical conditions of facilities, and the high cost of medicines. Community respondents explained that trust in services would improve with renovations and modern equipment. 
Experiences and Satisfaction with Health Workers
Overall, community stakeholders explained that residents are satisfied with health workers and that health workers are respectful and kind. Satisfaction is due to health workers’ positive attitudes and friendly interactions with community members. It is also due to the effort health workers expend and their availability and professionalism. Community stakeholders explained that health workers are kind because they visit patients, make house calls and come on time. 

Similarly, household members spoke positively about their experiences with health workers and expressed overall satisfaction with the care they received from them. Distinctions were not made between male and female workers in terms of quality. However, several respondents noted that male specialists were needed at HHs. Community members described health workers’ attitudes as positive and helpful and explained that they were grateful to health workers for their care and help. Only a few instances of negative interactions with health workers were relayed. One household member described a negative experience with a gynecologist at a DHC whom she believed was the only female gynecologist serving two jamoats. This respondent described being treated rudely by the doctor and having to wait in a long queue with other pregnant women, all of whom were physically uncomfortable. 

Sometimes respondents spoke with health workers about their care and asked questions; doctors provided their phone numbers if patients had additional questions. One respondent, however, felt that the local population had no ability to discuss disease and treatment processes with doctors. A stakeholder explained that if people are not satisfied with services, rumors about the health worker(s) in question spread quickly. Another respondent explained that there is a book where a patient can register a complaint of poor care. However, he said that it is difficult to complain about someone who has just tried to help you. Other respondents explained that health workers are just doing their job. Overall, there seemed to be reluctance among household members to comment in depth on quality of services received from health workers. Respondents said that if they were not satisfied with services received, they could visit another facility, or ask about traditional remedies and use these at home on their own. 
Trust in Health Services

Trust was identified as an important factor in providing appropriate health care and treatment. A household member explained that trust in health workers is important to satisfaction with services. Community members identified professionalism, attentiveness, friendly relationships and positive interactions as critical to trust in health workers. Effectiveness was identified as key to the community’s confidence in doctors and health facilities. Health workers should be skilled and experienced. One stakeholder explained that if people are healthy, they trust doctors, but when they do not recover from illnesses, trust declines. One household member explained that without trust, recovery cannot take place. Household members explained that they trust health workers because health workers make visits to their homes, help them at home, and can be reached by phone if necessary. That is, health workers make themselves available to community members, as this stakeholder from Farhor explains: 

There are cases when, for instance, something happens to a patient, health workers come to see the patient urgently, we have their phone numbers and we call them. If they cannot come, a patient or somebody from the family goes to bring the health worker. Many health workers have their mobile phones with them, they come by themselves.

Trust in doctors is what leads community members to make regular visits to facilities or undergo medical examinations for themselves and their children. Respondents explained that increased availability of services, such as having the HH open at night, or having more pediatricians and more male health workers available, would increase trust. One respondent from Khatlon explained that female health workers can only work until the evening because they then must attend to responsibilities at home. If people need help at night there is no way to access care at the facility, and people lose trust in health workers. A household member explained that trust in health workers increases if health workers treat people well and if facilities are in good condition and up to date. Therefore, the condition of the health facility space also affected levels of trust, and renovating facilities would encourage more care-seeking. Trust was said to decrease with poor services, poor facility conditions, insufficient supplies of medicine, and rude treatment by providers. One household member in Asht explained that neither she nor her family trusted doctors or went to see them; this was in part due to a prior experience of painful and invasive treatment. A stakeholder in Gonchi said that people access and trust the RHC more than the local HH because more services are available there.

Experiences with Home Visits

Home visits were the most frequently accessed form of health care for household members. One household member from A. Jomi said that neither she nor her family had visited a health facility for four to five years. There was an ease and convenience about home visits that was described by household members. As one respondent from Gonchi said: Of course, the home visit is helpful. It is easier to bring the doctor to the patient than the patient to the doctor. Health workers made frequent visits to families on their own schedules. Community members did not have to schedule or plan for visits, and advance notice was not always given. However, community members could also schedule visits on their own. Frequency of visits depended on the particular needs of a household. Some respondents described weekly visits, while others said that health workers visited two to three times per month. Health workers might treat a household member with a physical disability or hypertension, but typically home visits involved care for pregnant women, mothers, and young children. A few household members suggested that vitamins and medications were provided during home visits, although most did not mention this. Household members described regular visits as helpful for chronic problems, such as asthma, as health workers provide medical supervision and support with management and recovery.

Household members explained that home visits are preferable because being treated at home saves travel expenses and time, which could be used for household chores. Household members explained that payment was only required for prescribed medications that had to be bought at the local chemist’s shop. Otherwise, home visits and services provided during them were free of charge. Visits to facilities, however, were more expensive. One household member also explained that home visits are convenient because health workers can directly point out any problems in the home, or medications that need to be changed, during the visit. Convenience was a significant motivator for relying on home visits. Residents could also call health workers whenever a problem arose, even when the facility had closed. In comparison to sometimes difficult or time-consuming visits to a facility, health workers were described as coming very quickly to homes after a call was made. Another explained that there are no availability or access challenges for home visits. Treatment at home was said to be the best option unless an ill person is in a critical state, since HHs are very cold inside and uncomfortable. A respondent from Sogd explained that conditions at home are more comfortable than at the health facility, although it is better to receive care at a facility. The home was also more comfortable for receiving repeated treatments, especially when facilities were not equipped for inpatient or overnight stays. Household members also expressed gratitude for home visits, as they noted that health workers had traveled to their homes to help them. One respondent explained that home visits provide good treatment and a friendly face. Overall, home visits provided respondents with comfort, convenience, and the space to be seen, particularly as HHs did not always have adequate waiting spaces or warm rooms.
Summary Points
· Community members described mostly positive experiences with treatment received at health facilities. 
· Community members described the condition of many facilities as unsatisfactory and uncomfortable (i.e. cold and crowded) and therefore preferred to receive home visits. 

· Interactions with health workers were generally described as respectful and positive. 

· Trust in health services was linked to good conditions of facilities, effective services, professionalism, and accessibility of health workers. 

· Home visits were the most preferred form of service delivery because they were often cheaper, more convenient, and more comfortable than facility visits. Home visits also built trust between health workers and community members. 

Theme 5: Job Motivation for Health Workers and Facility Managers
Helping the Community
Health workers identified themselves as having more education and being responsible for the health of people in their community. Having a good relationship with patients and respect from the community was described as very important not just to quality of care but also to respondents’ own satisfaction with their work and motivation. Many explained that they were motivated to do their job well by helping people, seeing them recover, and making them happy. As one health worker explained: Happiness of people motivates me to do my work well . . . If you work well with our people they all respect you, everyone. This positive relationship reflected the deeper ties and connection that many health workers and community members felt for each other. Some respondents explained that in the community doctors are the ‘true friends’ of patients and their family members, and they have good and close relationships. Health workers were respected by residents and invited to community events and celebrations. A few health workers explained that they were motivated simply by wanting to do their job well. As one said: 


At the beginning of my career I was trying to do my work accurate. It was hard war time; there were no techniques and medical supplies. This diligence to work became a habit. Now I have a feeling that all people from my section are my relatives, and I just could not refuse them to help. To be a medical worker became my calling. All my patients are thankful to me for medical services. I have a special reputation among local inhabitants.  

Personal motivations that facility managers shared included wanting to create awareness, prevent illness, reduce maternal and child mortality, as well as overall mortality, serve the community, realize personal ambitions, and receive gratitude from patients.

Receiving Respect and Gratitude 

Health workers explained that they were motivated by the gratitude and respect that they received from the community. One respondent explained that her fellow villagers’ respect towards her inspires her to do her job more effectively. This respect was reciprocal, as respondents also explained that the best medication for patients is a good attitude and kind words. Others explained that they received letters of appreciation and other forms of thanks. Receiving gratitude and respect was also a way to determine whether or not they were doing their work well and providing quality services. Receiving respect and having patients follow their medical advice was also identified as a form of success. A manager of a HH in A. Jomi talked about donations villagers had made for the renovation of her HH and identified this as an indication of community confidence in their work and the level of quality of services provided. One health worker in Khatlon said that she is motivated when the facility is in good condition and supplies are available. 
Desire for Continuing Education and Skill Development 

Many respondents desired opportunities for continuing education and professional development, thus suggesting that they are motivated by improving their skills and learning. A number of respondents described seminars and short courses that they had participated in, for example to train further in family medicine, maternal health care, or midwifery, and wished for more such opportunities. Some explained that they needed support with quality improvement, gaining more knowledge, and learning innovations.  One respondent explained that health workers wanted career growth opportunities and to be able to learn more. In a FGD of doctors in Farhor, respondents talked about how important it was for them to be able to increase their professional knowledge. One said:
We do not get any up-to-date information about medicine, we do not have this kind of information, hundreds of types of drugs are being invented every day, new drugs, scientific research are being conducted in medicine, for example new methods are being produced for various illnesses. We cannot receive any new information. Years before, we had journals, we had been receiving therapy journals each month which were specially for doctors, we were getting new knowledge from those journals. In general, we were on the same level with the world medicine. Now we are far away from world medicine.
Doctors in an FGD in Gonchi explained that monthly seminars are organized for health workers in the facility on actual cases and problems with treatment approaches.  
Ultimately, respondents expressed a sense of being motivated by the job itself. A number of respondents explained that they had dreamt of working in medicine since they were children, particularly after they or relatives had suffered from illness. Several commented on dreaming of wearing a white lab coat: Well, I had a desire since childhood that I have to try on this clean white coat. One midwife in a RHC in Gonchi explained:   

The first person who motivated me to do this work was my father. My mother got sick a lot, bled, did not find doctors. Now it was around the year of 1975 when there were no doctors in our place, then my father made a promise that “I will make my daughter a doctor.” I will make her an obstetrician; he said....it was my destiny so I became an obstetrician. What I like, when I help a woman during her childbirth, or include her into the database, at the end the mother is healthy and when the baby is healthy, I say I helped this woman during her childbirth and helped this child during his birth and now he has grown up and it makes me even happier
Financial Motivations and Performance Based Payments 

This analysis did not explicitly cover responses to interview questions on PBPs. However, some interview summaries included responses on this topic. As expected, most health workers were not familiar with the concept of PBPs. The exception to this was several respondents in Gonchi, who explained that they had heard about this method of payment in a seminar organized by the DHC. Almost all respondents, whether or not they had heard of PBPs, were supportive of this method of payment. Most felt that incentivizing quality services was a useful approach. In FGDs of nurses and doctors in Farhor, respondents expressed that work would be done more effectively if wages were based on quality of service. This would motivate the worker and also influence the quality of work that others provided as it would motivate others to improve their own performance in order to earn more. Doctors in a FGD in Gonchi explained that while PBPs can improve quality of services, they were concerned that it might increase paperwork and documentation.

Indeed, earning more overall was important, and a number of respondents suggested that higher wages would be helpful. One facility manager explained that low wages result in specialists leaving. Respondents explained that work performance and motivation will increase with salary increases, and they therefore hoped for higher salaries. Nurses in a FGD in Gonchi explained how important it was to receive salaries on time, although this did not always happen. A facility manager in Sogd explained that delays in payment impede successful management. 
Summary Points
· Health workers and facility managers felt responsible for their communities as educated professionals and were motivated to perform well in order to help residents. 
· Respect and gratitude from the community was a significant source of motivation. 

· Health workers wanted more opportunities for professional development and skill building. 

· Health workers and facility managers felt that a PBP approach would increase worker motivation and quality of services.
Theme 6: Experiences with Supervision 

Supervision Practices 

The supervision practices that facility managers described mostly consisted of regular meetings with health workers to go over facility activities, allocate duties and tasks, and collect information on recent activities. These meetings took place on a daily, weekly, and monthly basis. Staff performance was discussed during supervisory meetings. Regular meetings might also cover how to talk to patients, how to treat patients, and how to dress. Facility managers described various documentation and registration forms and processes, as well as the use of medical forms and logs, in order to record and manage health worker activities and performance, as this manager from Khatlon explains: 


[F]or example a nurse-midwife must give a monthly report, a number of births, and how many of them were sent to the region, this is our work. 

Supervision also took place through observations of health worker activities, accompanying health workers on home visits, and visiting HHs. Facility managers described leading by example and through verbal instruction. Supervision and guidance might also include hanging up posters or brochures. One manager of a HH described a new national prophylactic program calendar that she hung up in the facility. Workshops or seminars were also mentioned, as were regular meetings with chief doctors from other health centers. Several managers described following national or MOH guidelines and protocols. One manager of a HH in Khatlon summarized her work responsibilities as comprising supervision of nurses’ performance, providing the HH with essential medicines and vaccine supplies, supporting doctors that are visiting the HH, planning the work of staff, and ensuring that the facility is clean. A couple of managers commented on the difficulty of their work:
Overall, managerial work is difficult; managing the work performance is not an easy task. Therefore, there are many difficulties. We use all means to overcome them: we oversee, guidelines and instructions are in place, the National Programs are in place, and we conduct seminars all the time.
A couple of respondents mentioned that health workers are sometimes late to work, which can be stressful for managers. Workers usually gave reasons such as being sick themselves or having to visit with a patient at home. Several facility managers described emphasizing cleanliness and timeliness of work during their supervisory practices.

Health workers almost universally expressed that their supervisors were available for them if they needed help and support. However one health worker at a RHC in Asht felt that guidance from his manager was not helpful, and he sought additional support. Respondents described contacting their managers by phone, sometimes during home visits, as well as in person, for assistance and guidance. At times, managers might accompany health workers on visits to patients to provide support. In a FGD of doctors in Farhor, respondents mentioned that their performance is observed regularly and that they submit written reports every month. One respondent, a nurse-midwife at a HH, felt that she could ask her manager for help at any time, and she often spoke with her manager about life problems. Most health workers said that supervision was important for improving quality of services. Some said that the more demanding managers are and the more advice and guidance is given, the better. 

Performance Indicators 

Facility managers mostly mentioned health outcome-based indicators when asked to explain how they measured health worker performance. These included indicators such as numbers of pregnant women, numbers of facility births, and infant mortality rates. Facility managers did not often refer to quality assurance or process indicators as a means for measuring performance. However, a few explained that timing of treatment provided and numbers of patient visits were also indicators of performance, for example in the case of a patient who returns after completing a course of care at the RHC. Patients’ assessments of health workers were also a useful indicator, as a manger from Sogd explained: 
Well, I trust them [health workers] until somebody comes and complains. I have a complaint book where I need to record all complaints from the people. Then whatever they tell us we need to analyze it and find out why it happened. I think if my workers will do their work well, people will not complain.
Characteristics of a “Good Manager”

Facility managers described a successful manager as one who was strict and firm, but also kind and available to staff. A good manager should solve problems at the facility and help staff members when needed. A good manager should be strict, but fair, so as not to lose employees, as this manager of a HH in Khatlon explained: 


Relying on my experience I can tell that the main effective methods that affect employees’ duties. . .is primarily experience, knowledge and the friendly attitude towards the co-workers. If there is a sudden, unexpected situation or an employee committed any kind of false step or mistake I always try to be objective and clearly explain the shortcomings of the employee.  


Others said that a manager should be polite to workers, have a good attitude, and be available to answer any questions and provide support. Several said that kind words motivate workers more than harsh critique and intimidation. One manager explained that she was available to provide advice on both professional and personal matters. Respondents also talked about a sense of mutual understanding that should exist between managers and workers about job responsibilities and expectations. One implied that he speaks with workers in mosques; it is likely that informal interactions and relationships within the community also affect workplace dynamics and management styles. Most managers had not received specific training in supervision, but benefited from guidance from district level managers and observations of colleagues. 
Health workers described the qualities of a ‘good manager’ as including: someone who becomes the first advisor for workers, is strict, gives good advice and guidance, particularly in difficult situations, and is generous with support. A leader should also be professional, know more than employees, be understanding and supportive, and help with work. A poor manager is one that is indifferent to health workers. Nurses in a FGD in Asht explained that being a good manager is not easy and requires taking different approaches with different workers. These nurses also said that it is okay for a manager to yell at a worker but this should be done privately, not in front of patients, or patients will lose trust in that worker. Another explained that she goes to older doctors for support, rather than to her manager, who is of a similar age. 

Experiences with External Supervisory Visits

District-level supervisory visits are often carried out without advance notification. External supervisors review all documentation and supervise work carried out during visits. While some respondents made positive remarks about these visits, and also explained that they want to do better in their work, a few observed that these visits are inconvenient, as they take up time, and inspectors do not provide enough support during or after visits. One facility manager in Sogd said [excerpt from field note summary]: 


To be honest I am tired of all commissions who come, you know why, they all come to bribe money. They call and tell to greet them because they are from certain place. First we need to fill our car, second find money for lunch and other problems, this is not only our problem it is everywhere. According to the plan commission has to come twice a year, sometimes they come without appointment. Although they have one positive side we wake up and try to do our work better. 

Nurses in a FGD in Asht explained that there are no standard protocols that are used for nurses’ work. Different external commissions visit and tell them to perform their work in different ways; as a result, they always receive negative comments. Other feedback emphasized the importance of a good attitude and kind words during inspections, particularly for the purposes of collecting candid responses to questions. Respondents said that inspectors may begin with rude words, which can make someone nervous and unable to be open. An older feldsher at a HH in Asht described how, during the Soviet period, inspectors pointed out mistakes but also advised on how to correct these mistakes. However now there is more criticism and no praise given. Frequency of visits can negatively affect work.
Summary Points
· Facility managers assessed health worker activities and performance through regular meetings, direct observations, and documentation. 
· Facility managers used outcome, rather than process, indicators to evaluate performance.

· Health workers described their supervisors as available for support and identified a good manager as one who is strict but kind. 

· Facility managers and health workers would like to receive more support and positive feedback during external supervisory visits. 
Discussion 
Integrative Discussion 

Analyses demonstrated the centrality of community infrastructure problems and physical conditions of health facilities in health workers’ perceptions of quality and ability to provide effective care, as well as in community members’ care-seeking behaviors and experiences with facility based services. One salient example of this was the impact of electricity shortages and ability to heat facility spaces on community members’ decisions to seek care at facilities. Physical comfort and privacy emerged as key factors affecting such decisions. Another major factor that affected care-seeking decision-making was the geographic inaccessibility of facilities for many residents, due to distance to facilities and chemist’s shops, poor road conditions, and difficulty of finding transportation. These barriers increased time spent, financial costs, and opportunity costs for residents seeking care at facilities, especially to RHCs. This caused particular challenges for women, whose household duties sometimes prevented them from seeking care outside the home. Household duties also affected female health workers’ work experiences, as well as others’ perceptions of their availability. Many community members wanted more male health workers, due both to perceptions of increased availability and to increased comfort for male patients. Women’s care-seeking to facilities was also affected by a desire to hide pregnancies at times, by family members who restricted women’s travel to facilities, and by husbands who were migrant laborers and could not accompany wives to visits. 


Increased physical comfort, convenience, and accessibility were all reasons for household members to prefer home visits. In addition, respondents reported making fewer out of pocket payments during home visits. Home visits also provided an opportunity to build trust and connection between residents and health workers. Community members described their appreciation and gratitude for health workers, who helped them and spent time on them; this was particularly apparent during home visits. Gratitude and respect were key motivating factors for health workers, as was the desire to help and take care of their communities. Health workers also expressed a strong desire for continuing education and opportunities for professional development. Some respondents explained that they could not provide quality services without access to up to date information. Health workers and facility managers also expressed frustration at the physical conditions of facilities and limited access to supplies and equipment and the impact of these limitations on their ability to provide effective and quality services. Both health workers and facility managers welcomed supervision and external supervisory visits and described effective supervisors as being strict, consistent, kind, and supportive. With the exception of a few respondents, most health workers had not heard of a performance based payment approach. However, this was welcomed as a means for increasing motivation, quality of services, and potentially, salary amounts. 
Project Recommendations 
Community and Facility Infrastructure

· Respondents asked for help with improving drinking water supplies and road conditions.
· Attention needs to be given to physical conditions of facilities, with priority given to heating facility rooms. This affects both care-seeking to facilities by community residents and health workers’ motivation and assessments of quality. 

· Community members are dissuaded from visiting facilities when they are physically uncomfortable and when space must be shared between men and women. 
· Poor facility conditions and lack of access to equipment affects health worker morale, motivation, and perception of quality. This may need to be accounted for in quality improvement measures or identified as a next step.
· Community members need support with transportation to facilities; increasing numbers of medical vehicles and ambulances would be helpful.
Supervision and Documentation
· Health workers and facility managers have some concerns about excessive documentation and time required for this given current responsibilities. Any additional documentation required for PBPs should be addressed, as this was also a concern. 
· External supervisory visits, and supervision in general, should emphasize providing praise and constructive criticism where appropriate or in addition to critiques, as well as support for implementing improvements. 
· Fear of criticism, punishment, and time taken away from work affects openness, disclosure, and morale; health workers and facility managers often felt unsupported by central authorities.
· Health workers and facility managers wanted standardized sets of protocols so that they do not receive different guidance from different visiting authorities.
Health Worker Motivation

· Gratitude and respect from community members is a major motivator for health workers. This can be leveraged in intervention materials to encourage compliance with quality assurance protocols. 

· Health workers seek to increase their skills, to engage in professional development and continuing education training opportunities, and to be up to date with medical knowledge and innovations. This might be a useful intervention component to include. 

Community Members’ Perceptions of Service Quality 
· Community members may not be willing to directly assess the work of health workers, who are considered respected members of the community. Community members felt that health workers are doing the best they can to help them and may not be willing to provide negative feedback, particularly about health workers who are residents in their villages. These community connections must be accounted for in any community-based interventions. It may be more useful to gather information on experiences with, and descriptions of, services received. Patients may be more willing to comment on conditions of facilities than on health worker treatment. 

· Community relationships with health workers and existing levels of trust should be leveraged, for example for awareness and education campaigns to increase care-seeking to facilities. 
· Trust is an important factor for community members when assessing quality. Trust may be increased by improving on service and specialist availability, increasing facility hours at night, upgrading equipment, and improving facility conditions. 

· Home visits are an integral component of the rural health care system in Tajikistan and are preferred by many community members for being cheaper, more comfortable, more convenient, and easier to access. Home visits also build on the relationship between health workers and residents. Therefore, home visits may be perceived as being of higher quality, which should be accounted for in quality assessments. Quality protocols may be integrated into home visits as well, particularly for routine care and MCH check-ups, and since health workers regularly communicate with managers during visits. 

Gender Impacts
· Mixed opinions about preferred gender of facility managers should be accounted for in supervision protocols and training for managers.
· A perceived and experienced barrier to service availability and quality service provision is that female health workers have to balance household and work responsibilities. Female health workers may need support with strategizing and scheduling so as to best accommodate their roles at work and at home. 

· Attention needs to be given to increasing numbers of male health workers, particularly at HHs.  

· Women’s housework and child-rearing duties impede their care-seeking to facilities. 

· Gender roles or expectations may come into play for pregnant women who initially hide their pregnancies or who are discouraged from seeking care at facilities by husbands or mothers-in-law. Education campaigns are needed to support care-seeking for women whose husbands are working out of the country. 
Strengths and Limitations 


Dependability of Findings 
Dependability of findings was assessed with regard to accuracy and clarity of field note transcriptions (i.e. interview summaries) and mini-transcriptions, consistency of transcriptions across data collectors, and quality or richness of data. In terms of accuracy and clarity of data, there were some field note transcription and translation errors that were identified in transcripts, although these occurred only within a small minority of interview summaries. 
In addition, some translations were not completely clear or as accurate as others, which may have affected the interpretation of findings to some extent. Each data collector demonstrated consistency across his or her individual data units, suggesting equivalent effort and care. However, as was expected for a team of 12 data collectors, the length and detail of interview summaries varied, with some data collectors providing more context and responses to questions than others. This is a limitation that is inherent to unstructured or semi-structured (in this study) field note writing. The mini-transcriptions thus provided an additional source of information and supplemented the interview summaries. Finally, richness of interview content also varied, as expected in qualitative research.  
Fieldwork Challenges
Data collectors did not face significant challenges with recording interviews, apart from one moderator whose respondent agreed to be interviewed but not recorded; in that instance, the moderator took hand written notes. Other challenges were associated with seasonal difficulties such as cold weather conditions and cold temperatures in interview and FGD settings, a lack of electricity, which impeded field-based transcription and report writing, and limited running water and bad roads. Despite these challenges, data collectors were able to finish field work in a timely fashion. In addition, data collectors were highly motivated and worked cooperatively.
Strengths 

Other strengths included the range of data collected, in terms of content covered during interviews and different respondent types, as well as the multiple methods used for both data collection and analysis. In addition, data collection instruments went through multiple rounds of development, from reviews with Zerkalo staff, to two field pre-tests, to two debriefing workshops with data collectors. The training was interactive and drew on different approaches, and it provided data collectors with information that they will be able to draw on in future work. 
Conclusion

This report presented the first round of analyses from the baseline qualitative study. Data were drawn from interview summaries, mini-transcriptions, and ethnographic observations. Data were analyzed for thematic content within and across the four respondent groups: health workers, facility managers, household members, and community stakeholders. Several key themes were identified from these data. Findings have implications for the refinement and implementation of PBF intervention components.  
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Appendix A. Respondent Demographics and Facility Characteristics 

Table 9. Respondent Characteristics
	
	Sogd,Total
	Asht
	Gonchi
	Khatlon, 

Total
	Farhor
	Jomi
	Facility Managers
	Health Workers, SSIs
	Health Workers, FGDs
	Community Stakeholders 
	Household Members
	Total

	

	Total Respondents 
	76
	40
	36
	73
	37
	36
	16
	32
	37
	31
	33
	149

	

	Total Men
	36
	19
	17
	30
	14
	16
	11
	7
	15
	16
	17
	66

	Total Women
	40
	21
	19
	43
	23
	20
	5
	25
	22
	15
	16
	83

	

	Age Range 
	20-80
	28-80
	20-65
	21-74
	21-69
	23-74
	31-61
	20-68
	21-65
	26-80
	28-74
	20-80

	

	Education Level
	
	
	
	
	
	
	
	
	
	
	
	

	None
	0
	0
	0
	1
	0
	1
	0
	0
	n/a*
	1
	0
	3

	Primary
	0
	0
	0
	2
	0
	2
	0
	0
	n/a
	0
	2
	6

	Some Secondary
	1
	0
	1
	8
	3
	5
	0
	2
	n/a
	2
	5
	27

	Completed Secondary
	10
	6
	4
	10
	7
	3
	0
	0
	n/a
	4
	16
	60

	Vocational
	21
	9
	12
	19
	10
	9
	8
	23
	n/a
	4
	5
	120

	Some Bachelors
	1
	1
	0
	0
	0
	0
	0
	0
	n/a
	1
	0
	3

	Bachelors
	23
	12
	11
	16
	9
	7
	4
	7
	n/a
	19
	5
	113

	Post-graduate
	0
	0
	0
	0
	0
	0
	0
	0
	n/a
	0
	0
	0


*Education level was not collected during FGDs
Table 10. Health Facility Characteristics, As Specified by Facility Managers
	Region,

District
	Facility Type
	Catchment Area (Persons) 

	Number of Patients Seen Per Day
	Number of Female Staff


	Number of Male Staff


	Hours Facility is Open


	Problems with Water


	Problems with Electricity



	Khatlon, Farhor
	RHC
	2175
	15
	6
	1
	8 am – 5 pm


	Yes
	Yes

	Khatlon, Farhor

	HH
	2463
	8-10
	5
	0
	8 am – 6 pm
	No
	No

	Khatlon, Farhor
	RHC
	5234
	30
	11
	11
	8 am – 6:30 pm


	Yes
	No

	Khatlon, Farhor


	HH
	2015
	8
	3
	2
	8 am – 6 pm
	No
	Yes

	Khatlon, Jomi


	RHC
	38 000
	100 and more
	14
	4
	8 am – 6 pm
	Yes
	Yes

	Khatlon, Jomi


	HH
	4442
	20
	2
	1
	7:30 am – 5 pm
	Yes
	Yes

	Khatlon, Jomi
	RHC
	14 072
	35 and more
	36
	11
	8 am – 5 pm
	Yes
	Yes

	Khatlon, Jomi
	HH


	2080
	15
	2
	1
	8 am – 5 pm
	Yes
	Yes

	Sogd, Asht
	RHC
	10 000
	70-80
	20
	22
	8 am – 5 pm
	No
	Yes

	Sogd, Asht


	HH
	3529
	20
	3
	1
	8 am – 3:30 pm
	Yes
	Yes

	Sogd, Asht


	RHC
	17 300
	100
	36
	12
	8 am – 6 pm
	No
	No

	Sogd, Asht
	HH
	1677
	10-12
	4
	1
	8 am – 5 pm


	No
	Yes

	Sogd, Gonchi


	RHC
	18 000
	300
	10
	34
	Not provided
	Yes
	No

	Sogd, Gonchi
	HH
	2740
	15
	3
	1
	8 am – 4 pm


	Yes
	Yes

	Sogd, Gonchi
	RHC
	4030
	10-12
	18
	3
	8 am – 5 pm


	Yes
	Yes

	Sogd, Gonchi
	HH
	3040
	4-5
	4
	2
	8 am – 4 pm


	Yes
	Yes


Table 11. Characteristics of Respondents in Sogd, Asht
	Sogd, Asht


	Facility Managers

	Total men
	3

	Total women
	1

	Age range
	39-55

	Health Workers, SSIs

	Total men
	4

	Total women
	4

	Age range
	28-63

	Number of nurses
	3

	Number of doctors
	1

	Number of family nurses working in capacity building
	1

	Number of doctors
	3

	Community Stakeholders

	Total men
	4

	Total women
	4

	Age range
	28-80

	Number of teachers
	3

	Number of farmers
	1

	Director of Committee on Women’s Work
	1

	Assistant Manager (tax collection)
	1

	Number of employees of wedding registry
	1

	Number of housewives, (community service)
	1

	Household Members

	Total men
	5

	Total women
	3

	Age range
	36-58

	Number of teachers
	3

	Number of pensioners
	2

	Number of entrepreneurs
	2

	Number of migrants
	1

	Average number of children per household
	3

	Number of household members with children ages ≤ 17 years
	7

	Problems with water and electricity noted by household respondents  
	5 households have no water problems

2 households have problems with water

1 household has almost no problems
All have problems with electricity

	
	


Table 12. Characteristics of Respondents in Sogd, Gonchi
	Sogd, Gonchi



	Facility Managers

	Total men
	4

	Total women
	0

	Age range
	41-61

	Health Workers,  SSIs

	Total men
	2

	Total women
	6

	Age range
	20-59

	Number of nurses
	4

	Number of midwives
	2

	Number of doctors
	2

	Community Stakeholders

	Total men
	4

	Total women
	4

	Age range
	26-65

	Number of teachers
	5

	Number of farmers
	1

	Number of sellers 
	1

	Number on maternity leave
	1

	Household Members 

	Total men
	4

	Total women
	4

	Age range
	28-60

	Number of farmers
	6

	Number of housewives
	2

	Average number of children per household
	4

	Number of households (i.e. respondents) with children ages ≤17 years
	6

	Problems with water and electricity noted by household respondents 
	3 households have no problems with water or electricity

4 households have problems with water and electricity

1 household does not have water problems but has electricity problems


Table 13. Characteristics of Respondents in Khatlon, A. Jomi
	Khatlon, A. Jomi



	Facility Managers

	Total men
	2

	Total women
	2

	Age range
	31-54

	Health Workers,  SSIs

	Total men
	1

	Total women
	7

	Age range
	23-68

	Number of nurses
	5

	Number of midwives
	1

	Number of doctors
	2

	Community Stakeholders

	Total men
	3

	Total women
	4

	Age range
	40-68

	Number of teachers
	3

	Number of farmers
	1

	Number of pensioners
	2

	Number of healers
	1

	Household Members 

	Total men
	5

	Total women
	4

	Age range
	39-74

	Number of teachers
	1

	Number of farmers
	1

	Number of pensioners
	6

	Number of disabled
	1

	Average number of children per household
	6 (5.7)

	Number of households (i.e. respondents) with children ages ≤17 years
	8

	Problems with water and electricity noted by household respondents 
	8 households have problems with water and electricity
1 household does not have water problems but has electricity problems


Table 14. Characteristics of Respondents in Khatlon, Farhor
	Khatlon, Farhor



	Facility Managers

	Total men
	2

	Total women
	2

	Age range
	44-57

	Health Workers,  SSIs

	Total men
	0

	Total women
	8

	Age range
	24-56

	Number of nurses
	5

	Number of feldshers
	3

	Community Stakeholders

	Total men
	5

	Total women
	3

	Age range
	41-69

	Number of teachers
	5

	Number of farmers
	1

	Number of head of mahallah
	1

	Number of Mullahs
	1

	Household Members 

	Total men
	3

	Total women
	5

	Age range
	48-62

	Number of farmers
	3

	Number of housewives
	2

	Number of cleaners
	1

	Number of teachers
	2

	Average number of children per household
	6 (5.8)

	Number of households (i.e. respondents) with children ages ≤17 years
	5

	Problems with water and electricity noted by household respondents 
	5 households have no problems with water and electricity
3 households do not have water problems but have electricity problems


Table 15. Focus Group Discussion Respondents 
	Sogd, Asht FGD

	Location of FGD
	Manager’s room

	Type of respondent
	Doctors

	Number of respondents
	4

	Number of female respondents
	1

	Number of male respondents
	3

	Age range of respondents
	33-46

	Number from RHC and HH
	4 RHC


	Sogd, Asht FGD

	Location of FGD
	Room in RHC

	Type of respondent
	Nurses

	Number of respondents
	8

	Number of female respondents
	8

	Number of male respondents
	0

	Age range of respondents
	32-40

	Number from RHC and HH
	7 RHC, 1 HH


	Sogd, Gonchi FGD

	Location of FGD
	Manager’s room in RHC

	Type of respondent
	Doctors

	Number of respondents
	4

	Number of female respondents
	1

	Number of male respondents
	3

	Age range of respondents
	31-58

	Number from RHC and HH
	4 RHC


	Sogd, Gonchi FGD

	Location of FGD
	Facility Manager’s room 

	Type of respondent
	Nurses

	Number of respondents
	4

	Number of female respondents
	4

	Number of male respondents
	0

	Age range of respondents
	41-55

	Number from RHC and HH
	4 RHC


	Khatlon, Farhor FGD

	Location of FGD
	Room in RHC

	Type of respondent
	Nurses

	Number of respondents
	6

	Number of female respondents
	5

	Number of male respondents
	1

	Age range of respondents
	24-42

	Number from RHC and HH
	5 RHC, 1 HH


	Khatlon, Farhor FGD

	Location of FGD
	Room in RHC

	Type of respondent
	Doctors

	Number of respondents
	3

	Number of female respondents
	0

	Number of male respondents
	3

	Age range of respondents
	48-65

	Number from RHC and HH
	3 RHC


	Khatlon, A. Jomi FGD

	Location of FGD
	Room in RHC

	Type of respondent
	Doctors

	Number of respondents
	3

	Number of female respondents
	0

	Number of male respondents
	3

	Age range of respondents
	48-62

	Number from RHC and HH
	3 RHC


	Khatlon, A. Jomi FGD

	Location of FGD
	Room in RHC

	Type of respondent
	Nurses

	Number of respondents
	5

	Number of female respondents
	3

	Number of male respondents
	2

	Age range of respondents
	21-27

	Number from RHC and HH
	4 RHC, 1 HH


Appendix B. Additional Themes of Interest
Theme 7: Health Workers as Symbolic Representatives of the Community

One important, and unexpected, theme that emerged was the emphasis community members—whether stakeholders or household members—placed on health workers as members of the community themselves. Residents involved health workers in personal family events or community events. Health workers, and health centers, became both real and symbolic sources of social support for communities, especially in the absence of other forms of support and resources. As one respondent said: This health center is our support. A number of community member respondents expressed gratitude for health workers, as they make themselves available, respect the community, try to help people, and are part of the community themselves. A teacher from Farhor explained that there is mutual respect between health workers and their beneficiaries, as they are all members of the community together: 

[T]hey are the children of this community. . . They did not come from another place, they are not from another community, even if they were from another community, a person’s respect is in his own hands, if he respects himself, others will respect him.
A household member from Asht explained that community residents are often relatives of health workers, thus reinforcing a close connection: 

Well, as I said, most of them are related to each other, of course positive in our village, don’t know about other places, at district level? People in our village are mostly relatives of each other. When you telephone them and call them to quickly come someone is not well, they come immediately.   

This mutual respect is reflected in the contributions community residents have made to rebuild and renovate health facilities. Community residents have self-financed facility renovation projects and actively work to improve conditions in their communities. One community stakeholder explained that he helps people in his village who cannot afford to pay for medications by collecting money from other residents.

A school director from Farhor talked about the importance of medicine to social progress, perhaps underscoring the symbolic importance of health workers to perceptions of community functioning and success. Further, with large numbers of men working in Russia as labor migrants, health workers become the main moral support of the community:
Generally nowadays a health worker is seen as a teacher in society because we can not  do without medicine, if to make a step ahead you will see that society needs this, when the majority of our men are in the labor migration  they think that tabibs are the main support of the community, just imagine brother that about 80 percent of the population of this community is in labor migration, there are families which are in labor migration for many years, there are women who suffer because of these separations and in this moment the main moral support for these families are  health workers who try to help them both by medication and kind warm words.
This respondent also explained that it is important for doctors to first heal with words and kindness. A positive relationship is the first step, which health workers demonstrate. 

Mostly they [health workers] have good fellowship with people. They say that tabib [healer] first must treat patient with good fellowship, then with medicine. Tabib must start his first contact service with kind words and raising the morale because in my opinion there is nothing better than a kind word. Our tabibs have these qualities for they are mothers themselves and treat children gently.
However, one respondent, who is a mullah from A. Jomi, did not trust doctors and felt that doctors nowadays mostly wrote prescriptions that might not necessarily help. Without adequate training or access to equipment, he did not feel that doctors could be effective:
Well, now doctors do not inspire confidence, they just examine by placing hands on the heart [data collector’s note: most likely the respondent has in mind checking pulse or blood pressure] and say, "Oh, no, you have not long to live." No diagnosis, no delivery of analyses and integrated approaches, on what bases they do their verdicts is unknown. . . These scientists are almost gone. And now we have doctors who received their diplomas for a bribe, and their views do not inspire confidence. To whom we should complain? There is no one to whom we could complain.

This respondent seemed to lament ongoing social change and saw doctors as representative of this. Overall, most respondents, both community stakeholders and household members, seemed reluctant to criticize health workers, who were members of their own community, did their best given limited resources, and were mostly effective. There was a sense of camaraderie that was expressed, as this community stakeholder from A. Jomi responds when asked about any instances of health workers treating people poorly: 


I have never heard about such situation, they are also our inhabitants, how they can treat badly their home-folk? We have respectful and trustful relations.
Similarly, when a household member in Asht was asked about payments made to health workers, he explained that health workers cannot be expected to work without direct payment, especially when they travel to residents’ homes: 

How he can do his job for free? how? Free, free, when you stay at hospital and nurses look after you, there is price list then it is free. But this man has to walk to the other end of the village and comes to help you? And you want it to be free of charge?
Health workers, facility managers, and community stakeholders all mentioned a desire for regular community meetings between health workers and community members in order to contribute to the monitoring of doctors’ work, share assessments of quality of care, and participate in education campaigns. 
Theme 8: Care-Seeking Behaviors Among Household Members 

Care-Seeking and Perceived Severity of Illness

Household members described mainly accessing RHCs for more serious illnesses or health problems or when referred there by a health worker at the HH. Routine care was accessed at the HH or through home visits. One respondent explained that a positive aspect of the HH is that it is close by and the treatment usually helps. Patterns of care-seeking to HHs were also affected by severity of illness. A household member from Gonchi describes the impact of illness severity on care-seeking decision-making: 
If gotten ill what can you do, there is a pharmacy, buy medicine. If the illness goes into the severe stage we go to the hospital. Some illnesses that can be treated at home feldsher comes to our home, treats on time. This is the sphere of medicine....

In the case of acute problems such as infectious diseases and prolonged fevers, health facilities were quickly accessed and care-seeking could be described as a uni-directional linear pathway with a clear end-point at treatment and medication. However in the case of chronic problems, such as hypertension, respondents described making routine visits to facilities, when necessary, along with substantial home-based care and management. Care-seeking was thus more of a cyclical process. For example, a 55 year old man in Farhor described treating his mother’s hypertension. An initial visit was made to the HH and the condition was then managed at home with medication purchased at the chemist’s shop. Return visits were made to the HH if there were additional problems or if his mother’s symptoms were not alleviated by the medication. Overall, respondents described accessing the RHC for more serious illnesses and calling doctors for home visits for problems that were perceived as less severe, such as influenza or childhood illnesses.
Care-Seeking Decision-Making

There was no clear consensus about whether men or women made decisions about health care in the household. Overall, respondents expressed that multiple family members play a role in decision-making and/ or care-giving to family members. In general, care-giving for illnesses, including decision-making about treatment, usually fell to female members of the household. However, these decisions were often made in consultation with other family members, including women’s husbands or sons. Some male respondents identified themselves as the primary decision-makers, while others identified mothers-in-law. One male respondent identified the man as being responsible for making decisions about payments for health care. This same man explained that he did not know which medications were in their house, as this was the responsibility of his wife. Further, he explained, men should not get involved in the details of women’s health matters or other family members’ visits to facilities. He explained that since the HH is located close by, women can visit the doctor directly at any time and do not need to inform men about this. This suggests that women may make independent care-seeking decisions for themselves, although other respondents’ descriptions contradicted this. What seems more evident is that men did not feel that it was their role to get involved in the details of care-giving and treatment. 

Home Management of Illness

Household members described balancing self-care and home management of health problems, often chronic problems such as hypertension, with occasional visits to the HH and routine check-ins with health workers through home visits. One respondent explained that patients with hypertension are always under the supervision of doctors. Another said that it is easy for people in the community to monitor their blood pressure on their own. She explained that almost every family has sent an adult child to Russia for labor migration, and while there, these children send their parents tonometers and blood pressure gauges (sphygmomanometers). Older adults are thus able to self-monitor and make decisions about when consultations with a doctor are necessary. Home management after consultations with health workers seemed to be a preferred model, rather than, for example, regular visits to a facility to assist with management of a chronic problem. 

The importance of the home could also be found in descriptions of causes of health problems, whether it be hypertension in an elderly woman that was linked to her granddaughter’s accidental burning and death in the home, or, to childhood diarrheal diseases linked with water sources near the home. One female respondent associated occurrence of children’s diseases with the carelessness of women and the inability of women to properly look after their children. Several respondents explained that it is a woman’s responsibility to help with patient care-giving. One household member in Gonchi described a woman’s role in care-giving as maintaining tidiness in the home and cooking appropriate food, whereas a man’s role is to supply medicines, transport individuals to the doctor, and make decisions about buying medications. Some respondents had medical training or described having family members with medical experience; this knowledge was helpful when it came to care-seeking decision-making and home management of illness. Several respondents, particularly in Sogd, described home remedies such as oil treatments or herbal remedies including honey and yellow flower, or fruits including lemon, pomegranate, briar fruit, cherries, and apricots. 
Use of Traditional Healers

This analysis did not investigate community members’ use of traditional or folk community healers, called tabib or kinachi, in depth, although these responses are available for future analyses. Only occasional mention was made of traditional healers in the current transcribed data. More responses were available from the Sogd data than from the Khatlon data. Several respondents explained that kinachi and mullahs are used in the care-seeking process. Respondents explained that kinachi may be accessed before doctors or after, if formal care did not help. A few suggested that kinachi are sought for minor problems such as headaches. A couple of respondents in Sogd explained that kinachi are more available and require smaller payments than doctors at health facilities. One respondent in Sogd was a kinachi herself, and she explained that people turn to her to receive cheaper care, as kinachi do not have set prices and will accept anything as a reward for services. Another said that she visited a kinachi who asked for a sheep as compensation for help with child delivery. This respondent also knew of another person who gifted a healer with an Opel car in return for services received. A community stakeholder in Asht explained that if people hear that a kinchai solved a problem, then they will immediately seek that person’s help.
Several respondents in both Sogd and Khatlon explained that there are kinachi available, but they do not trust or believe in them. A community stakeholder in Khatlon claimed there are no kinachi in the village, although another stakeholder from that village was a kinachi. One respondent explained that since the Soviet period people know to go to doctors for medical treatment. A household member in Khatlon explained that tabibs are unpopular and are only addressed after visiting health facilities, presumably, if health workers were not able to alleviate a given problem. This respondent suggested that traditional healers might help with mental diseases and that there are some mental illnesses that only prayer can solve. Other respondents in Khatlon also said that the help of kinachi, tabib or mullahs are sought for mental diseases or “diseases of the nervous system.” In those cases, a mullah can say prayers or dua, which helps these kinds of conditions.
Theme 9: Gender of Facility Managers 

The majority of health workers and facility managers in Khatlon stated that gender was not a factor in determining quality of care, and medicine was a sphere where gender did not matter. However, in Sogd more respondents expressed mixed opinions about whether a manager should be a man or a woman. In Khatlon, a few respondents did prefer one sex over the other. A couple of respondents stated that a male worker was stronger. A female manager of a HH in Farhor explained that she preferred a male manager, as residents do not view women as managers or leaders and will respect a man’s instructions more. Similarly, a health worker in Sogd felt like she could talk to her manager whenever she needed to, including about life problems, but would have preferred for her manager to have been a man, as she felt that a only a man could be a good manager. Most respondents in Sogd suggested that a male manager was more appropriate and effective. Reasons for this preference included: perceptions of more respect for men, more serious and commanding behavior from male workers, and the necessity of working with local politicians. One respondent in Sogd suggested that people have negative opinions about women who work or who are managers. In addition, respondents did not believe that women could effectively balance managerial duties with housework and child-rearing responsibilities. However, a female facility manager of a HH in Sogd said that she was able to work in both spheres without difficulty.  But a female health worker in Khatlon described having difficulties delivering reports to the district when it is late, although she did not feel in danger at this time. 


Several respondents in Sogd believed that a female manager would be better. One explained that in the presence of a female manager, male health workers behave better and adhere to order. If the manager is a man, especially a young man, male staff members feel like they are all friends and may show disrespect and not follow directions. Another explained that a female manager is more sensitive and may also be better able to communicate and work with female health workers. A respondent in Khatlon said that female patients prefer female doctors, and several explained that educated women could certainly be managers and were respected by male colleagues. 


A few respondents said that the gender of a manager does not matter, although one suggested that it was necessary to interact differently with managers depending on their gender. Another said that managerial qualities are what is most important, not gender, and that a manger should not police his employees, but rather help them to understand their mistakes. 
Theme 10: Willingness to Leave Phone Numbers
Respondents were asked whether they would consider having a study team member follow up with them to find out about their experiences at health facilities. Many respondents did not clearly understand this hypothetical question; some interpreted it as having to do with health workers following up. Some said they did not know or could not answer at this point. Overall, more men than women were willing to have someone follow up with them, and more men than women said that the gender of the caller did not matter. However, most preferred gender congruency. In addition, most preferred to be called by someone that they knew, and some said that they would not be able to speak to someone they did not know. One woman from Sogd explained that she screened her calls and would not pick up the phone if she did not recognize the number. She explained that her husband would not allow her to speak to someone she did not know, as he gets jealous. Finally, one man in Sogd said that it would be better if the caller spoke Uzbek.
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