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Abstract 

This scoping review examines public health communication across nine Eastern European and 
Central Asian states—Armenia, Azerbaijan, Belarus, Kazakhstan, Kyrgyzstan, Russia, Tajikistan, 
Turkmenistan, and Uzbekistan—highlighting how these systems have transitioned from Soviet-era 
legacies to contemporary practices. The review identifies persistent gaps in communication during 
health crises, with a particular focus on the COVID-19 pandemic, where centralized and hierarchical 
information flows often undermine transparency and responsiveness, as well as further increased 
health inequalities between rural and urban health outcomes. Despite ongoing reforms, the 
communication dimension of healthcare systems remains underdeveloped. Findings reveal that 
despite ongoing reforms, centralized and top-down communication remains a dominant feature 
across the region, hindering timely dissemination of information and limiting the capacity to counter 
misinformation, as both misinformation and disinformation sometimes emerge from the 
government. Strengthening public health communication, governments must prioritize 
transparency, disclose decision-making processes, and rely on evidence-based messaging to build 
trust. Effective crisis response requires not only government leadership but also the active 
engagement of the medical and patient communities, supported by civil society and independent 
media. This review points out the need for more inclusive, transparent, and trust-oriented 
communication strategies to enhance public health preparedness and resilience in nine Eastern 
European and Central Asian contexts. 

Keywords: global health; health inequalities; health communication; crisis communication; health 
management; pandemic preparedness 

1. Introduction

Over the recent years, following the COVID-19 pandemic, many governments worldwide have
prioritized improving risk communication, community engagement, and infodemic management 
(RCCE-IM)1, analyzing the public health communication2 strategies employed during the crisis [1]. 
The evolution nature of the novel coronavirus required continuous updates and adaptable messages 
from governments and public health authorities (PHAs) to respond to the changing situation 
effectively. Inaccurate health information and misleading messages can undermine public trust and 

1 Risk communication, community engagement, and informatic management (RCCE-IM) is key to achieving Community 

Protection. In emergencies, it plays a crucial role in engaging and empowering communities [1] 

2 Health communication emerged as a distinct sub-discipline in the 1970s. It began as "Therapeutic Communication" at the 

International Communication Association in 1972, later becoming "Health Communication" in 1975. 
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engagement [2]. As individuals increasingly post and share unreliable health information on social 
media, PHAs must act swiftly to combat misinformation by providing accurate and credible health 
information [3]. The absence of trustworthy and reliable communication from government agencies 
can lead to public dissatisfaction and distrust, which can further hinder effective response efforts [3]. 

A significant concern for global health preparedness is the declining funding to the World 
Health Organization (WHO). Assessed contributions have dropped from 67% in 1971 to just 18% in 
2020, limiting WHO’s capacity to prioritize proactive pandemic prevention rather than reactive 
measures [4]. This funding shortfall threatens the sustainability of preparedness strategies, especially 
in low- and middle-income countries with limited resources [4,5]. Furthermore, weak institutional 
frameworks and low trust in government-linked information sources undermine effective health 
communication [6]. 

In post-Soviet nations3, despite numerous political, economic, and healthcare reforms, the legacy 
of the Soviet-era public health communication practices continues to influence their responses to 
COVID-19. This legacy has shaped communication strategies, eroded public trust, and maintained 
institutional practices that often exclude meaningful public engagement in risk communication 
development [7]. Enhancing public engagement is essential for rebuilding trust, ensuring message 
relevance, and achieving effective risk communication. Such improvements are vital for supporting 
the objectives of RCCE-IM [1], strengthening community resilience, and improving public health 
outcomes in future pandemic preparedness. 

The primary aim of this scoping review is to explore the public health communication challenges 
faced by nine post-Soviet countries – Armenia, Azerbaijan, Belarus, Kazakhstan, Kyrgyzstan, Russia, 
Tajikistan, Turkmenistan, and Uzbekistan – during the COVID-19 pandemic [Figure A1]. The review 
begins by examining how the historical structure of health systems have influenced contemporary 
communication practices, providing crucial context for current strategies and practices. This analysis 
seeks to understand how past legacies shape present-day strategies and approaches in public health 
messaging. 

Additionally, the review offers a comprehensive overview of the key health communication 
challenges encountered during the COVID-19 crisis within these nations, including issues related to 
misinformation, public trust, and public engagement. It highlights the complex environment in 
which health messages are conveyed and received. Finally, the review reflects on how these insights 
can inform and improve future health communication strategies and practices. These insights can 
allow various stakeholders to develop valuable insights into culturally tailored communication 
strategies and underscores the importance of building and maintaining public trust during health 
crises. 

2. Materials and Methods 

2.1. Research Objectives and Questions 

This study aims to identify the key public health communication challenges encountered by nine 
post-Soviet nine post-Soviet states – Russia, Belarus, Kazakhstan, Kyrgyzstan, Tajikistan, 
Turkmenistan, Uzbekistan, Armenia and Azerbaijan – during the COVID-19 pandemic. It also aims 
to examine the impact of past healthcare systems and public health communication practices in these 
nations on their responses. By extracting insights from these aspects, this review seeks to inform and 
improve future health crisis strategies. The team proceeded with the review’s preparation by 
formulating three research questions. 
• What were the main public health communication challenges encountered by post-Soviet 

countries during the COVID-19 pandemic? 

 
3 Post-Soviet states refers to the sovereign nations that emerged following the dissolution of the USSR in 1991. The group 

includes 15 independent republics: Russia, Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Moldova, 

Tajikistan, Turkmenistan, Uzbekistan, Ukraine, Estonia, Latvia, and Lithuania [24].  
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• In what ways did the historical background of public health communication in post-Soviet 
nations shape the way they responded to COVID-19? 

• What lessons can be learned from the public health communication experiences of post-Soviet 
countries during COVID-19 to improve future health crisis communication? 

2.2. Defining Inclusion and Exclusion Criteria 

The review involves the analysis of academic publications dedicated to the discussions on 
transformation of public health communications in post-Soviet states since the late 1990s. The review 
is focusing on nine of sixteen post-Soviet states – Russia, Belarus, Kazakhstan, Kyrgyzstan, Tajikistan, 
Turkmenistan, Uzbekistan, Armenia and Azerbaijan. The six states – Estonia, Latvia, Lithuania, 
Moldova, Ukraine, and Georgia – are excluded. This is because of their emphasis on integration into 
European and Western institutions, such as the EU and NATO, in contrast to other post-Soviet states. 

2.3. Identifying Relevant Studies 

To conduct a comprehensive search for information relevant to the research questions, we used 
the names of the identified countries alongside key terms such as healthcare, health communication, 
health communication challenges, crisis communication, health information systems, health 
infrastructure, financing, healthcare reforms, Soviet legacy, and COVID-19. The primary database 
used for our search was Google Scholar, chosen for its wide coverage of interdisciplinary academic 
literature. We also sourced for articles on ScienceDirect, SSRN, Heliyon, and MEDLINE/PubMed. 
Government websites were also consulted to supplement academic sources, particularly given the 
limited number of publications on health communication in post-Soviet countries. 

The review initially focused on English sources with data available from 1998 onward. To 
address potential gaps in the English literature and broaden the scope, the review also included 
Russian sources, which offer a more comprehensive view of the communication landscape in these 
nine countries. We also reviewed bibliographies of key articles to identify additional studies that 
might not have appeared in our initial search. Throughout the process, we used a reference 
management tool to organize sources and screen them based on relevance to the study. The process 
of data identification and selection was independently carried out by three reviewers (A.M., A.A. and 
A.E.) and subsequently reviewed by senior reviewers (L.L. and Y.S.). In the event of any 
discrepancies, senior reviewers (L.L. and Y.S.) resolved the disagreements. 

3. Results 

The findings are organized according to major themes that emerged during the article search 
process. Specifically, these themes include 1) the historical background of public health 
communication inherited from the Soviet past, 2) the health communication challenges faced by the 
states under consideration during COVID-19, and 3) the lessons learned and the recommendations 
the scholars offer for future improvement in the field. 

In the following section, we review the historical experiences and the structure of healthcare 
systems in the post-Soviet states to understand how these factors have influenced contemporary 
health communication practices. We begin by analyzing the legacy of Soviet-era health systems that 
determined the creation of highly centralized and hierarchical structures in the post-Soviet period. 
This, in turn, shaped the development of centralized public health communication practices. 
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3.1. Background of Healthcare Systems During and Post-Soviet Era 

During the Union of Soviet Socialist Republics (USSR), most countries adopted the Semashko 
healthcare systems [8]. At its core, the Semashko model4 prioritized the control and prevention of 
diseases, while emphasizing accessible basic primary care for all citizens. Although it was considered 
a “coherent and cost-effective model” [9] (p.2) that significantly improved health outcomes in the 
USSR, this model was characterized by centralized and hierarchical government management [9]. 
Critics argue that declining quality in services stemmed from underfunding and lack of resources, 
leading to diminishing returns over time [8,9]. The critique highlights the inherent flaws in the system 
that, despite its initial success in controlling diseases and providing accessible primary care, 
struggled to maintain quality due to financial constraints and resource limitations. As a result, the 
Semashko model faced challenges and influenced overall public health outcomes. 

After the fall of the USSR, the Semashko healthcare model continued to influence healthcare 
organization and governance in the post-Soviet states [9]. During the healthcare reforms, many post-
Soviet nations faced considerable challenges. These challenges included economic crises caused by 
hyperinflation, shifts from state-controlled to market-controlled economies, governance weakness 
arising from these transitions, persistent corruption issues rooted in the Soviet Union, low wages for 
medical professionals, and protests from healthcare workers [8,10]. These challenges have often 
resulted in fragmented healthcare systems that struggle to improve and provide quality care. 

During the healthcare transition from the Semashko system to the social health insurance 
scheme in the Central Asia states, Armenia, and Azerbaijan, reforms focused on strengthening 
primary care to improve efficiency and access continue to face challenges, including inadequate 
governance, economic difficulties, accountability, and transparency [11]. Armenia and Azerbaijan 
encountered further obstacles stemming from an ethnic and disputed territorial conflict between 
Armenia and Azerbaijan over the region of Nagorno-Karabakh, which impeded the progress of 
reforms. Although there has been some progress since 2020, persistent economic constraints, 
underinvestment, and weak institutions continue to impede health system advancements throughout 
these regions [12]. Nonetheless, Belarus and Russia implemented an incremental reform strategy, 
utilizing pilot projects to evaluate models prior to nationwide implementation of successful 
components, emphasizing sustained access rather than swift systemic transformation [13]. 

The path of health system changes in the post-Soviet states illustrates a complex interaction 
between economic difficulties, institutional weakness, and the strategic decision-making processes 
underlying healthcare reform. Despite facing significant hurdles such as persistent economic 
constraints and institutional weaknesses, some countries have adopted an incremental reform 
strategy that prioritizes sustained access to healthcare over immediate, sweeping changes. In 
contrast, persistent economic limitations and corruption in other states hinder progress, worsen 
existing institutional weakness, and complicate the establishment of an efficient healthcare system 
[Figure A2]. The path forward for these nations requires them to navigate a range of obstacles using 
a balanced approach. This approach must address both immediate healthcare needs and the long-
term sustainability of healthcare delivery. 

3.2. Centralized Hierarchical Healthcare 

The state owned and managed all facilities in the highly hierarchical and centralized healthcare 
system of the former USSR [14]. Following the dissolution of the USSR in the 1990s, various post-
Soviet nations initiated reforms to reduce state involvement in healthcare delivery. These reforms 
included significant structural and regulatory changes, as well as the privatization of state-owned 

 
4 The Semashko model is a centralized, state-run healthcare system developed in the Soviet Union under People's Commissar 

for Health Nikolai Semashko in the 1920s. The system is characterized by universal access to free medical care, financing 

through general taxation, state ownership of healthcare facilities, and a hierarchical administrative structure based on 

territorial units (republic - oblast - rayon) [8]. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 14 October 2025 doi:10.20944/preprints202510.1086.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202510.1086.v1
http://creativecommons.org/licenses/by/4.0/


 5 of 33 

 

healthcare facilities. However, these initiatives faced constraints due to inadequate funding, poor 
facilities, and corruption [14,15]. As a result, most post-Soviet nations continued to operate 
centralized healthcare systems inherited from the USSR, focusing on providing basic primary 
healthcare access while facing significant obstacles. Russia, Belarus, and Armenia have centralized 
hierarchical governance structures with limited reforms, frequently obstructed by financial 
constraints and disparities between urban and rural regions [13,16,17]. Kazakhstan and Azerbaijan 
have commenced decentralization initiatives by establishing agencies and reallocating 
responsibilities [14,18–20], yet significant central control remains noticeable. Uzbekistan and 
Tajikistan continue to operate healthcare systems dominated by government control, with minimal 
involvement from civil society and the private sector [21–23]. Despite healthcare reforms intended to 
enhance efficiency and decentralization, many countries still encounter structural limitations, 
unequal service delivery between urban and rural areas, and an ongoing dependence on the 
centralized planning inherited from their Soviet legacy [24–26]. These challenges hinder the potential 
for genuine progress in health outcomes and equity. As a result, stakeholders are increasingly 
advocating for a more integrated approach that emphasizes community engagement and encourages 
investment in local health initiatives [18,20]. 

3.3. Financial Constraints of Healthcare Systems 

Post-Soviet healthcare systems primarily rely on government funding, a legacy of the Soviet era. 
The financing of Russia's healthcare system is predominantly sourced from federal and regional 
budgets; however, economic limitations hinder resource distribution and reform efforts [16]. Belarus 
depends significantly on centralized government funding, while regional authorities manage 
resource allocation. However, disparities persist due to varying fiscal capacities [13]. In Central Asia, 
Kyrgyzstan pioneered health financing reforms by introducing mandatory health insurance in 1996 
and capitation payments for primary care, later experimenting with performance-based funding 
(2018–2021) [27]. Uzbekistan followed with capitation payments, adjusted for age, gender, and 
regional budgets [28]. Kazakhstan undertook broader reforms from 2009, harmonizing tariffs and 
combining capitation with pay-for-performance indicators [29]. Tajikistan introduced partial 
capitation in 2010 and formally expanded it in 2019, but in practice financing remains input-based 
and fragmented, leading to inefficiency [22]. 

Armenia primarily relies on government allocations, resulting in restricted private or external 
funding, which contributes to resource limitations and inefficiencies [30]. Azerbaijan and Kazakhstan 
have sought to diversify their financing sources via regional agencies and insurance schemes, yet 
government budgets continue to serve as the principal mechanism for funding [31]. Table A1. shows 
that state healthcare budgets primarily fund the healthcare systems of post-Soviet countries, with 
minimal alternative or supplementary funding sources available. While seven other post-Soviet 
nations have reduced their health budgets, both Belarus and Uzbekistan are increasing their health 
expenditure. Overall, underfunding and underinvestment remain prevalent across post-Soviet 
countries, limiting the quality, accessibility, and resilience of their healthcare systems. These financial 
constraints continue to hinder effective public health preparedness and crisis response in the region 
today. 

3.4. Regional Healthcare Inequality Between Rural and Urban 

Post-Soviet nations show substantial disparities in healthcare access and quality between rural 
and urban regions [9]. Rural populations frequently have access only to basic services, requiring long 
travel distances for serious conditions such as cancer or surgical procedures [9]. Additionally, rural 
regions struggle to attract and retain medical personnel. For instance, only 17% of Kazakh doctors 
serve rural populations [31]. As a result, healthcare professional shortages are significant, particularly 
as urban areas focus on advanced treatments. Additionally, hospitals in rural areas face a lack of 
infrastructure, a lack of medical supplies, and a shortage of specialists, all of which contribute to 
disparities, especially in rural clinics that lack essential technologies [31]. Semenova et al. [9], point 
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out that the migration of medical workers to more affluent neighboring regions and overseas 
employment leads to a shortage of expertise in rural areas.  

Moreover, regional disparities in funding [7,17,20] and inadequate government standards [33] 
exist. These issues include inadequate transport infrastructure and limited access to regional medical 
centers [33]. The lack of adequate standards and infrastructure creates significant inequalities, leading 
to reduced accessibility, lower quality of healthcare, and insufficient capacity to address local 
healthcare needs in rural communities [31]. In Armenia [33], highlight that the lack of national 
standards or planning guidelines has resulted in significant disparities in the availability of medical 
equipment and the training of healthcare staff across regions. Furthermore, there is a shortage of 
health specialists in rural areas due to the absence of incentives for physicians to relocate there.   In 
Belarus, urban areas rely on polyclinics with specialists, while rural areas depend on family doctors 
and outpatient clinics, which are often understaffing issues [7]. The increased strain on healthcare 
workers not only affects their well-being, but also diminishes the quality of care they can offer to 
patients.  

Additionally, shared salaries for vacant posts discourage recruitment efforts, and the lack of 
consultation privacy undermines patient–doctor communication [7]. Azerbaijan also experiences a 
considerable disparity in the quality of medical services between rural and urban areas. Quliyeva 
and Huseynov [33], attribute this phenomenon primarily to inadequate transport infrastructure, 
which limits access to regional medical centers. However, in the past decade, the number of health 
workers per capita has declined, further accentuating disparities between urban and rural settings. 
Rural regions face persistent staffing and infrastructure shortages and struggle to attract and retain 
physicians, largely due to low salaries and challenges associated with replacing retiring doctors [20]. 
This urban bias exacerbates access disparities, leading to longer patient wait times and diminishing 
the quality of care in rural regions [17].  

Moreover, this situation intensifies health disparities and places significant pressure on the 
remaining healthcare professionals, who frequently face overwork, underpayment, and inadequate 
resources [9]. This disparity results in unequal healthcare services. Urban areas benefit from 
advanced medical technology and well-trained professionals, while rural areas face challenges with 
outdated equipment and a shortage of medical professionals. As a result, patients in under-resourced 
regions encounter challenges in receiving appropriate medical care, and the cycle of health inequality 
continues, further worsening the challenges encountered by rural communities in the post-Soviet 
nations.  

3.5. Health Communication: Soviet Legacy to Contemporary Practice 

The centralized political culture of the USSR heavily shaped public information flows and media 
systems [34]. During the USSR period [34], note that journalists, despite being technically skilled, 
worked under strict ideological constraints. Their primary role was to highlight the achievements of 
the Communist Party and the state through propaganda, while minimizing or overlooking negative 
or controversial issues to maintain a positive and favorable image of the government. Endaltseva [10] 
highlights that a lingering Soviet legacy is the interpretive reporting style, where journalists’ opinions 
replace objective coverage. In the post-Soviet context, this interpretive approach has been shaped by 
authoritarian regimes, resulting in reporting aimed at appeasing political power rather than 
informing the public [10].  

Such practices have consequently weakened the quality of information and diminished public 
confidence in media systems [34]. The erosion of trust had significant consequences for public 
engagement and accountability, making it difficult for citizens to differentiate between truth and 
propaganda. As a result, the media landscape became increasingly polarized, complicating the 
relationship between the public and those in power. Furthermore, public health communication was 
either nonexistent or minimal during the USSR period [10]. This lack of effective public health 
communication not only limited citizens’ access to essential health information and policies but also 
worsened public health crises, allowing misinformation to spread unchecked. 
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After the collapse of the USSR, communication remained predominantly centralized, mirroring 
the Semashko model’s top-down governance [10]. This centralization is not only geographic but also 
institutional, as communication often targets key stakeholders within the health and financing sectors 
rather than the general public. This hierarchical structure limits responsiveness to local needs, with 
information flowing vertically and bureaucratically rather than horizontally and adaptively [10]. 
There has been little progress in developing standardized professional health communication 
practices for the post-Soviet countries.  

In Russia, public health communication serves as a tool to navigate and compensate for systemic 
inconsistencies [10]. The government in Belarus recognizes the need for patient education materials. 
However, official medical portals lack essential guidance on where citizens can seek advice and 
assistance [7,35]. Similarly, in Kazakhstan, public health communication has rarely been prioritized 
and suffers from a lack of dedicated funding allocation or government support [36,37]. The 
implementation of major health policy changes often occurred without adequate explanation to the 
public or frontline health workers, which contributed to misinformation, confusion, and a lack of 
public trust.  

More broadly in Central Asian states, public health communication campaigns have often relied 
on support from international organizations like UNICEF and WHO [38]. Key interventions included 
advocacy efforts directed at ministers, parliament members, regional governors, and community 
leaders to secure cross-sector buy-in.  

Additionally, outreach to mass media was conducted to distribute promotional materials to 
rural families, along with social mobilization that engaged other ministries and agencies [38]. 
Strategic communication reforms, digital transformations, and international partnerships are 
increasingly shaping contemporary health communication in Armenia [39]. Before 2007, Azerbaijan’s 
health communication suffered from weak coordination, limited resources, and inconsistent 
messaging. The creation of the Public Health and Reform Centre (PHRC) and its Department of 
Health Communication and Public Relations (DHCPR) improved oversight, streamlined activities, 
and, with international support, led to a stronger national health communication strategy [40]. 

3.6. Health Communication and Communicators Across the POST-SOVIET NATIONS  

Most post-Soviet countries recognize the Ministry of Health as a central actor in public health 
communication, responsible for disseminating information about health policies, initiatives, and 
campaigns. Their role is crucial in ensuring that the population receives accurate and timely health 
information. Yet, public health communication involves a wide range of stakeholders, each pursuing 
their own goals with varying degrees of coordination [10,31]. The complexity reveals significant 
challenges, including unclear roles and identities among public health communicators [31,40], which 
hinder the development of effective communication strategies and diminish community engagement. 
As a result, misunderstandings and misinformation often spread, reducing the resonance and 
effectiveness of health messages. 

Endaltseva [10], identifies key actors involved in health communication, such as government 
agencies promoting policies, patient associations advocating for patients’ rights, pharmaceutical 
companies targeting consumers, NGOs and charities, insurance companies, and educational and 
research institutions. The diversity of these actors underscores the fragmented nature of health 
communication systems in post-Soviet nations. Such fragmentation can produce mixed messages, 
misinformation, and public confusion, ultimately undermining trust and making it difficult for 
individuals to make informed health decisions. Endaltseva [10], emphasizes that this lack of cohesion 
weakens health messaging, lowers public confidence, and hampers overall health outcomes. She 
advocates for improved collaboration and alignment among stakeholders to enhance clarity, 
accuracy, and accessibility of health information, which is crucial for better public health results. 
Traditional and social media both play a crucial role in increasing public awareness and educating 
the citizens about health issues in post-soviet countries [41,42]. Antonova notes the importance of 
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various media platforms as tools for disseminating crucial health information and policies, as well as 
fostering informed health decision-making among the populace.  

Despite this potential, the overall effectiveness of media communication is often limited by 
insufficient government engagement in actively disseminating health information [43]. Public 
understanding and compliance with health messages tend to remain low without strategic and 
sustained governmental support [43]. Although some scholars emphasize the individual 
responsibility for seeking out and interpreting health information [44], evidence indicates that 
personal efforts alone are insufficient to bridge the communication gap. Here, they stress that strong 
government involvement through clear messaging, coordinated campaigns and backing media 
initiatives are essential to convert media outreach into meaningful public understanding and 
behavioral change [43]. Effective government participation is critical to ensuring that well-
intentioned health initiatives have their intended impact on community health outcomes. 

In Russia, grassroots advocacy movement emerged in the 1990s as a response to the lack of 
government support in health communication. Over time, these movements serve as mediators, 
helping to bridge the communication gaps between official messaging, healthcare providers and the 
public [10]. They play a vital role in fostering dialogue and understanding among various 
stakeholders, ensuring that public health messages are effectively conveyed and understood to 
improve health outcomes. Nevertheless, the encounter substantial obstacles, particularly the 
pervasive influence of aggressive pharmaceutical marketing that has increasingly dominated health 
messaging in the media [43].  

This dominance makes it difficult for grassroots advocates to ensure the dissemination of clear 
and accurate health information. Health messages driven by commercial interests has also led to 
widespread self-treatment practices and patients’ reluctance in seeking professional care. Such trends 
complicate the role of health mediators and as such, pose risks to patient safety and well-being. As 
individuals continually, rely on self-diagnosis, the potential for misinformed decisions rises, 
highlighting the need for unbiased and accessible health communication. These issues are further 
compounded by the Russian state’s insufficient public health promotion efforts and the absence of 
targeted health communication campaigns promoting healthy lifestyles [43].   

In Belarus, the health system is highly centralized, with the Ministry of Health setting priorities 
and policies that cascade down through district, interdistrict and regional levels. Public health 
communication follows a similar top-down approach, with the government largely controlled at the 
national level before being disseminated locally [45]. The system retains largely Soviet-era 
characteristics, marked by centralized hierarchical practices. Civil society and the population have 
limited involvement in shaping health priorities or policies. Patient organizations are few, mainly 
focused on specific disease groups, and some maintain links with professional specialist associations 
[7]. Healthcare professionals looked upon as the primary, often the sole, responsible actors for health, 
which results in communication that is directive and top-down, emphasizing compliance over 
dialogue. Consequently, patient adherence to treatment remains weak, reflecting the limitations of 
this paternalistic communication style [7]. 

In Kazakhstan, the Ministry of Health is primarily responsible for public health communication, 
with the Department of Public Relations (DPR) managing its implementation. At the regional level, 
Health Departments collaborate with local health workers to ensure that messages are both culturally 
relevant and consistent, thereby improving their reach to diverse communities [46]. Iskakov [47] 
emphasizes the crucial role of healthcare leaders in engaging media to foster public trust and improve 
the healthcare system’s reputation. The article [47] highlights the importance of proactive 
communication strategies in shaping public perceptions and overcoming the legacy of Soviet 
influence in Central Asia, arguing that effective communication can build trust and strengthen 
relationships between health authorities and the public. However, Iskakov [47] notes a significant 
gap in strategic communication, with no clear overarching strategy to guide outreach efforts. This 
shortcoming often results in misunderstandings and mistrust, undermining health initiatives. 
Furthermore, the limited use of digital platforms for outreach hinders access to vital health 
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information and reduces opportunities for timely engagement with diverse audiences, restricting the 
ability to address public concerns effectively. 

In Uzbekistan, the management of health communication is through a collaborative framework 
involving government agencies, international organizations, non-governmental groups, and 
healthcare practitioners. The Ministry of Public Health serves as the primary authority, responsible 
for developing policies, organizing initiatives, and overseeing communication efforts via its website, 
press service, and communication centers. The Service for Sanitary Epidemiological Welfare and 
Public Health leads campaigns, community engagement, and misinformation control, especially 
during emergencies, with support from the Public Health Emergency Operations Center. 
International agencies like WHO and UNICEF provide technical assistance, support vaccination 
drives, and share best practices. Key communicators include healthcare professionals, government 
officials, media specialists, and community leaders who convey health messages and build public 
trust.  

Uzbekistan emphasizes digital health projects involving experts in e-health, telemedicine, and 
social media to combat disinformation and enhance outreach, particularly during the COVID-19 
pandemic [48]. This comprehensive approach aims to improve health literacy, foster trust, and 
strengthen system responsiveness nationwide. However, the country’s health communication efforts 
face challenges such as fragmented coordination, unclear institutional roles, limited resources and 
technical capacity, inconsistent messaging, low public trust, digital divides, weak monitoring and 
evaluation, reliance on short-term donor projects, bureaucratic delays, and limited crisis 
communication preparedness [49,50]. These issues disproportionately affect rural and vulnerable 
populations, hindering equitable health outcomes [51–53]. 

In Kyrgyzstan, the Ministry of Health oversees health communication initiatives, supported by 
specialized entities such as the Republican Center for Health Promotion and Mass Communication. 
The ministry develops national health policies, including the ‘Healthy Person – Prosperous Country’ 
plan (2019–2030), which sets communication priorities. International organizations like WHO, 
UNICEF, USAID, and GIZ provide technical and financial support, especially in crises and digital 
health projects. Healthcare professionals, including primary care providers and mobile vaccination 
teams, are vital in informing and engaging remote populations. Health facilities and the Mandatory 
Health Insurance Fund also serve as communication channels. Civil society organizations and media 
both – traditional and social – play crucial roles in disseminating health messages, promoting healthy 
lifestyles, and counteracting misinformation [38]. Kyrgyzstan’s digital infrastructure, including 
electronic health records, telemedicine, and mobile apps, supports its strategic goal to inform, engage, 
and empower citizens [27,54]. 

The Republican Centre on Health Promotion and Communication, under the Ministry of Health, 
is the main agency responsible for health promotion and information dissemination, implementing 
initiatives like education campaigns and community outreach. Funded by the national budget, the 
Centre's responsibilities expanded in 2019 to include direct population engagement [27]. Despite 
these efforts, there is limited research on the effectiveness of Kyrgyzstan’s health communication 
strategies, highlighting a significant gap in understanding their impact on public health outcomes. 
Addressing this knowledge gap could improve current initiatives and inform future policies. 

In Tajikistan, the Ministry of Health and Social Protection of the Population is primarily 
responsible for health communication, overseeing public health messaging, disease prevention 
campaigns, and health education initiatives [55]. Regional and local health authorities, alongside 
international partners such as the World Health Organization, also contribute to these efforts. 
Community members, especially in highland and remote areas, serve as health communicators, 
engaging as public activists or members of self-help groups to address infrastructure limitations in 
rural regions [56].  

However, he notes that reliance on community members may lead to inconsistencies in 
information, as not all individuals have adequate training or understanding of health issues [56]. He 
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argues that this approach can also inadvertently create disparities in access to accurate health 
information, particularly when engagement levels vary among community groups [56]. 

In Armenia, the Ministry of Health leads the development and implementation of health 
policies, including communication strategies. Regional authorities coordinate local efforts, while the 
National Emergency Services are active during public health emergencies. NGOs such as the 
Armenian Association of Digital Health (AADH) and international partners like WHO, UNICEF, and 
USAID support health communication initiatives. Healthcare professionals, including doctors and 
public health officials, serve as direct sources of information, sharing vital health updates with the 
public and patients. Educational institutions, particularly Yerevan State Medical University, 
contribute to health education through digital platforms, telemedicine, media outlets, and 
government-sponsored eHealth systems. Armenia’s health communication efforts involve multiple 
actors—government agencies, NGOs, international organizations, healthcare professionals, and 
digital channels. 

However, the focus is primarily on emergencies and outbreaks, with less emphasis on routine 
health messaging or disseminating scientific information. Despite having trained spokespeople in 
public relations departments, there is a recognized need for more proactive community engagement 
to strengthen risk communication and build public trust. While internal and vertical communication 
within ministries functions relatively well, previous simulation exercises have revealed weaknesses 
in inter-regional and interdepartmental (horizontal) communication [57]. 

In Azerbaijan, the Ministry of Health, its subsidiary the Public Health and Reforms Center 
(PHRC), and international organizations such as WHO and UNICEF manage health communication. 
The Ministry is responsible for policy-making, while the PHRC, established in 2006, focuses on 
developing and implementing health programs, including communication strategies. WHO and 
UNICEF support Azerbaijan by promoting public awareness, creating health campaigns, and 
providing accessible health materials, especially targeting children and parents through social media 
and digital platforms.  

The Azerbaijan Health Communication Association (AHCA), a non-governmental organization, 
brings together experts in public relations, research, and communications to design campaigns and 
influence policy change. Key communicators include government officials from the Ministry and 
PHRC, international teams from WHO and UNICEF, AHCA specialists, and various NGOs. They 
utilize platforms such as digital media, community outreach, and mass campaigns to disseminate 
health information and foster public engagement. However, Azerbaijan faces significant challenges 
in health communication, including fragmented coordination and unclear roles, limited resources 
and capacity, inconsistent messaging, low public trust and misinformation, digital access gaps—
particularly in rural areas—and weak monitoring and evaluation systems. Bureaucratic delays, 
donor-driven short-term initiatives, and inadequate crisis communication preparedness—especially 
affecting vulnerable rural populations—also hinder efforts [1,58,59]. 

Across post-Soviet states, similar issues persist, including limited awareness of health 
communication’s importance, scarce research on effective strategies, and unclear roles for 
communicators. Weak institutional frameworks, fragmented actors, and poor coordination lead to 
inconsistent messaging, public confusion, and diminished trust. These constraints obstruct the 
development of culturally appropriate campaigns, weaken community engagement, and enable 
misinformation, ultimately limiting access to vital health knowledge and perpetuating inequalities in 
health outcomes among vulnerable populations if not addressed swiftly. 

3.7. Crisis Communication5 During the Pandemic 

The COVID-19 pandemic prompted notable shifts in health communication across post-Soviet 
countries. During this period, there was a notable increase in the use of digital platforms and social 

 
5 Crisis communication refers to communication during an outbreak when people need to know exactly what to do if they are 

affected and how to protect themselves and others [60]. 
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media to reach broader audiences. Governments aimed to improve transparency and public 
engagement by providing daily updates, launching virtual awareness campaigns, and offering online 
consultations in attempts to improve transparency and to combat misinformation [61]. International 
cooperation and guidance were also leveraged to unify messaging and build public trust during an 
evolving health emergency [38]. These adaptations reflected responses to crisis conditions and 
highlighted the growing importance of digital tools for public health communication. However, 
despite increased digital adaptations, efforts did not uniformly translate into better public-health 
outcomes. While digital tools expanded reach, factors like misinformation, digital divides, and 
mistrust hampered the effectiveness of virtual campaigns, limiting their impact on behavior change 
and disease control [24,62]. 

Across the region, constraints on press freedom and information access hampered transparent 
reporting [Figure A3]. In Russia, this shift was marked by a reformatting of communication styles 
driven by increased demand for trust and remote interactions, but effectiveness remained limited 
due to legacy issues like government control over information and restrictions placed on healthcare 
workers [63]. Science and health journalists in Russia faced editorial restrictions, limited source 
access, and widespread self-censorship [64]. In Belarus, insufficient and inconsistent communication 
efforts, including limited press briefings and a lack of official messages, led to public confusion, 
misinformation, and mistrust, exacerbating pandemic challenges [65]. 

Kazakhstan employed a multi-platform approach, utilizing official websites, social media, and 
media outlets to disseminate health information [36,37]. While perceived as trustworthy, these 
channels often failed to reach all demographics effectively due to bureaucratic language and lack of 
tailored messaging, resulting in disparities in engagement. Effectiveness varied by age, occupation, 
and urban–rural residence [37]. Although official websites were often perceived as trustworthy, 
one-size-fits-all messaging and bureaucratic language limited reach—30–45-year-olds reported 
higher satisfaction, while younger and older groups were less satisfied—and sectoral differences 
shaped channel preferences [66,67]. Kazakh journalists also reported difficulties obtaining timely, 
comprehensive information from state bodies [68–71]. Kazakhstan, Uzbekistan, and Kyrgyzstan 
combined strict containment measures with broad public information campaigns, and targeted 
personalized appeals to citizens, reflecting authorities’ confidence in their legitimacy and an 
emphasis on transparency [72]. 

Kazakhstan and Uzbekistan, despite recording high case numbers, mobilized domestic 
reserves, reallocated budgets, and secured external loans to finance responses such as  importing 
ventilators, building mobile hospitals, and carrying out large-scale public disinfection spaces. Kyrgyz 
authorities also demonstrated effective public information efforts. However, strategic missteps in the 
area of socio-economic development exposed the sector’s inability to provide broader support for 
pandemic response efforts [72].  

By contrast, Tajikistan and Turkmenistan adopted more restrictive information postures, 
focusing primarily on anti-coronavirus measures while constraining public access to infection data—
an approach that widened the gap between authorities and society [72].  Tajikistan authorities 
delayed official acknowledgement of infections, a hesitation attributed to concerns about losing 
control and the political context of imminent presidential elections [72]. In Turkmenistan, official 
channels denied or minimized domestic cases and reported that preventive measures and medical 
supplies were adequate. Independent and opposition media, however, described severe shortages 
and dire conditions for health workers, who reportedly purchased personal protective equipment 
themselves [72]. 

Similar limitations on public reporting emerged elsewhere in post-Soviet states. In Armenia, 
COVID-related communications were tightly centralized under the Commandant’s Office, with both 
media and private citizens permitted to publish only information drawn from official sources 
restricting independent investigation and fact-checking [73]. Low public trust in Azerbaijan impeded 
compliance with public health measures: the Ministry of Health relied on official websites and social 
media to promote mask, distancing, and hygiene rules, but persistent distrust limited effectiveness 
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[74,75]. To address misinformation, WHO delivered training to journalists, NGOs, social media 
influencers, and local health representatives to build capacity for identifying and countering false 
information; the effectiveness of these sessions warrants further evaluation [20]. 

Taken together, these patterns suggest that both the content and openness of official 
communications – and the degree of trust they engender – were decisive factors shaping public 
understanding and compliance during the pandemic.  

3.8.1. Lack of Institutional Communication Framework 

The institutional framework governing public health communication in post-Soviet states is 
often characterized by systemic gaps, leading to communication delays and inconsistencies. In 
Kazakhstan, the Ministry of Healthcare is the central authority responsible for public health, with its 
activities regularly disseminated through the Public Relations Department (PRD), which manages 
press conferences, media monitoring, and the Ministry’s online presence [76]. However, the PRD 
frequently faces staffing shortages, which limit its capacity to manage communications effectively 
due to overwhelm and resource constraints [36]. The Ministry itself is a complex organization with 
multiple subordinate agencies, each equipped with dedicated communication departments 
responsible for disseminating health information within their specific domains (Committee for 
Medical and Pharmaceutical Control; Committee for Sanitary and Epidemiological Control), [77]. 
This hierarchical structure, while comprehensive, creates bureaucratic delays that can hinder timely 
dissemination of critical information. 

At the regional level, Kazakhstan’s Territorial Health Departments operate under local 
authorities, funded through local budgets. They are tasked with local public health engagement, 
including informing communities about disease outbreaks (Oblast Health Department of Astana; 
Oblast Health Department of Akmola Oblast).  Similar structures exist across other post-Soviet 
states, with regional health authorities varying by name and degree of autonomy—for example, 
regional ministries in Russia, oblast health committees in Belarus, and oblast health departments in 
Central Asian countries. In Azerbaijan, until 2019, rayon-level departments managed district health 
functions, but these responsibilities have since been transferred to TABIB6 [20]. Despite this multi-
layered structure, official information regarding health communication strategies, organizational 
guidelines, or the PRD’s structure remains difficult to access, highlighting transparency issues within 
the system [36]. 

Addressing these challenges requires strengthening institutional resources, which are often 
inadequate. Limited capacity hampers the ability to select appropriate communication channels and 
develop inclusive, tailored content for diverse populations. Additionally, insufficient investment in 
professional training impedes the development of skilled health communicators, essential for 
fostering public trust. Improving these resources is vital, especially during health crises like the 
COVID-19 pandemic, which exposed the dire consequences of weak institutional capacity for crisis 
communication and rapid information dissemination [78]. 

3.8. Communication Challenges in Post-Soviet States During and Post COVID-19  

This section examines health communication challenges, accessing how these obstacles affected 
public health outcomes and informing lessons for future crises. Key issues include the absence of an 
institutional communication framework, limited data transparency and accuracy, politicization of 
measures such as lockdowns and vaccination campaigns, widespread misinformation and 
disinformation, low public trust and engagement, and drivers of vaccine hesitancy. 
  

 
6 TABIB is the State Agency for Mandatory Health Insurance in Azerbaijan. It is responsible for overseeing and managing 

healthcare services, implementing health insurance policies, and coordinating health service delivery at the district and 

national levels [20]. 
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3.8.2. Data Transparency and Accuracy 

Transparent and accurate data are critical during public health crises as they enable individuals 
to monitor infection rates and hospitalization trends in real time, fostering public awareness and a 
shared sense of responsibility to curb the virus spread. Moreover, transparency helps build public 
trust, increasing acceptance of containment measures and vaccination campaigns, ultimately 
strengthening overall health strategies [61]. However, in post-Soviet states, data transparency is 
deeply influenced by authoritarian governance structures rooted in the Soviet Semashko health 
model, which centralized control over healthcare resources, management, and information [24]. This 
top-down hierarchical system continues to shape health data release and management, especially 
during crises like COVID-19. For example, in Russia, widespread data manipulation has been 
reported due to performance-based remuneration systems, with officials sometimes fabricating data 
or altering cause-of-death records to align with official narratives [79]. During COVID-19, rather than 
concealing death numbers outright, Russian authorities often manipulated causes of death at 
registration to align mortality figures with official narratives [79]. During the pandemic, Russian 
authorities adjusted death classifications rather than outright concealing death figures, but systemic 
inefficiencies—exacerbated by underfunding after the USSR’s collapse—remain a core issue [24].  

Similarly, in Belarus, COVID-19 fatalities were frequently attributed to chronic diseases, and 
occasional data leaks suggested deliberate underreporting. A previously disclosed document 
indicated that daily new cases surpassed 1,100 by late April, whereas official figures during the first 
wave did not exceed 1,000 [65]. The government presentation in early May 2020 differed from official 
reports, with prior disclosures suggesting higher case numbers than those officially reported [65]. 

In Kazakhstan, the early pandemic period was characterized by a lack of reliable informatio n 
leading to public confusion and the spread of misinformation [69]. The government responded by 
establishing data centers and an official website, claiming these as the sole trustworthy sources, which 
limited transparency further and dismissed other information channels [69]. Authorities underscore 
that transparency enhances trust and is cruel for effective communication, but access to official 
information remains challenging, complicating efforts to improve openness [36].  

The Ministry of Health and its subsidiary organizations are therefore advised to adopt new 
procedures that make the electronic dissemination of information a priority. Yet, this remains a 
challenge, as even Salehi and colleagues reported difficulties in locating documents relevant to the 
Ministry’s functions during their research [36]. Across Central Asia, the COVID-19 crisis exposed a 
reluctance among local administrations to report actual infections and mortality data. This often 
resulted in significant discrepancies between official figures and excess mortality estimates, 
suggesting possible data manipulation. Studies identified Belarus, Tajikistan, Russia, and 
Uzbekistan as particularly unreliable health statistics during this period [9,80]. 

In Armenia, official COVID-19 death statistics significantly undercounted the true toll. By April 
2021, reported deaths totaled around 4,100, while excess mortality analyses suggested closer to 8,300 
deaths, indicating undercounting by a ratio of approximately 2.0 [81]. Adjustments for conflict-
related deaths, such as those from the Nagorno-Karabakh war, further complicated transparent 
efforts [81]. After adjusting for war-related fatalities, the level of underreporting remained substantial 
[81]. Azerbaijan exhibited an even larger discrepancy. While only 3,200 COVID-19 deaths were 
officially reported by February 2021, excess mortality reached nearly 18,000, reflecting an undercount 
ratio of 5.6 [81]. Glushkova et al. [24] note that rather than deliberate concealment, the lack of accurate 
data in some cases may reflect ineffective data systems and chronic underinvestment in health 
infrastructure. Overall, despite some cases where data inaccuracy stemmed from systemic 
inefficiencies rather than deliberate concealment, the limited transparency and inconsistent data 
management practices across post-Soviet states severely undermined effective crisis communication 
and facilitated politicization of public health measures during the pandemic. 
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3.8.2. Politicization of Public Health Measures  

The COVID-19 pandemic required governments worldwide to implement public health 
measures such as lockdowns, movement restrictions, and surveillance systems, but the motives and 
application of these measures varied significantly across political contexts. While democratic states 
generally framed these restrictions as temporary efforts to protect public health, authoritarian and 
hybrid regimes often exploited the pandemic to consolidate power and suppress dissent [82]. 

3.8.3. Politicization of Lockdowns and Surveillance 

From the earliest days of the pandemic, Russian authorities used public health restrictions as 
political tools. In March 2020, only one month into the crisis, enforcement of emergency health 
regulations was selective, aimed at silencing opposition voices [83]. This trend became more evident 
by July 2020, when dozens of Moscow residents protesting controversial constitutional reforms were 
arrested under the guise of pandemic restrictions on gatherings as justification [83]. Even after the 
pandemic subsided, the legacy of COVID-era restrictions persisted. In March 2023, authorities again 
arrested individuals protesting the war in Ukraine, citing COVID regulations despite their 
suspension in other public activities [85]. Similarly, in March 2024, the Moscow city government used 
outdated health measures to block a memorial event for Alexey Navalny, signaling continued 
willingness to weaponize public health policies to silence dissent long after their health relevance had 
faded [86]. 

In Belarus, the pandemic influenced both the 2020 presidential campaign and protest 
movements. President Lukashenko dismissed COVID-19 as ‘coronavirus psychosis’ and refused to 
impose lockdowns, while the opposition groups criticized this approach, accusing it of endangering 
public health. During the pre-election period, mask wearing shifted from a health measure to a 
symbol of dissent, with demonstrators using masks to express criticism of the government [87]. 

Across Central Asia, governments leveraged COVID-19 to reinforce their legitimacy as effective 
managers of the crisis. In ‘performance-based’ authoritarian regimes like Kazakhstan and 
Uzbekistan, legitimacy relies on visible governance outcomes [88–90]. In Kazakhstan, the 
government used COVID-19 contact tracing to reinforce the invasive surveillance app Sergek (‘Sharp 
Eye’ in Kazakh), originally intended for traffic monitoring, but expanded for pandemic control [91]. 
Civil activists who highlighted hospital inadequacies during quarantine faced detention and charges 
of disseminating false information during the state of emergency [92]. 

While safeguarding public health is a core governmental responsibility, these cases demonstrate 
how emergency health measures can be manipulated to serve political interests. Using pandemic 
restrictions to curb civil liberties and political expression raises critical questions about the balance 
between health security and democratic freedoms, especially in contexts where governance 
structures are already fragile or authoritarian. In Armenia, opposition groups, former ruling elites, 
and civic organizations exploited government missteps, spreading narratives of incompetence and 
inability to manage the crisis, often driven by clear political motives. The government’s inconsistent 
messaging created fertile ground for these narratives, politicizing the health response and further 
eroding public trust [93]. Azerbaijani authorities used COVID-19 restrictions as a tool to suppress 
dissent, detaining opposition activists and silencing critics under the guise of enforcing lockdown 
measures. Human Rights Watch reported that at least six activists and a pro-opposition journalist 
were sentenced to 10–30 days of detention on dubious charges such as violating quarantine rules or 
disobeying police orders. Most of those targeted had spoken out against poor conditions in state-run 
quarantine centers or the government’s failure to provide adequate financial support during the crisis 
[94]. 

3.8.4. Politicization of Vaccination Campaigns 

The politicization of public health measures extended beyond lockdowns and surveillance to 
include vaccination efforts. In Russia, attitudes toward vaccination were highly intertwined with 
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political perceptions. The willingness of individuals’ to receive the Sputnik V vaccine was closely 
linked to their trust in President Vladimir Putin’s leadership, reflecting how political loyalty and 
leadership influenced public health behaviors [95]. Moreover, the Kremlin leveraged the Sputnik V 
vaccine as a geopolitical tool to expand Russia’s global influence [96]. Russian media framed the 
vaccine as a symbol of national scientific achievement and international solidarity, positioning Russia 
as a leader capable of saving the world from the pandemic. Simultaneously, these narratives accused 
Western countries for alleged Russophobia and refused to collaborate, especially when Western 
governments rejected the Sputnik V vaccine [96]. Unfortunately, this section could not expand due 
to limited context on vaccine campaigns in other countries and censorship practices. 

3.8.5. Border Controls and Their Social Implications 

The COVID-19 pandemic prompted many governments to impose strict border controls. By 
spring 2020, approximately 39% of the global population lived in countries that fully closed borders 
to regular movement, while 91% experienced partial restrictions. Russia and other post-Soviet states 
generally followed this global trend. However, Belarus took a divergent approach, dismissing the 
severity of the pandemic and keeping borders relatively open [97]. Nossem [98] reveals that the 
impact of pandemic-related border controls on social justice was complex. Although mobility 
restrictions often disproportionately burden the poor, COVID-19 briefly reduced this divide by also 
limiting the movement of the wealthy as well. Nonetheless, this period of relative equality was offset 
by a rise in exclusionary and discriminatory practices, as states reinforced power hierarchies under 
the pretext of safeguarding public health [97]. 

3.8.6. The Spread and Management of Misinformation7 and Disinformation8 

Misinformation and disinformation both pose significant challenges to effective public health 
communication, with contrasting dynamics in democratic and authoritarian contexts. In democratic 
countries, misinformation often spreads through partisan media, politicians, and social media 
platforms [99,100]. However, the presence of independent and nonpartisan outlets provides 
alternative sources for fact-checking and public awareness, helping to curb false narratives [103]. In 
authoritarian regimes, where state-controlled media dominate, access to credible information is 
limited, and governments frequently become primary sources of propaganda and misinformation 
[104,105].  

During the COVID-19 pandemic, misinformation spread rapidly, often outpacing accurate 
public health guidance. False claims ranged from unproven home remedies to dangerous cures, 
fueling fear, panic buying, and shortages of essential supplies [106].  

The extent and impact of this misinformation varied from region to region, shaped by local 
contexts and levels of access to reliable information [107]. Both social media and traditional media 
channels played significant roles in the spread of misinformation during the COVID-19 pandemic, 
inaccurate treatments, and confusion about health guidelines, with misinformation often circulating 
through various channels from social media platforms and mainstream news outlets to informal 
networks [108]. 

In Russia, the response to COVID-19 demonstrated how state narratives could both suppress 
and distort information. While the Kremlin officially acknowledged the virus, authorities repressed 
healthcare workers speaking about equipment shortages and underreported cases [91]. State media 
downplayed the risks, comparing COVID-19 to seasonal flu or promoting conspiracy theories about 
its origins [109–111].  

 
7 Misinformation involves false or misleading beliefs [101] often spread unintentionally by individuals who the information 

is accurate [102]. 

8 Disinformation implies the deliberate spread of false or misleading information aimed at deception [101, 102]. 
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These messages blended partial truths with distortions, confusing the public and undermining 
trust [110]. Meanwhile, independent digital outlets provided more accurate information, but the 
government restricted medical professionals from freely speaking out, requiring approval before 
media appearances [91]. Similarly, in Belarus, early official messaging was overshadowed by 
President Lukashenko’s dismissive stance, calling COVID-19 as mere ‘psychosis’ and endorsing 
unscientific remedies like vodka and saunas [65]. State media amplified these narratives, spreading 
conspiracy theories and minimizing the virus’s threat to project Belarus as better at managing the 
pandemic than other countries. 

In Central Asia, dire consequences of misinformation and suppressed transparency were 
evident. Kazakhstan’s government hesitated to share accurate information, which fueled public 
confusion, underestimation of risks, and the spread of conspiracy theories [69,112]. Major news 
outlets prioritized attracting traffic over accuracy, further undermining trust and content quality 
[113]. Turkmenistan entirely denied the existence of COVID-19, removing references to COVID-19 
from health materials, intimidating mask users, and promoting herbal remedies without scientific 
backing [114–116]. Despite clear evidence of overwhelmed hospitals and rising mortality rates, the 
government persisted in denial, restricting public health information and spreading dangerous 
misinformation [117]. 

Similarly, Tajikistan refused to acknowledge COVID-19 cases [118] and suppressed 
independent reporting, blocking news outlets that challenged official narratives [82,119]. Armenia 
experienced analogous issues, with early officials minimizing the virus’s threat and issuing 
inconsistent mask mandates that fueled confusion and mistrust.  A short-lived ban on non-official 
health reporting, lifted only under pressure, further damaged information credibility [93]. 

These dynamics illustrate how weak communication strategies and lack of transparency create 
fertile ground for misinformation and disinformation, which significantly undermine public trust. 
This erosion of trust limits the effectiveness of crisis communication efforts and deepens skepticism 
towards government measures, ultimately hampering compliance and hindering public health 
efforts [120,121]. 

3.8.7. Lack of Trust in Government and Institutions 

The lack of trust in governments and institutions significantly hampers effective public health 
communication, especially during crises like pandemics. Trust is built through transparent 
communication and clear explanations of decision-making processes, which foster public confidence, 
secure cooperation, and support health-protective behaviors [122–124]. However, in post-Soviet 
states, longstanding strained relationships between the state and citizens continue to erode trust in 
government authority, health systems, and scientific experts [24]. 

The COVID-19 pandemic exposed a deep crisis of public trust in Russia’s healthcare system and 
healthcare providers. Contributing factors included a lack of transparency in official statistics, 
malfunctioning diagnostic tests, and suspended non-COVID care services [91]. While the government 
acknowledged the pandemic, it simultaneously suppressed negative information, manipulated 
narratives, and repressed healthcare workers and civic activists voicing concerns. Punitive measures 
such as selective enforcement of restrictions were perceived as acts of retribution rather than 
protective measures, fueling social anxiety and further undermining trust [6]. Exemptions granted to 
state officials and security personnel further alienated the public. In addition, trust in physicians 
declined due to allegations of hospital-acquired infections, leading to increased lawsuits and 
prompting some healthcare providers to conceal information to avoid professional repercussions [6]. 

In Central Asia, distrust in authorities predates COVID-19, rooted in healthcare system 
challenges within healthcare stemming from the post-Soviet era [125]. In Kazakhstan, inadequate 
governmental communication and persistent public mistrust were exacerbated during the pandemic 
by economic hardships, rising unemployment, and inflation, which deepened societal inequalities 
and eroded confidence in state institutions [31,126] Conflicting government messages, discrepancies 
between official statistics and visible healthcare strains, and reliance on delayed reporting 
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contributed to widespread confusion and skepticism [37,69]. Similarly, in Kyrgyzstan, pre-surveys 
in 2019 already ranked public trust in the Ministry of Health among the lowest, citing corruption and 
inefficiency as major issues [Figure A2]. These perceptions likely contributed to widespread non-
compliance with health directives, as evidenced by the surge in COVID-19 cases in Bishkek in mid-
2020 despite ongoing awareness campaigns [125]. 

The lack of trust in authorities across post-Soviet states undermined pandemic response efforts. 
Weak transparency, politicized decision-making, and systemic corruption created an environment 
where official health directives often lacked credibility, complicating efforts to promote adherence 
and effective crisis communication [24]. Restoring institutional trust is essential; research underscores 
that clear, tailored messaging increases policy acceptance and public confidence [3,127] .Building this 
trust is crucial for effective health communication during crises and for fostering resilient health 
systems in the future. 

3.8.8. Lack of Community Engagement9 

This has long been a defining characteristic of post-Soviet health systems and health 
communication practices.  Skarphedinsdottir et al. [7], note that the Semashko model fostered a 
hierarchical approach, where healthcare professionals were viewed as the sole responsible actors for 
health, leaving little space for patient involvement in care planning or decision-making. This 
approach has continued to shape governmental health communication strategies, which often lack 
genuine dialogue or participatory mechanisms, even during crises like the COVID-19 pandemic [7]. 
In Russia, the government established the Stopcoronavirus.rf platform on VK.com to inform citizens 
about COVID-19 measures. While the platform allowed for public comments, analysis indicates that 
during the peak phases of the crisis, authorities prioritized deleting comments via automatic 
moderation rather than engaging with the public, reflecting a censorship-like approach characteristic 
of authoritarian tendencies [125]. Similarly, in Belarus, public participation remains minimal. Despite 
two decades of independence, there are few patient organizations, and those that exist rarely focus 
on patient rights or peer education [7,35]. 

In contrast, some post-Soviet states have attempted to utilize social media for citizen 
engagement. Azerbaijan’s Ministry of Health engaged the public through its official Twitter account 
[75], and individual health professionals increasingly used Instagram to raise awareness and educate, 
although the quality of information shared often needs improvement [129]. In Uzbekistan, the 
Ministry of Health, along with the Agency of Information and Mass Communications and the Youth 
Union, created a Telegram channel during the pandemic that attracted over one million subscribers, 
making it the country’s second most popular channel [130]. Kazakhstan also launched a Telegram 
channel—the ‘Intersectoral Commission on Preventing the Spread of COVID-19’—to update citizens 
on the pandemic and government measures. However, as [131] notes, this channel often reported 
data selectively, posting daily infection numbers only once each morning while updating recovery 
figures multiple times, thereby fostering a misleadingly optimistic narrative.  

While social media and digital platforms were utilized in various contexts, the predominant 
approach in post-Soviet states remained largely top-down: information was disseminated without 
substantial dialogue or meaningful public participation. This limited the potential to build trust, 
combat misinformation, and empower citizens to actively participate in public health efforts. 
Developing more inclusive, participatory communication strategies is essential to enhance public 
engagement, strengthen trust, and improve health outcomes. 

 
9 Community engagement is the collaborative process that involves people in understanding the risks developing acceptable, 

practical health response practices. The goal is to empower communities and develop shared leadership throughout the health 

emergency response cycle [1]. 
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3.8.9. Vaccine Hesitancy10 

This has been a persistent challenge in post-Soviet countries even prior to the COVID-19 
pandemic [24]. In the post-Soviet context, vaccine hesitancy is partly rooted in the legacy of 
hierarchical decision-making structures, where health policies dictated from the top with minimal 
public input. Such vertical governance structure has fostered deep distrust in health authorities, 
weakening confidence in vaccination campaigns [24,78] .Despite Russia’s early development of its 
Sputnik V vaccine, vaccination rates across the region remained notably low, reflecting these 
entrenched mistrust issues. 

Safety concerns have further fueled hesitancy. In Kazakhstan, despite receiving over two million 
vaccines from Russia in early 2021 and launching its own vaccine in April, widespread doubts 
persisted regarding vaccine safety, effectiveness, and long-term risks [132]. The rapid development 
of COVID-19 vaccines raised questions about the rigor of testing, while emerging variants amplified 
fears about vaccine efficacy [132]. Media narratives shaped a pivotal role in shaping public 
perceptions. In Kazakhstan, prior to the official vaccination rollout in November 2021, the public had 
already been exposed to a mixture of accurate and misleading information through social media and 
news outlets [78]. Many individuals relied on unverified claims about side effects, and government 
sources were often perceived as untrustworthy, increasing susceptibility to rumors and 
misinformation [78]. 

Contrastingly, Kyrgyzstan implemented proactive communication strategies to boost vaccine 
confidence. The Communication Strategy for Routine Immunization 2018–2020 focused on raising 
awareness and fostering public commitment through engagement and intersectoral coordination. 
While routine vaccination coverage remained high in 2018–2019, it declined in 2020 due to the impact 
of the pandemic [27]. Vaccine hesitancy in post-Soviet states is deeply intertwined with historical 
governance structures, public mistrust in authorities, safety concerns, and the powerful influence of 
media narratives. This entrenched highlights broader challenges in public engagement and trust 
building, underscoring the urgent need for transparent communication and participatory health 
policy approaches to foster vaccine acceptance and improve health outcomes. 

4. Discussion 

This scoping review aimed to identify the public health communication challenges faced by 
focusing on nine post-Soviet states—Russia, Belarus, Kazakhstan, Kyrgyzstan, Tajikistan, 
Turkmenistan, Uzbekistan, Armenia and Azerbaijan—during the COVID-19 pandemic.  The study 
also explores how the historical context of healthcare systems and public health communication 
practices in these nations has influenced their responses to the crisis. By examining these experiences, 
the review seeks to derive valuable lessons that can inform and improve future health crisis 
communication strategies, ensuring more effective responses in the future health crisis.  

4.1. Healthcare Systems Challenges 

The COVID-19 pandemic revealed how the legacy of centralized hierarchical healthcare systems 
in post-Soviet countries continued to shape health communication strategies and practices in these 
nine post-Soviet nations. Despite healthcare reforms, the legacy of the Semashko model persisted due 
to underinvestment, limited political commitment, retention of Soviet-era infrastructure, and 
minimal public engagement [9]. The legacy of top-down control remains evident in contemporary 
practices, with officials often viewing citizens as passive recipients rather than partners [10,34]. This 
politicization of health messaging has undermined credibility and compliance [82–85], especially in 
authoritarian contexts. The reliance on government funding persists, constrained by corruption, 

 
10 Vaccine hesitancy is defined as the reluctance or refusal to vaccinate despite vaccine availability. The WHO regards vaccine 

hesitancy as a leading global threat, driven by complex interactions among individual beliefs, sociocultural norms, and 

political factors [132]. 
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financial limitations, and outdated facilities [14,19]. Moreover, the weak public health communication 
infrastructure—rooted in Soviet traditions—challenged effective messaging during COVID-19. 
Insufficient funding, infrastructure, and public engagement remain critical barriers [14,19,20], 
underscoring the need for systemic reforms to strengthen health systems and improve crisis 
preparedness.  

To tackle the challenges faced by healthcare systems in nine post-Soviet nations, it is essential 
for these countries to boost funding for healthcare, improve infrastructure, and promote public 
engagement as vital measures. These measures could contribute to establishing a strong health 
system that is well equipped to address public health emergencies and enhance overall health 
outcomes. 

4.2. Regional Healthcare Inequality Issues 

Post-Soviet countries exhibit stark urban–rural disparities in healthcare access and quality [9]. 
Rural populations typically offer only basic services and require long travel for specialized care, while 
urban centers concentrate specialists and advanced technologies [9,31]. Migration of health workers 
to wealthier regions or abroad, combined with inadequate transport, infrastructure, and uneven 
regional funding, further depletes rural capacity [9,20,33] These gaps lead to delayed diagnoses, 
lower-quality care, and increased strain on remaining staff, perpetuating health inequities [7]. 

These health inequalities between rural and urban areas challenges might require targeted 
interventions. Addressing these challenges requires a comprehensive approach, including 
investments in infrastructure and essential technologies, incentives for healthcare workers to remain 
in rural areas, and policies aimed at equitable distribution of resources. These also include the 
implementation of digital health and telemedicine solutions in rural regions and underserved 
communities. These measures are essential to ensure that all communities have access to equitable 
healthcare services. Confronting these challenges requires a comprehensive strategy, which includes 
policies designed to ensure a fair distribution of resources. Such policies should prioritize 
sustainability to effectively reduce healthcare disparities between rural and urban areas. 

4.3. Health Communication and Communicators Challenges 

Public health communication is undervalued across many post-Soviet states, which limits the 
development of effective communication strategies and policies [7]. This results in a shortage of 
qualified health communication professionals, as healthcare PR managers are frequently either 
untrained specialists or medical staff without communication expertise [7,9]. Trust in governmental 
institutions and public organizations is strengthened when both information disclosure and decision-
making processes are conducted transparently. Within the context of a public health crisis, 
transparency entails clarifying the evidence base underpinning recommendations, specifying the 
stakeholders consulted, and outlining the alternative scenarios and trade-offs that informed policy 
choices [124]. Since trust is grounded in perceptions of expertise, honesty, and care [133], it is essential 
that policymakers and communicators demonstrate reliance on the best available evidence and, 
where possible, reflect expert consensus in their messaging [134]. 

Yet, authoritarian health information practices and complex bureaucratic approval processes 
weaken these initiatives, particularly in times of crisis when timely information is essential [10,69]. 
Failing to provide clear and consistent information leads to greater confusion, the spread of rumors, 
and noncompliance—issues that are particularly heightened in emergency situations like COVID-19. 

Bridging communication gaps requires coordinated action among all stakeholders. Moreover, 
the government should play a vital role in ensuring effective health initiatives through active 
community engagement, and targeted and accessible messaging. While digital channels are essential, 
their effectiveness depends on pairing them with strategic messaging, media freedom, capacity 
building, and proactive measures to counter misinformation, ensuring to reach diverse audiences 
equitably [67]. Importantly, developing health communication strategies and implementation plans 
should focus on transparency and honesty, while reducing excessive state control. Additionally, 
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establishing and strengthening public health communication infrastructure is also essential, 
especially to improve messaging channels during crises like COVID-19. 

4.4. Crisis Communication Challenges During COVID-19 

During the COVID-19 pandemic, these nine post-Soviet countries faced significant crisis 
communication challenges. In response to COVID-19, many governments accelerated the adoption 
of digital tools—social media and virtual campaigns—in an effort to disseminate public health 
information and combat misinformation [61]. However, gaps in press freedom, data transparency, 
and institutional capacity limited these efforts [64,72]. In Russia, government control and restrictions 
hindered accurate reporting, with officials manipulating data [69], and suppressing healthcare 
workers’ voices [63,91]. Belarus experienced inconsistent messaging and suppression of information, 
leading to public confusion and mistrust [65]. Kazakhstan’s reliance on official channels of 
communication often failed to reach all demographics effectively, further limiting engagement [37]. 
Countries like Tajikistan, Turkmenistan, and Armenia prioritized denial or underreporting, often 
restricting independent reporting and spreading misinformation about the severity of COVID-19 
[117,119] 

Misinformation and disinformation flourished in an environment of weak transparency and 
limited media freedom, thereby undermining public trust. State-controlled media frequently 
downplayed risks or spread conspiracy theories, thereby reducing the credibility of official 
communications [65,110]. Social media emerged as a significant source of false cures, misleading 
information, and panic-inducing rumors, thereby obstructing public health responses. The erosion of 
trust due to communication failures diminished the effectiveness of crisis management, lowered 
compliance with health measures, and intensified the spread of misinformation, thereby presenting 
a significant challenge to effective pandemic management and health communication. 

To address these challenges, post-Soviet nations must prioritize the establishment of 
transparent, inclusive, and adequately resourced health communication frameworks. Strengthening 
institutional capacity is essential, which includes investing in professional training for public health 
communicators and establishing clear guidelines for crisis communication that promote transparency 
and reliability. Enhancing data transparency and ensuring timely, accurate information 
dissemination are critical for sustaining public trust and combating misinformation. Furthermore, 
safeguarding press freedom and promoting independent media outlets are vital steps toward 
creating an environment conducive to truthful information sharing [Figure A3]. Governments should 
also leverage digital platforms effectively by tailoring messages to diverse audiences and 
collaborating with community leaders and civil society organizations to improve outreach, 
particularly in rural and marginalized communities. Lastly, international collaboration and adopting 
best practices in digital communication, including proactive misinformation countermeasures and 
capacity-building initiatives, can further enhance crisis responses. Ultimately, fostering a culture of 
openness, accountability, and public engagement will be key to improving crisis communication and 
ensuring more effective health responses in future emergencies. 

4.5. Lack of Public Engagement Challenges 

Lack of public engagement has characterized post-in post-Soviet health systems, rooted in the 
hierarchical Semashko model that limited patient involvement in care and decision-making [7]. 
During the COVID-19 pandemic, government communication strategies largely followed this top-
down approach, with minimal genuine dialogue. For example, Russia’s Stopcoronavirus.rf platform 
allowed comments, but authorities often prioritized deleting dissent rather than engaging, reflecting 
authoritarian tendencies [128]. Similarly, Belarus has had limited patient organizations or 
participatory mechanisms, hindering public involvement [35]. 

Some countries attempted to leverage social media for engagement—Azerbaijan’s Ministry and 
Uzbek authorities used platforms like Twitter, Instagram, and Telegram to reach citizens [75,130]. 
However, these efforts mostly involved top-down dissemination, with limited avenues for 
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meaningful participation. Kazakhstan’s Telegram updates, for instance, often reported selectively, 
creating a misleading picture of the pandemic [131]. Overall, the prevalent approach remains one of 
information delivery rather than dialogue [125], highlighting the need for more inclusive, 
participatory strategies to build trust, combat misinformation, and foster active citizen involvement 
in public health efforts. 

To address these challenges, post-Soviet nations must shift toward more inclusive and 
participatory communication strategies. This involves creating genuine avenues for citizen 
engagement, such as establishing patient organizations, facilitating two-way dialogue through digital 
platforms, and involving local communities in health decision-making processes. Governments 
should prioritize building trust by fostering open, transparent communication that encourages public 
input and addresses concerns directly. Enhancing health literacy and promoting civic participation 
can empower individuals to become active partners in health initiatives. Investing in mechanisms for 
meaningful public engagement will not only strengthen trust and compliance but also improve the 
overall effectiveness of health responses during crises. 

4.6. Vaccine Hesitancy and Lack of Trust in Government Issues 

The scoping review identifies vaccine hesitancy as a profound challenge in the region, deeply 
rooted in a crisis of public trust rather than mere misinformation and disinformation [24,78] .Despite 
the development of vaccines like Russia’s Sputnik V, vaccination rates remain low due to deep-seated 
mistrust and safety concerns. In Kazakhstan, circulating misinformation about vaccine safety and 
effectiveness, fueled by social media and inconsistent government messaging, further exacerbated 
hesitancy [78,132]. Conversely, Kyrgyzstan employed proactive communication strategies to 
improve vaccine confidence, but coverage declined during the pandemic due to broader trust issues 
[27]. Overall, historical governance practices in post-Soviet nations is closely linked to vaccine 
hesitancy, public mistrust, safety fears, and the influence of media narratives.  

Lack of trust in government and institutions has significantly hindered public health efforts 
during the pandemic in post-Soviet countries. Given the legacy of hierarchical governance and 
systemic mistrust, this erosion of confidence was compounded by a history of limited transparency, 
politicization, and corruption [Figure A2]. This distrust hampers effective crisis communication, as 
authorities often lack credibility, making it difficult to secure public cooperation and promote health-
protective behaviors [122,123]. Restoring trust requires transparent, tailored messaging, clear 
decision-making processes, and efforts to depoliticize health communication. Building institutional 
credibility is crucial, not only for managing current crises but also for strengthening resilient health 
systems in the future. 

To address these challenges, post-Soviet nations must prioritize transparent, inclusive 
communication strategies that build public trust and counter misinformation. Enhancing community 
engagement and involving local leaders can help foster a sense of ownership and confidence in 
vaccination programs. It is also crucial to improve health literacy by providing clear, accurate 
information about vaccine safety, efficacy, and the scientific processes behind vaccine development. 
Therefore, governments should create vaccine messaging, ensuring that scientific evidence backs up 
projected information. Strengthening existing communication channels, leveraging trusted local 
voices, and adopting participatory approaches will be essential in overcoming hesitancy and 
increasing vaccination uptake, ultimately improving public health outcomes. 

5. Limitation of the Scoping Review and Conclusion 

5.1. Limitation of the Scoping Review 

This review has several limitations that should be acknowledged. First, despite their shared 
historical background as part of the USSR, the countries examined vary in their levels of health 
system organization, and communication strategies and practices. Some have more centralized 
healthcare systems, while others are less. In addition, although some countries exhibit a more open 
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dialogue with society, this transparency often serves as a superficial ‘facade,’ while other nations 
remain overtly closed systems. As a result, any generalizations about the characteristics of these nine 
post-Soviet countries should be considered ‘conditional’ and interpreted with caution. 

One of the main limitations of this study lies in the scarcity of scholarly and empirical sources 
on public health communication in post-Soviet countries. Much of the existing literature was 
produced by international organizations with specific policy agendas or focuses on broader health 
system reforms rather than communication practices directly. In addition, poor health 
communication remains a significant problem in many countries as it if often not recognized as one. 
Discussions of this issue tend to be superficial, requiring the authors to interpret and identify the 
problem within its specific context.  This scarcity of sources posed challenges to conducting a 
comprehensive comparative analysis and may have resulted in gaps in the evidence base. Despite 
efforts made to address this by triangulating across international reports, academic publications, and 
regional policy documents, the limited depth in some areas remains a concern. Thus, the findings 
should be interpreted with caution. Future research would benefit from more country-level empirical 
studies and primary data collection to deepen the understanding of public health communication in 
post-Soviet contexts.  

5.2. Recommendations 

Based on the findings, several key recommendations can be made to improve public health 
communication in post-Soviet countries. First, it is essential to transition from a one-way information 
dissemination model to a two-way dialogue. Governments should establish transparent channels for 
feedback and discussion with civil society organizations, community leaders, and the public to foster 
inclusion and rebuild trust. Second, developing clear, pre-established protocols for risk 
communication is crucial. These protocols should ensure timely, regular, and open data sharing, 
preventing delays and confusion that erode public confidence. Clarifying roles and responsibilities 
in advance will also help avoid bureaucratic bottlenecks during emergencies. Third, investing in 
specialized training programs is necessary to produce professionals well versed in both public health 
and strategic communication [1]. Building this capacity will address the current shortage of qualified 
experts who can effectively bridge the gap between medical knowledge and public engagement. 

Finally, utilize AI and digital platforms to further streamline information dissemination and 
ensure accurate, timely updates reach the public. Embracing AI and digital platforms for information 
dissemination not only streamlines access to critical updates but also ensures that messages are 
tailored to meet the diverse needs of the community. Health institutions can utilize technology to 
develop interactive platforms that facilitate real-time feedback and interaction, ultimately fostering a 
well-informed and resilient society. Together, these recommendations can form a comprehensive 
framework for transforming how we navigate future health crises. Implementing these strategies can 
strengthen crisis communication, build resilience, and restore public trust. Ultimately, this will lead 
to more informed communities better equipped to respond to future health emergencies. 

5.3. Conclusion 

The COVID-19 response served as a critical evaluation, highlighting the lasting impact of the 
Soviet legacy on the healthcare systems and public health communication within the region. The 
centralized hierarchical Semashko model enabled quick top-down actions. The effectiveness of health 
crisis communication depends on a multifaceted approach that prioritizes bridging the gap between 
medical knowledge and public engagement. By strengthening communication strategies and 
fostering public trust, health authorities can significantly enhance their responses to emergencies. 
Yet, it ultimately compromised policy objectives by constraining transparency and dialogue. This 
approach eroded public trust, fueled misinformation, and diminished compliance, thereby 
weakening the overall health response and outcomes.  

The core challenge extends beyond bureaucratic structures to political will to foster public 
engagement. As the review highlights, communication often became a tool of politicization, primarily 
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serving more to consolidate control than to foster public trust. Vaccine hesitancy and non-compliance 
reflect a profound trust crisis, deeply intertwined with historical legacies and contemporary practices. 
Although there are some encouraging developments, including the adoption of digital technologies 
and various reforms, these initiatives appear to be at a superficial level and coexist with persistent 
centralized practices that hinder transparency and openness. To enhance further health responses, a 
commitment to reforming communication practices and rebuilding trust is essential. Through this 
approach, the region can establish robust health systems that are adequately prepared and able to 
respond effectively to future crises. 
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Appendix A 

Table A1. Health Expenditure (%) of GDP. 

Countries 2020 2021 2022 

Armenia 12.24 12.32 9.96 

Azerbaijan 5.85 4.89 3.98 

Belarus 6.41 6.57 6.56 

Kazakhstan 3.75 3.92 3.74 

Kyrgyzstan 4.95 5.35 4.92 

Russia 8.04 6.98 6.92 

Tajikistan 8.89 8.38 7.63 

Turkmenistan 5.57 5.49 5.37 

Uzbekistan 6.71 7.70 7.36 

This chart was created with data gotten from the World Bank [136]. 
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Figure A1. Country and Population Countries included in the scoping review and their population as at 2024. The 
map was created based on the data obtained from the World Bank [135]. 

 

Figure A2. Transparency Index This chart was created with data obtained from Transparency International for 
2024 [137]. Classification if from 0-100; 0-highly corrupt, 100-very clean. 
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Figure A3. Freedom of Press Index This chart was created with data gotten from Reporters without borders [138]. 
Classification: 85-100 (Good), 70-85 (Satisfactory), 55-70 (Problematic), 50-55 (Difficult), 0-40 (Very serious). 
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