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I was asked to give an overview of patterns of mortality and morbidity in the countries that 

previously were part of the Soviet Union, with special reference to the health sector. This is a 

very ambitious task as this region covers countries as diverse as the Baltic states that are due 

to join the European Union in June this year whereas the poorest FSU now show 

characteristics associated with developing nations, and countries such as Georgia, Moldova, 

Kyrgyzstan and Tajikistan are being considered low income countries. This presentation will 

be focusing on mortality and morbidity in the central Asian republics since these have not 

been covered in-depth in the background paper to this session – for several reasons as will be 

seen later. The presentation draws, mainly, on work undertaken by the European Observatory 

on Health Care System on health care in central Asia. 

 

Setting the context 

The five central Asian republics (CAR) gained their unexpected independence in 1991, upon 

the dissolution of the Soviet Union. Countries in this region are facing numerous challenges 

and I just want to stress two challenges: 

 

The collapse of the SU and, alongside, the Soviet production system had severe consequences 

for the economy in central Asia, with each country experiencing economic depression and 

rapid inflation, with negative economic growths until the mid-1990s, with consequences for 

health care spending. Some countries experienced economic growth since, most notably 

Kazakhstan and Turkmenistan. There was, however, little change in Tajikistan, where the 

combined public expenditure on health care and education is now less than expenditure on 

debt service. 

 

Since independence, poverty has increased dramatically in the five central Asian republics. 

And because of shrinking government health budgets, households now pay much more for 

health care services that had previously been virtually free (both official charges and informal 
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under-the-table payments). Growing evidence suggests that many poor people can no longer 

affords access to ‘free’ health care.  

 

Mortality patterns  

Turning to health: Central Asia has an unusual pattern of mortality and struggles with the 

double burden of infectious and non-communicable disease. However, there is relatively little 

published research on mortality and its determinants in this region available. Aggregate data 

on mortality are published by the World Health Organization but there is considerable 

concern about the validity of data.  

 

If we look first at life expectancy at birth as published by WHO/EURO, we find that before 

1991, among men, life expectancy was broadly similar to that in Russia. After about 1992 life 

expectancy at birth fell in all countries. The dramatic decline in Tajikistan in the early 1990s 

coincided with civil war. In addition to about 60,000 deaths from communal violence, the war 

also led to mass movements of population and major weaknesses in death registration, 

preventing from meaningful analysis of the data available. 

 

Apart from Tajikistan, the steepest declines in male life expectancy were seen in Kazakhstan 

and Kyrgyzstan, both of which following the pattern seen elsewhere in the FSU, whereas 

Uzbekistan and Turkmenistan experienced more gradual declines.  

 

Similar to men, female life expectancy at birth before 1991 was again broadly similar to that 

seen in Russia, except for Turkmenistan where it was consistently about four years lower than 

in the other republics. In contrast to men, women in all countries experienced steep falls in 

life expectancy in the early 1990s, mirroring the pattern seen in Russia at that time. In 1994, 

female life expectancy was lowest in Turkmenistan.  

 

As already mentioned, the data presented so far are based on those reported by the countries 

to WHO. As pointed out already there is considerable concern about the validity of these data. 

Recent figures by the World Health Organization estimated completeness of mortality data 

covered by the vital registration systems in 1999/2000 at around 78% in Tajikistan (coverage: 

49%) and Turkmenistan (75%) up to 85% in Kazakhstan and Kyrgyzstan (74-78%). These 

estimates relate to adult deaths only. Completeness of child deaths is likely to being even 

lower in many of these countries.  



3 

A recent study by the UNICEF Innocenti Centre in Florence showed that in several FSU 

countries estimates of infant mortality rates calculated from survey data were considerably 

higher than the official rates, up to three times in Uzbekistan, with notable differences also 

seen in Turkmenistan, Kazakhstan and Kyrgyzstan as well as in the Caucasus. These 

differences persist even after accounting for possible limitations of the survey estimates, 

suggesting that infant mortality rates in the countries concerned are likely to be (significantly) 

higher than the officially reported rates. This is due to several reasons, including the definition 

of a live birth used and poor coverage of births and deaths through vital registration systems. 

This has important implications for the calculation of summary measures such as life 

expectancy at birth where infant mortality has a disproportionately large impact. 

 

The World Health Organization therefore produced estimates of life expectancy at birth for 

the World Health Report, starting from year 2000, that take account of incompleteness of vital 

registration systems. According to these estimates, ‘true’ life expectancy at birth in the CAR 

is about three to four years lower than the official reported figure. Using these estimates, by 

2001, life expectancy at birth in Kazakhstan and Turkmenistan was 58.9 years and thus, along 

with male life expectancy in Russia, lowest in all of Europe (Tajikistan: 59.9; Kyrgyzstan: 

60.1; Uzbekistan; 62.7). Among women, life expectancy was also lowest in Turkmenistan, at 

66.5 years and Tajikistan, at 66.9 years (remainder: 67-68 years). Thus, in these regions, men 

can expect to live almost 20 years less than those in Sweden whereas women will, on average, 

live 15 years less than their Swedish counterparts. 

 

Keeping the strong concerns about the quality of official data in mind, and in the absence of 

other data sources, I would now like to discuss some of the reasons for the mortality gap to 

the west. As can be inferred form the survey estimates on infant mortality, the mortality gap is 

due, in part, to higher mortality in early childhood, which, albeit considerable declines in 

recent years in some regions, continued to exceed the EU average by four to six times by the 

end of the 1990s. This importance of infant/child health has already been highlighted by 

several panellists during this conference. However, what seems to be often overlooked is that 

there is also a substantial mortality gap at adult ages. Thus, standardised death rates from all 

causes among those aged 65 and more increased substantially in all CAR after 1991 until the 

mid-1990s, with only small improvements since, expect for Turkmenistan and possibly 

Tajikistan. By 2000, corresponding death rates were still higher than pre-1990 and exceeded 
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the rates seen in the EU by up to 70%. However, this is again likely to be an underestimate of 

the true mortality levels in this region. 

 

Substantial impact has specifically been on those at working age, especially men in 

Kazakhstan and Kyrgyzstan, who followed, broadly, the pattern seen in Russia, and women in 

all central Asian republics. However, among men there is wide diversity in actual mortality 

levels within CAR, ranging from 700 deaths per 100,000 population in Tajikistan (1999) 

(about the same level as in Czech men that year) up to 1523/100,000 in Kazakhstan, only 

slightly lower than the levels seen in Russia and, thus, the second highest mortality level 

among 25-64 year old men in Europe in 1999. There was less diversity among central Asian 

women, who, alongside with women in the European part of the FSU (except Baltic states), 

show the highest levels of adult mortality in all of Europe.  

 

Causes of death 

The high mortality levels among women at working age are only partly due to higher levels of 

maternal mortality, mostly related to abortions. However, data have to be interpreted with 

considerable caution as maternal mortality is likely to be underestimated even in countries 

with good vital registration systems. Estimates range from about 33 maternal deaths per 

100,000 live births in Uzbekistan up to 50/100,000 live births in Kazakhstan in 2001, 

compared to about 6/100,000 in the EU. 

 

Other contributors to the health gap with the west include cardiovascular mortality, cancer 

and injuries. Looking at causes of death again poses some challenges as there is relatively 

little evidence about the quality of corresponding data before and after 1991. In the former 

Soviet countries there has been a marked increase in the use of non-specific codes – in 

particular at the expense of deaths from suicide and homicide and it is likely that this is also 

the case in CAR. Therefore, data have aga in to be interpreted with caution. As certification of 

death tends to be more reliable for younger ages the following analysis will focus on patterns 

of mortality under the age of 65. 

 

Cardiovascular disease is the largest contributor to the gap in mortality between this region 

and western European countries. Since the early 1990s, rates have increased steeply among 

men in each country, but this has been especially dramatic in Kazakhstan, where it has risen 

by about 50% between 1991 and 1996 and has changed little since. Similar changes were 
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observed among women, albeit at lower levels. There is now increasing evidence that alcohol 

consumption has played some part in these fluctuations. The overall higher level of 

cardiovascular mortality compared to the EU average is likely to be due to differences in 

traditional cardiovascular risk factors that are more frequent in the central Asian region such 

as smoking, a diet high in saturated animal fat, and, in some areas, a diet that is extremely low 

in antioxidants. In addition, differences in the quality of medical care as regards treatment of 

cardiovascular disease and in particular poor detection and treatment of high blood pressure, a 

major risk factor for both ischaemic heart disease and cerebrovascular disease may play some 

part.  

 

Cancer is also a major contributor to the mortality gap with the west, although for Kazakhstan 

and Kyrgyzstan only, whereas the other CAR tend to show lower levels of premature cancer 

mortality. The high levels seen in Kazakhstan and Kyrgyzstan are due to both smoking-

related cancers and other cancers, with death rates from lung cancer among men being about 

twice as high as those seen in the EU. Research in Russia and Ukraine has shown that the 

recent fall in mortality from this cause of death appears to reflect changes in smoking rates in 

the post-war period, and it is expected that they will rise again soon. To date, smoking-related 

cancers are still relatively low in other central Asian republics, particularly among women, 

but this is likely to change considerably in view of the extremely intense marketing efforts by 

transnational tobacco companies. Their symbols are almost ubiquitous in many cities and they 

are actively targeting young people by, for example, sponsoring discos, admission to which is 

conditional on presenting a used cigarette pack! 

 

The third leading contributor to the mortality gap with the west is injuries and violence. As 

with cardiovascular disease, alcohol is often an important proximate cause. There have been 

spectacular increases in Kazakhstan and Kyrgyzstan since independence, while rates in 

Turkmenistan and Uzbekistan (although high) have remained relatively stable. Kyrgyzstan 

has experienced decline in mortality from injuries since the mid-1990s.  

 

Morbidity patterns  

There is very limited information available on morbidity levels and these are usually more 

problematic than mortality data. Information available is essentially limited to infectious 

diseases. Of particular concern are tuberculosis, STIs and HIV. Thus, the incidence of 

tuberculosis has risen everywhere, with little indication of decline in most parts of the region.  
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Another cause of concern is the substantial increase in reported syphilis incidence again in all 

parts but particularly in Kazakhstan and Kyrgyzstan. There is some concern whether the 

recent reported declines do reflect a ‘true’ fall in rates or, as has been suggested for Ukraine 

and Russia, is due, at least in part, to patients increasingly seeking treatment in private 

facilities and are therefore not officially reported. While relatively low in global comparison, 

reported HIV rates have been rising extremely fast in many parts of the FSU including 

Kazakhstan and recently also Uzbekistan. Future increases in other parts of the region are 

likely because of the dramatic increase in IV drug use, facilitated through the proximity of 

this region to Afghanistan, which is the source of up to 80% of the heroin supplied to Europe, 

and much of it is transported through Kyrgyzstan and Tajikistan. The number of IV drug 

addicts in Kyrgyzstan is estimated to have risen four-fold during the 1990s and (UN/OSI) 

survey estimates suggest that up to 50% of drug users in Osh were infected with HIV.  

 

As in Russia and the Ukraine, the breakdown in immunisation programmes in the early 1990s 

contributed to outbreaks of diphtheria, although these have now been brought under control.  

 

There have been only few studies on specific diseases, with the exception of anaemia, which 

is reported to be high among women in the region.  

 

Indirect evidence on the overall burden of disease in central Asia comes from recent estimates 

of Health-adjusted life expectancy at birth or HALE as used by the World Health 

Organization. This indicates that not only do the peoples of central Asia have to expect to 

having a shorter live than those in the west, but also of the expected lifespan the time spent in 

full health will generally be shorter, in case of all CAR substantially so for both men and 

women. This suggests that the peoples in CAR carry the highest burden of disease in Europe. 

 

Many of the risks to health in this region have been mentioned already, including smoking 

and consumption of alcohol along with elevated blood pressure and overweight in many parts 

of the region. However, specifically in central Asia, important risks are also posed by some 

environmental factors such as unsafe water and hygiene or lead exposure as well as childhood 

and maternal undernutrition that account for a much higher disease burden than elsewhere in 

Europe.  
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Health care  

The central Asian republics have inherited the particularly inflexible Soviet model health care 

system, which were no longer meeting the health of their populations and have faced the 

enormous challenge of sustainable health sector reforms despite drastically shrinking public-

sector revenues. By the mid-1990s, all the central Asian republics were beginning to 

restructure their systems. Most countries drew up national plans for health care; the reform 

agenda, driven primarily by drastic cuts in health care budgets, was also influenced by a 

belated recognition of the decline in the health of their populations.  

 

Health sector reform has not been easy, however, in part reflecting the lack of institutional 

capacity. Under the Soviet system, many important decisions were made in Moscow, thus 

giving republican health ministries a very limited role. Although their roles have now changed 

substantially, most health ministries remain very small and are frequently seen as relatively 

low in the hierarchy of ministries. Much thought and effort has been spent on health care 

reform such as the introduction of new payment methods in some countries or addressing 

training needs of the medical workforce through changes to medical curricula and retraining. 

However, progress has been difficult, given the adverse economic climate. Much still needs to 

be done to develop and implement sustainable and fair systems of financing and appropriate 

means of health care delivery. 

 

Public health 

Reforming the health care sector is only one of the many challenges these countries are 

facing. Challenges also include the public health responses to major causes of disease such as 

tobacco or alcohol. For example, despite the enormous burden of avoidable mortality 

attributable to alcohol in the former Soviet Union, there are few examples of policies to tackle 

it. Similarly, while nutrition in many countries is improving because of the opening of 

markets, this change is taking place without any involvement by the health sector. 

 

Our background paper to this session has highlighted in particular the role of transnational 

tobacco companies that have invested substantial amounts to get into the markets across the 

region. There is evidence that this already had an impact on smoking rates, especially among 

young women in urban areas, with rising smoking rates during the 1990s, with consequences 

for the future burden of disease in this region, already seen in some parts of the region, for 

example the Czech Republic and Hungary.  
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Conclusion 

This overview has shown that there is still a substantial unfinished agenda in public health in 

central Asia – as in many other parts of the FSU. While much has been achieved in many 

parts, there is still some way to go to achieve the levels of health enjoyed in western Europe. 

Moreover, new threats, in particular HIV and resistant tuberculosis and the predations of the 

global tobacco industry, are apparent.  

 

Tackling these problems requires a whole set of measures including: 

• Creating conditions for sustainable economic growth 

• Need for institution-building based on democratic principles 

• Development of civil society – which also includes the move of many societies to 

more political freedom 

• Need for effective health care reform to ensure access to effective and responsive care 

for those in need 

• Development of a strong public health capacity 

• Need for strong and effective leaders who can be advocates for healthy public policies. 

However, the often-cited solution, retraining, has been of only moderate success and, 

regrettably, it has often been necessary to accept that some changes may take a 

generation to unfold. 

• This means engaging with governments and international agencies to change the 

agenda so that public health is seen as a priority. 

 


