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VACCINE NEEDS ASSESSMENT 
  
A. COVID-19 Pandemic and Emergency  
  
1. The global pandemic. The coronavirus disease (COVID-19) has spread rapidly from the 
People’s Republic of China (PRC) since December 2019 to almost all countries.1 The World 
Health Organization (WHO) declared the COVID-19 outbreak a public health emergency of 
international concern on 30 January 2020, and a pandemic on 12 March 2020 following local 
transmission outside the PRC, based on criteria set out in the International Health Regulations.2 
New pandemics occur regularly and set in motion international and national measures to contain 
and mitigate health and socioeconomic impacts. The pandemic is far from over given low 
population immunity, with over half a million new cases and 10,000 deaths per day. COVID-19 
mutations are likely to result in increased transmission in 2021.  
 
2. As of 3 May 2021, 153,582,000 people had been diagnosed with COVID-19 and almost 
3.2 million had died from it. Considering limited testing capacity, the total number of infected 
persons is likely much higher. The infection fatality rate is estimated at 0.5%–1.0% and the case 
fatality rate 2.0%–3.0% in capable hospitals.3 Case management remains mainly symptomatic, 
but staff are learning how to better manage COVID-19 patients, and several medicines appear 
to reduce complications and speed up recovery. 

 
3. The rapid increase in inpatients overwhelmed hospitals across the globe and distressed 
hospital staff, necessitating public measures such as social distancing, face masks, and 
lockdown measures. Non-pharmaceutical interventions, which resulted in lockdown measures, 
damaged the service sector, leading to higher unemployment, negative gross domestic product 
(GDP) growth, overall economic contraction, and the upending of social life. The pandemic has 
triggered a global surge in vaccine development. Within less than a year, the first vaccines 
became available and vaccination has started, which will help reduce the COVID-19 burden and 
achieve herd immunity by 2022. 
  
4. The pandemic in Tajikistan. Tajikistan was one of the last countries to report cases, on 
30 April 2020, although the government had started taking measures as early as February 2020.  

 
5. According to publicly available official data, the peak of the disease was observed in mid-
May. Since then, the pattern of COVID-19 incidence has been stable without a surge. As of 28 
February 2021, the country had reported a total of 13,308 detected cases since the beginning of 
the pandemic and 90 deaths. 4  However, considering the limited number of available tests, 
especially at the beginning of the outbreak, the actual number of cases is likely to be significantly 
higher. The pandemic has spread nationwide as the country has limited surveillance, control, and 
treatment capacity.   
 

 
1  COVID-19 is a zoonosis caused by the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), one of 

three known coronaviruses, mainly transmitted by respiratory droplets and contact and which cause respiratory 
disease epidemics with or without systemic complications. Unlike its predecessors, COVID-19 has much greater 
virulence (disease-producing power) because of its high capacity to transmit between humans despite its much 
lower pathogenicity than that of its siblings.  

2  World Health Organization (WHO). 2007. International Health Regulations (2005). June. 
3  WHO. 2020. Estimating Mortality from COVID-19 . Scientific Brief. 4 August. 
4  Ministry of Health and Social Protection of Population. Single National Coronavirus (COVID-19) Portal (accessed 3 

March 2021). 

http://www.adb.org/Documents/RRPs/?id=55078-001-2
https://www.who.int/news-room/commentaries/detail/estimating-mortality-from-covid-19
http://www.covid.tj/
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6. Data on the cases have been limited and unreliable. Infections spiked sharply in May 
2020, with a week of more than 200 new cases each day. Shortly after, the number of new cases 
dropped dramatically. By June 2020 and continuing the rest of the year, new cases remained 
steady at fewer than 50 per day. They began to dip again in December and were at 0 by 
December 30.  Since 10 January 2021, a few laboratory positive cases are being registered 
sporadically.  
 
7. An important indicator to measure the actual spread of COVID-19 and to capture the 
cases that are otherwise missed because of lack of testing is the data on number of pneumonia 
cases (Figure 1). Comparing the data for 2020 to trends in previous years could provide a better 
picture of the COVID-19 situation. While pneumonia cases remained stable during 2017–2019, 
at 45 or 46 per 100,000 population, in 2020, cases jumped by almost seven times without any 
apparent reason. Such a drastic increase suggests undetected spread of COVID-19.  
 
 

Figure 1: Comparative Incidence of Acute Respiratory Infection, Pneumonia,  
and COVID-19 in Tajikistan, 2017–2020 

(per 100,000 cases) 

 
 ARI = acute respiratory infection, COVID-19 = coronavirus disease. 
 Source: Ministry of Health and Social Protection of the Population.  

 
 
8. Tajikistan has limited testing and contact tracing capacity: only 545,841 tests have been 
made available and 407,841 people out of 9.5 million had been tested as of 28 February 2021. 
There are 12 laboratories (9 public and 3 private) with testing capacity of 3,000 tests each per 
day, established but not optimized because of lack of test supplies and trained staff, and stigma. 
COVID-19 cases are most likely underreported because of lack of testing and tracing capacity. 
The government preferred not to utilize non-pharmaceutical interventions such as lockdowns or 
other restrictive measures such as quarantines because of their devastating economic impact. 
Limited capacity to medically manage COVID-19 cases, and limited medical supply, contributed 
to the severity of the impact of COVID-19, although this conclusion is not necessarily backed by 
the limited data available. Because of the pandemic, 41 hospitals and 14 health resorts were 
reoriented for quarantine and treatment of COVID-19 cases. About 14,400 beds countrywide 
were used for COVID-19 cases during the peak of the pandemic and 3,000 beds were kept as a 
reserve. To date, 3,800 beds in infectious disease hospitals and 1,500 beds are kept as a 
reserve. 
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B. Health Sector and COVID-19 Vulnerability 
 
9. Socioeconomic vulnerability. GDP growth dropped from 7.5% in 2019 to 4.5% in 2020 
because of the pandemic. Tajikistan was categorized as low and middle income in 2016 but is 
now classified as low income. Nominal GDP per capita is expected to drastically drop in 2020, 
from the pre–COVID-19 estimate of $911 to $834.5 Classified as low income at current GDP per 
capita of $834, coupled with weak human capital development (ranked 125th out of 182 countries 
in the Human Development Index) and heavy reliance on remittances, the country is 
exceptionally vulnerable to COVID-19 pandemic shocks. Despite being one of the few countries 
to not have had a nationwide lockdown, Tajikistan has still been hit badly because of the fall in 
remittances and the pandemic’s disproportionate impact on the already poor and vulnerable. 
Current health expenditure remains at 7.2% of GDP, but only 29.6% of health expenditure is 
covered by the government and almost 68% by out-of-pocket payments.6 The government’s 
fiscal deficit has increased further. A large part of the population works in the informal sector and 
depends on daily wages, with no reserve income to manage the pandemic shock. Tajikistan has 
made significant progress in reducing poverty over the last decade, but the pandemic has put all 
development at risk and is expected to drastically reduce remittances and, consequently, 
increase poverty.  

 
Table 1: Country Background, February 2021 

 TAJ LIC LMIC ECA OECD 
Total population (mid-year, 
millions) 

9.5 23.9 58.6 18.4 33.3 

GDP per capita (post–COVID-19) 834 728.0 2,372.0 25,624.0 41,755.0 
Unemployment rate 11.0 12.0 10.8 9.0 7.4 
Infant mortality (per 1,000) 29.6 47.7 30.4 6.0 3.1 
Maternal mortality (per 100,000) 17.0 502.3 215.7 10.8 6.3 
Life expectancy at birth (years) 70.9 62.0 68.2 78.0 81.2 
Hospital beds (per 1,000) 4.7 1.3 2.0 5.4 5.0 
Physicians (per 1,000) 2.1 0.4 0.7 3.5 3.7 
Nurses and midwives (per 1,000) 4.8 0.95 2.1 8.5 10.8 
MMR immunization rate 97.0 62.8 74.8 91.4 91.3 
Complete immunization rate: 
Female  

79.2 54.5 67.9 74.1 -- 

Complete immunization rate: Male  77.4 54.2 68.0 76.8 -- 
Current health expenditure (% of 
GDP) 

7.2 6.4 5.1 7.5 9.1 

Public expenditure on health (% of 
current health expenditure) 

29.6 33.3 49.7 64.2 71.1 

Out-of-pocket expenditure on 
health (% of current health 
expenditure) 

68.4 44.1 38.7 29.9 19.1 

COVID-19 = coronavirus disease; ECA = Europe and Central Asia region; GDP = gross domestic product; LIC = low-
income countries; LMIC = low- and middle-income countries; MMR = measles, mumps, and rubella; OECD = 
Organization for Economic Cooperation and Development; TAJ = Tajikistan. 
Sources: International Monetary Fund. World Economic Outlook; World Bank; World Health Organization. Global 
Health Expenditure Database; and Tajikistan State Statistical Agency. 
 
10. Health services coverage. Basic health-care delivery has expanded and improved 
across the country, but the overall quality of health services remains weak. The under-5 mortality 

 
5 International Monetary Fund. October 2019 (pre-pandemic) and October 2020. World Economic Outlook. 
6 WHO. Global Health Expenditure Database.  

https://www.imf.org/en/Publications/WEO/Issues/2020/09/30/world-economic-outlook-october-2020
https://www.worldbank.org/en/home
https://apps.who.int/nha/database
https://apps.who.int/nha/database
https://stat.tj/en/
http://www.imf.org/%7E/media/Files/Publications/WEO/2019/October/English/text.ashx?la=en
https://www.imf.org/en/Publications/WEO/Issues/2020/09/30/world-economic-outlook-october-2020
https://apps.who.int/nha/database
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rate fell from 114 per 1,000 live births to 43 in 2012 and 33 in 2017.7 Similarly, the maternal 
mortality ratio fell from 48 deaths per 100,000 live births in 2005–2009 to 44 in 2010–2014 and 
32 in 2016.8 The capacity of the government and health system to deal with the outbreaks has 
improved but many challenges remain. A legacy of the Semashko health system is that the 
country has 4.6 hospital beds per 1,000 population, much higher than in other low-income 
countries and close to levels seen in OECD countries.9 The number of physicians per 1,000 is 
significantly higher than in low-income countries and low- and middle-income countries. 
 
11. The government’s commitment to ensuring that the people are vaccinated against 
COVID-19 is evident from levels of immunization coverage attained against measles, mumps, 
and rubella, and extremely high levels of complete immunization. Immunization coverage levels 
are comparable to those of high-income countries, indicating that herd immunity to COVID-19 is 
achievable.  

 
12. Health sector financing. Current health expenditure per capita was $60 in 2018. Out-of-
pocket payments accounted for 68% of the current health expenditure, about $41 per capita. 
Public health expenditure accounted for 30% of current health expenditure and about 6% of the 
government budget. Current health expenditure as a share of GDP stood at 7% in 2018. From 
2012 to 2018, total government expenditure as a share of GDP increased from 24.5% to 31.9% 
but government health expenditure dropped from 6.6% to 6.1%, remaining within 5%–7%. 
Although these figures show a lack of health sector prioritization, COVID-19 has led to a 
significant increase in funding for the health sector. An additional TJS1.6 billion was allocated 
during the pandemic, an increase of 19% compared with current health expenditure in 2018.  
 
C. COVID-19 Vaccination Plans 
 
13. Tajikistan is among the youngest countries, with a median age of 22 years. The 
government will aim for functional immunity through the vaccination of 62.5% of the population 
(e.g., all those above the age of 18). There are no clear guidelines as to the percentage of the 
population that needs to be vaccinated to achieve herd immunity, and national plans may change 
as additional evidence becomes available. An advantage of a younger population is the lower 
death rate during the pandemic, as younger people are less likely to catch severe disease and 
die.  
  

 
7  Statistical Agency under the President of the Republic of Tajikistan, Ministry of Health and Social Protection of 

Population of the Republic of Tajikistan [Tajikistan], and ICF. 2018. Tajikistan Demographic and Health Survey 2017: 
Key Findings. Rockville, Maryland, USA: Statistical Agency under the President of the Republic of Tajikistan (SA), 
Ministry of Health and Social Protection of Population of the Republic of Tajikistan (MOHSP), and ICF.  

8  World Bank. World Development Indicators.  
9  “The Semashko model was built as a multi-tiered system of care with a strongly differentiated network of service    

providers, where each of the five levels corresponded to the severity of the disease (district, central rayon, municipal, 
oblast and federal hospitals) and these were all connected by a sound referral system” (WHO. 2013. Rocky Road 
from the Semashko to a New Health Model). 

https://databank.worldbank.org/source/world-development-indicators
https://www.who.int/bulletin/volumes/91/5/13-030513/en/
https://www.who.int/bulletin/volumes/91/5/13-030513/en/
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Figure 2: Tajikistan Population, 2019 

 
    Source: Tajikistan State Statistical Agency (TAJSTAT).  

 
 

14. In his 26 January 2021 address, the President of Tajikistan noted that an additional 
TJS1.6 billion was allocated from the state budget to the health sector to purchase medicines 
and medical equipment, create temporary hospitals, and support health workers. Introducing the 
COVID-19 vaccine will depend on the vaccine’s availability and when the vaccine is delivered. 
 
15. Through the National Deployment and Vaccination Plan (NDVP), the government aims to 
protect vulnerable groups, interrupt transmission of COVID-19, protect critical social and routine 
health services, create and maintain effective stakeholder communication during planning and 
vaccine administration process, and ensure a high level of awareness and regular monitoring of 
the process. The NDVP builds on the WHO’s Vaccine Introduction Readiness Assessment Tool 
and the World Bank’s Vaccine Readiness Assessment Framework. The NDVP is aligned with 
the WHO’s Strategic Advisory Group of Experts on Immunization on global COVID-19 policies 
and strategies. 

 
16. The Ministry of Health and Social Protection of Population (MOHSPP) approved on 27 
November 2020 the formation of the National Immunization Technical Advisory Group (NITAG) 
to provide the MOHSPP with science-based proposals on immunization practice, such as novel 
vaccines, information and recommendations on new scientific achievements on 
immunoprophylaxis, strategies on prevention and control of vaccine-preventable communicable 
diseases and their epidemiological surveillance, consultancy and training for public experts and 
servants on monitoring of the National Program on Immunoprophylaxis and evaluation of its 
outcomes, and requirements for additional information to improve the development of the 
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immunoprophylaxis policy. Members of the NITAG include representatives from the MOHSPP 
and development partners such as the Asian Development Bank (ADB), the United Nations 
Children’s Fund (UNICEF), WHO, and the World Bank. 

 
17. The estimated total cost to implement the NDVP is $99 million, which includes funding 
requirements for all its components, including vaccines and injection supplies, estimated to cost 
$7 per dose. The NDVP will be funded through various sources, including the government; 
COVID-19 Vaccines Global Access (COVAX); and Gavi, the Vaccine Alliance (Gavi), channeled 
through United Nations Children’s Fund (UNICEF) and WHO. Other donors include ADB, the 
Agha Khan Foundation and World Bank. Gavi, ADB, and World Bank funding will cover about 
40% of the population. The funding gap to cover 62.5% of the population is $32.5 million (32.6% 
of the total amount). The MOHSPP is working to secure additional financing to fill the gap to 
reach functional immunity. 
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Table 2: Development Partner Support and Financing Gap  
($) 

Cost Categories  

Cost of 
vaccinating 

COVAX 
and/or Gavi 

Gavi-
WHO 

Gavi - 
UNICEF 

World 
Bank 

Aga Khan 
Foundation 

Asian 
Development 

Bank Government 
Funding 

Gap 
62.50% of the 

population 
1. Total cost of 
vaccines (including 
15% wastage) 

93,720,313 29,990,436 0  0  8,000,000 0  24,223,550 0  31,506,327 

2. Cost of operation 
(transport, demand 
side, etc.)  

850,198 0  0  5,000 399,075 126,547 182,370 37,640 99,566 

3. Cold chain 
equipment 

1,193,255 0  0  300,000  0 11,493 0  0  881,762 

4. TA + capacity 
costs (include 
training)  

629,636 0  404,440  0 80,000 18,571 126,625 0  0 

5. Maintenance and 
operational costs of 
cold chain 
equipment 
(electricity, water 
supplies, etc.)  

908,316 0      0  0  0  3,006 0  905,310 0 

6. Other costs 
(include 
supervision, 
monitoring, IT, data 
management, 
collection, etc.)  

2,370,624 0 76,257 95,000 750,000 83,012 467,455 880,470 18,430 

Total Cost of 
Vaccination  

99,672,342 29,990,436 480,697 400,000 9,229,075 242,629 25,000,000 1,823,420 32,506,085 

AEFI = adverse events following immunization; COVAX = COVID-19 Vaccines Global Access; Gavi = Gavi, the Vaccine Alliance; IT = information technology; TA 
= technical assistance. 
Source: Republic of Tajikistan, Ministry of Health and Social Protection of the Population. 2021. National Deployment and Vaccination Plan. Dushanbe. 
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18. The MOHSPP is planning to work with the central government and the donor community, 
including ADB, the Aga Khan Foundation, the World Bank, and others to advocate for additional 
fund allocation to fill vaccination funding gaps. A total of 4.2 million vaccine doses will be required 
to introduce the COVID-19 vaccine and vaccinate 20% of the population in 2021. This estimate 
assumes that the vaccination coverage target is 95% and the target wastage rate 15%.  
 
19. The program will be implemented in three stages. Stage 1 will focus on vaccinating the 
first and second priority groups. The first (3% of the total population or 297,817 people) will 
include all health workers and all individuals aged 70 and above. The second (7% of the total 
population or 690,988 people) will include those who are 60–69 years old; people living with HIV; 
and patients with chronic diseases (diabetes, tuberculosis, hypertension, chronic respiratory 
diseases, ischemic heart diseases, and cancer). Stage 2 includes the third priority group (9.41% 
of the total population or 876,857 people), which consists of people aged 50–59 years, and those 
with certain preexisting health conditions (chronic kidney disease, obesity, immunodeficiency 
[including posttransplant patients], and neurological diseases). The group will include teachers 
and academicians (employees of educational and science institutions).10 

 
Table 3: Stages 1 and 2 Target Group  

Phase Target Group 

Size of 
Target 
Group 

Coverage 
Target 

Vaccination 
Target Group 

(persons) 

Required Doses, 
including Wastagea 

(number) 
 

1 Health workers 117,217 95% 
 

111,356 
 

262,014 
 

1 70+ age group 180,600 95% 
 

171,570 
 

403,694 
 

2 60–69 age group 382,600 95% 
 

363,470 
 

855,224 
 

2 HIV patients 
 

9,329 95% 
 

8,863 
 

20,853 
 

2 Patients with diabetes mellitus 34,278 95% 
 

32,564 
 

76,621 
 

2 Tuberculosis patients 11,767 95% 
 

11,179 
 

26,303 
 

2 Hypertension 103,838 95% 
 

98,646 
 

232,108 
 

2 Chronic respiratory diseases 110,530 95% 
 

105,004 
 

247,067 
 

2 Ischemic heart disease 21,375 95% 
 

20,306 
 

47,779 
 

2 Cancer 17,271 95% 
 

16,407 
 

38,606 
 

3 50–59 age group 717,500 95% 
 

681,625 
 

1,603,824 
 

3 Chronic kidney disease 28,460 95% 
 

27,037 
 

63,616 
 

3 Obesity;  
 

3,119 95% 
 

2,963 
 

6,972 
 

3 
immunodeficiency, including 
posttransplant 

 
700 95% 

 
665 

 
1,565 

 
3 Neurological diseases 43,253 95% 

 
41,090 

 
96,683 

 
3 

Education and science sector 
employees 83,825 95% 

 
79,634 

 
187,374 

 
 

Totals  
 

1,865,662  
 

1,772,379 
 

4,170,303 
* Assuming 15% wastage and two doses per person. 

 
10 Republic of Tajikistan, MOHSPP. 2021. National Deployment and Vaccination Plan. Dushanbe. 
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Source: Republic of Tajikistan, Ministry of Health and Social Protection of the Population. 2021. National Deployment 
and Vaccination Plan. Dushanbe. 
 
20. Stage 3 focuses on vaccinating those not covered in the first two stages and who are 
above the age of 18 (42.5% of the total population). Tajikistan has no plans to vaccinate those 
below the age of 18. Stage 3 will be undertaken based on vaccine financing availability outside 
the COVID-19 Vaccines Global Access Facility (COVAX) Advance Market Commitment (AMC). 
The government will receive funds from ADB and the World Bank to vaccinate the population in 
addition to the initial 20%, but there is still a gap in reaching 62.5% of the population.  
 

Table 4: Stage 3 Target Group 
Cohort Number to be Covered Doses Required 

18 to 19  335,600 671,200 

20 to 24  855,100 1,710,200 

25 to 29  847,300 1,694,600 

30 to 34  798,600 1,597,200 

35 to 39  603,700 1,207,400 

40 to 44  475,300 950,600 

45 to 49  423,000 846,000 

Elders 18 to 49  4,338,600 8,677,200 

People with comorbidity  383,920 767,840 

Total for round 3 3,954,680 7,909,360 

Source: Republic of Tajikistan, Ministry of Health and Social Protection of the Population. 2021. National Deployment 
and Vaccination Plan. Dushanbe.  
 
21. The COVID-19 vaccines will be administered by the routine immunization service 
providers, the health workers who have extensive experience in immunization campaigns. The 
Republican Center for Immunoprophylaxis (RCIP) will train primary health-care service providers, 
who will be responsible for administering COVID-19 vaccinations. The training materials will be 
developed by the RCIP and cover all areas related to the vaccine specifics and vaccine 
management, such as basic knowledge about COVID-19 vaccines, vaccine safety and efficacy, 
adverse events following immunization (AEFI), and injection safety and contraindications of the 
COVID-19 vaccine. Staff will be trained in management, such as forecast of vaccines, 
development of immunization micro plans, storage, and handling of COVID-19 vaccines, 
recording and reporting, coverage monitoring, AEFI surveillance, and supportive supervision. 
Training will be carried out through the cascade method, which has proven effective during the 
introduction of new vaccines for accelerating training activities and training of a sufficient number 
of health personnel in a relatively short time. Training will be delivered by specialists from the 
RCIP and its central, regional, and city or rayon branches in collaboration with the Republican 
Healthy Lifestyle Center (RHLC). Staff will be trained in interpersonal communication on 
immunization and in risk communication to strengthen their capacity to promote immunization 
and its benefits not only among target population groups but also the entire society. Training will 
be based on existing training methodologies and curricula, which will be revised and fine-tuned 
to meet new requirements related to introducing the COVID-19 vaccine. 
 
22. Immunization plans will be carefully monitored and followed to ensure vaccine delivery. 
The monitoring system of the national immunization program will undertake surveillance with the 
support of the RCIP, which is mandated to coordinate and implement immunization-related 
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activities, including planning, implementation, monitoring, and evaluation. Locally, regional RCIP 
branches and district immunization centers will conduct data reporting using a bottom-up 
approach, from primary health-care facilities to the national level. The MOHSPP will utilize the 
WHO and the European Centre for Disease Prevention and Control Joint Weekly Data Collection 
Facility on COVID-19 Vaccine Distribution and Vaccine Coverage data collection through The 
European Surveillance System (TESSy). To ensure higher vaccine uptake and cover the priority 
groups as planned, the government will enact additional measures such as vaccination registers, 
reporting forms, tally sheets, tools for vaccination analysis, an electronic system to register 
immunizations, vaccine tracing and distribution, as well as distribution of injection equipment and 
supplies, home-based personal records as reminders for vaccination follow-up, and home visits 
and reminder phone calls. 
 
23. Monitoring AEFI is essential to ensure the safety of COVID-19 vaccines. The RCIP plans 
to revise AEFI monitoring and surveillance forms and train staff to use the new procedures and 
forms. AEFI reporting starts at the health-care facility that detects them first. The responsible 
health worker fills out an emergency notification or reports the case by phone to the central district 
hospital and the district services of the State Sanitary Epidemiological Surveillance Service  
(SSESS). From the district level, emergency information about an AEFI case is sent to the 
regional SSESS, which notifies the national service through the SSESS. The WHO database 
receives data from the SSESS and the RCIP. The regional SSESS investigates AEFI and AEFI 
clusters in conjunction with the RCIP and the SSSHSPP. AEFI causality assessment is 
undertaken by a national AEFI expert committee.  
 
24. Risk communication and response to severe AEFI are critical when introducing the 
COVID-19 vaccine. Medical staff and other stakeholders will be trained to work with the public 
on practical aspects such as answering questions, building trust, creating space for 
communication, and reaching out to mainstream and social media. To keep medical staff and 
other stakeholders up to date on the safety of COVID-19 vaccines, regular updates in leaflets 
and information bulletins will be shared. All updated information will be on the RCIP website. 

 
D. International and Development Partners’ Response 
 
25. Tajikistan is a member of COVAX, one of the three pillars of the Access to COVID-19 
Tools (ACT) Accelerator to speed up the development and manufacture of COVID-19 vaccines, 
and to provide a global platform and risk-sharing mechanism for pooled procurement and 
equitable distribution of COVID-19 vaccines.11 As a beneficiary of COVAX AMC, Tajikistan is 
eligible to receive vaccines for 20% of its population12.  
 
26. The responsibility for strategic decision-making on introducing the COVID-19 vaccine is 
assigned to the Technical Working Group (TWG) created by the MOHSPP in November 2020. 
The TWG’s goal is to bring together various government and MOHSPP officials to ensure the 
proper coordination of all preparatory and implementation activities for the smooth introduction of 
the COVID-19 vaccine. The TWG includes deputy ministers of the MOHSPP; representatives of 
the NITAG, the SSESS, the SSSHSP, the RHLC, and the Republican Center for Medical Statistics 
and Information; and representatives of international development partners, such as ADB, the 
Aga Khan Foundation, UNICEF, the World Bank, and WHO. The TWG is chaired by the first 
deputy minister of the MOHSPP. The TWG is mandated to coordinate and oversee the COVID-

 
11 The Coalition for Epidemic Preparedness Innovations, Gavi, WHO, and the World Bank. 
12 In March 2021, 192,000 of the 624,000 expected doses of AstraZeneca vaccines under the COVAX facility have 

been delivered to Tajikistan. As of May 2021, about 74,000 individuals have been vaccinated with at least one dose. 
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19 vaccination-readiness assessment, preparations, and implementation of the COVID-19 
vaccination plan when vaccines become available. The TWG is involved in development of the 
NDVP and in all issues related to introducing the COVID-19 vaccine. Under the TWG’s 
supervision, the country conducted a vaccine introduction–readiness assessment employing the 
World Bank and UNICEF methodology. 
 
E. ADB Assessment and Response  
 
27. The COVID-19 pandemic had significant social and economic impacts. Economic growth 
contracted from 7.5% in 2019 to 4.5% in 2020. To mitigate the impacts, the government approved 
countercyclical assistance equal to 4.5% of GDP, to which ADB provided $50 million under the 
COVID-19 Active Response and Expenditure Support Program. ADB has provided a $2.5 million 
grant through the Asia Pacific Disaster Response Fund to purchase medical supplies to combat 
COVID-19. ADB involvement in health is not siloed in vaccination; ADB is a main partner of the 
health sector, with the ongoing ADB Maternal and Child Health Integrated Care Project 
(MCHICP) ($32 million) focusing on integrating health care and strengthening the health system. 
 
28. Supporting the government’s efforts is crucial value addition and allows for holistic ADB 
support to fight COVID-19. ADB has convening power beyond the MOHSPP and can discuss 
mobilizing resources with the Ministry of Finance. ADB is a critical partner and key financier in the 
health sector and has the government’s trust. The MCHICP has innovative components that pilot 
critical interventions in maternal and child health. For instance, the project’s behavior change 
communication component has a prospective impact evaluation design to rigorously examine 
what route of information campaigns is most effective in routine immunization of children. Lessons 
from these experiments will be incorporated into the design of behavior change communication 
and social mobilization campaigns for vaccination and other future health operations. 
 
29. The government formally requested ADB for COVID-19 vaccination support on 2 February 
2021. The request is fully aligned with the government’s COVID-19 Country Preparedness and 
Response Plan (CPRP) and the NDVP. An MOHSPP interdisciplinary working group prepared 
the CPRP in March 2020 and the NDVP in February 2021 in coordination with all relevant 
ministries, institutions, and development partners. ADB is providing $20 million from 
reprogramming and $5 million from the Asian Development Fund 13 Expanded Disaster and 
Pandemic Response Facility.  

 
30. The project will vaccinate the target population against COVID-19 by expediting the 
deployment of vaccines to mitigate its negative health, social, and economic effects. The project 
aims to vaccinate priority populations safely and procure and deliver the vaccine to designated 
points. The project will help implement the NDVP in line with the following operational 
priorities of ADB’s Strategy 2030: (i) 1: tackling remaining poverty and reducing inequalities by 
increasing access to COVID-19 vaccines of those most at risk; (ii) 2: accelerating progress in 
gender equality by creating skilled jobs for women; and (iii) 7: fostering regional cooperation and 
integration by breaking the chain of COVID-19 transmission in Asia and the Pacific. The project 
will support the objectives of the NDVP.  

 
31. ADB financing will help procure about 3 million doses, which will be sufficient to vaccinate 
more than 1. 3 million people (assuming 15% wastage rate). The current plan is to procure the 
vaccines through COVAX . Most or all procurement is to be done by UNICEF.  
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32. The project will strengthen the MOHSPP’s capacity to effectively and efficiently manage 
the procurement and delivery of the COVID-19 vaccine ($1.5 million). Consultants will support the 
MOHSSP’s project administration group in project management and/or coordination; 
procurement; financial management and/or disbursement; gender mainstreaming; monitoring and 
evaluation; performance and financial audits; waste management; and impact assessment or 
third-party monitoring, including a satisfaction survey of vaccine recipients.  

 
33. Auditing firms (financial and performance) will be engaged to ensure comprehensive 
fiduciary assurance to ADB on overall project delivery. A consulting firm will be engaged to handle 
impact assessment, including a satisfaction survey among vaccine recipients, and third-party 
monitoring. 
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