IKO0JIOTHS M TUTHEHA

© KONNEKTUB ABTOPOB, 2026

YOK 614.8:616-001-036.88(574)
DOI 10.59598/ME-2305-6053-2026-119-2-101-108

K. Tussupkaliyeva', A. Zhexenova', A. Zhanabayeva', L. Aliyeva', D. Yegizbayeva', N. Alekenova'*
PREMATURE MORTALITY FROM INJURIES IN REGIONS OF KAZAKHSTAN

'NC JSC «Marat Ospanov West-Kazakhstan Medical University» (030000, Republic of Kazakhstan,
Aktobe c., Maresyeva str., 68; e-mail: info@zkmu.kz)

*Nurgul Alekenova — NC JSC «Marat Ospanov West-Kazakhstan Medical University» (030000, Republic of
Kazakhstan, Aktobe c., Maresyeva str., 68; e-mail: knurgul7@mail.ru

Introduction. Many countries, including Kazakhstan, aim to achieve universal health coverage and re-
duce health disparities, focusing on promoting healthy lifestyles, preventing injuries, and ensuring sustainable
healthcare financing. This study seeks to analyze regional differences in premature mortality from injuries
across six regions of Kazakhstan to better understand the impact of injuries, which remain a leading cause of
death despite a slight decrease in overall injury-related fatalities.

Materials and methods. We calculated premature mortality rates (PMR) for individuals under 75 years
of age using data from the National Scientific Center for Health Development, covering 2014 to 2021, and
categorized by sex and aligned with ICD-10 focusing on accidents and injuries. Absolute and relative changes
in PMR were computed to assess both the overall change in mortality rates and the rate of change over the
defined period.

Results and discussion. North Kazakhstan experienced the highest premature mortality rates, rising
from 148.15 in 2014 to 188.80 in 2021, while Atyrau had the lowest, with fluctuations from 69.54 in 2014 to
111.17 in 2021. East Kazakhstan recorded the highest relative change in mortality (63.3%), with males at
62.5% and females at 63.4%, while Atyrau showed a notable male increase of 74.6% but a smaller female in-
crease of 23.5%, resulting in a combined total of 59.9%. In terms of total absolute changes, East Kazakhstan
led with 83.76, followed by Akmola at 55.22 and West Kazakhstan at 53.96, while Zhambyl had the lowest at

26.26.

Conclusion. The data highlights significant regional and gender disparities in premature mortality in Ka-
zakhstan, emphasizing the need for targeted healthcare interventions and policies that address these specific

differences.
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INTRODUCTION

Many countries aim for universal health cover-
age, ensuring that all individuals have access to nec-
essary health services without facing financial hard-
ship [1]. This is a central goal of global health policy,
as reflected in the United Nations Sustainable Devel-
opment Goal 3[2]. Health policies emphasize reducing
disparities in healthcare access and outcomes based
on socioeconomic status, geography, gender, and oth-
er factors. Additionally, policymakers generally agree
on the importance of promoting healthy lifestyles, pre-
venting diseases and injuries, reducing risk factors like
smoking, poor diet, and physical inactivity, while ensur-
ing sustainable healthcare financing, improving public
health and safety, and developing a skilled healthcare
workforce to address both general health needs and
emergencies, including injuries [3, 4].

Injuries represent a significant global public
health challenge due to their high rates of prevalence,
disability, and mortality, severely impacting individu-
als’ health and quality of life. According to the World
Health Organization (WHO), approximately 4 million
deaths are related to injuries every year [4]. The Glob-
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al Burden of Disease studies identify injuries as one
of three broad categories of causes of disease bur-
den, which occurs in low- and middle-income coun-
tries (LMIC) [5, 6]. Road traffic accidents are the lead-
ing cause of death worldwide [7]. In addition, falls and
drowning are the leading causes of premature death
in LMIC. Annually over 700,000 people worldwide die
by suicide, making it the fourth leading cause of death
among individuals aged 15-29 years, in China, suicide
is the fifth leading cause of death overall [8,9], where-
as in South Korea suicide rates among younger pop-
ulations have risen since 2017, highlighting the need
for further research and targeted prevention strategies
[10]. In the United States, the percentage of prevent-
able premature deaths increased from 2010 to 2022
due to unintentional injuries (e.g., unintentional poison-
ing, including drug overdose, unintentional motor vehi-
cle crashes, unintentional drowning, and unintentional
falls) and stroke, where the rate was higher among
rural residents [11].

According to the authors, there has been a
slight decrease in deaths from injuries in Kazakh-
stan, but despite this, it remains the leading cause of
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death. Traffic fatalities in Kazakhstan are predicted
to decrease slowly in the coming years, with a 6.4%
decrease for men and 5.8% for women in the 0-19
age group, and 5.1% for the 20-64 group [12]. Work-
ing-age men will have three times higher mortality
rates than women [13]. Moreover, it was identifying
that of the 10 types of injuries, one in three requires
surgical intervention, with higher rates in Astana and
Almaty [14]. The authors of this research could not
find studies on premature mortality from injuries by
regions of Kazakhstan.

The aim of the study was to analyze premature
mortality from injuries across six regions of Kazakh-
stan (west, south, east, and north) to identify regional
differences.

MATERIALS AND METHODS

We applied the methodology for calculating
premature mortality as outlined by OECD experts.
The premature mortality rate, defined as mortality un-
der 75 years of age, was calculated as the frequency
of deaths among individuals under 75, expressed per
100,000 population. To compute this rate, we used
data from the National Scientific Center for Health
Development, covering the period from 2014 to 2021.
The data were categorized by sex and aligned with
the International Classification of Diseases, 10th revi-
sion (ICD-10), specifically focusing on accidents and
injuries. Age groups were defined as 0-4, 5-9, ..., 60-
64, 65-69, and 70-74 years. The formula used for the
calculations is as follows:

Number of deaths under 75

PMR —
Total population under 75

% 100, 000 (1),
where:

PMR = Premature Mortality Rate;

Number of deaths under 75 = Number of
deaths from injuries or accidents in people under 75
years of age;

Total population under 75 = Total population
under 75 years of age in the given region.

Also, we calculated absolute and relative
changes, which allow understanding both the abso-
lute and relative changes in premature mortality rates
over the defined period.

To calculate the absolute change in the pre-
mature mortality rate, the following formula was used:

Absolute change = PM Rend — PM Ratart (),

where:

PMR_end = Premature mortality rate at the
end of the period;

PMR_start = Premature mortality rate at the
start of the period.

To calculate the relative change in the prema-
ture mortality rate, we used the formula:

102

PMR.ng — PM Rt
PM Rtart

Relative change = ( ) x 100 (3),
where:

PMR_end = Premature mortality rate at the
end of the period;

PMR_start = Premature mortality rate at the
start of the period.

These calculations allow understanding both
the absolute and relative changes in premature mor-
tality rates over the defined period.

All statistical analyses were thoroughly con-
ducted using Microsoft Excel for data organization
and SPSS version 13 for advanced statistical pro-
cessing and analysis, developed by IBM Corporation.

RESULTS

The highest premature mortality rates over time
were observed in North Kazakhstan, with the rate in-
creasing from 148.15in 2014 to 188.80 in 2021. Con-
versely, Atyrau had the lowest premature mortality,
with fluctuations in the data, rising from 69.54 in 2014
to 111.17 in 2021 (table 1).

For males, East Kazakhstan recorded the
highest premature mortality rate in 2021 (363.59),
followed by North Kazakhstan (311.81). For females,
East Kazakhstan again had the highest mortality
rate (84.93), with North Kazakhstan in second place
(76.54), table 1.

Males consistently experience higher prema-
ture mortality rates than females across all regions.
This is a common trend in mortality studies, reflecting
gender differences in health risks, lifestyle, and oth-
er factors. However, female mortality rates are rising
in several regions, particularly in East Kazakhstan,
where the gap between male and female mortality
is narrowing. In 2021, female mortality in East Ka-
zakhstan (84.93) was significantly higher compared
to many other regions (table 1).

Combined, the regions show an average an-
nual percentage change in premature mortality from
injuries ranging from 5.3% to 8.8%. On average,
the male population across most regions has seen
moderate to significant annual percentage changes
in premature mortality, with the highest increase in
West Kazakhstan (8.6%) and the lowest in Zhambyl
(5.4%). Female mortality rates show slightly lower
average annual changes than males, with West Ka-
zakhstan showing the highest at 8.9%, and Akmo-
la the lowest at 4.4%. East Kazakhstan stands out
for both males (8.1%) and females (7.4%), indicat-
ing noticeable changes in premature mortality from
injuries in the region. West Kazakhstan also exhibits
significant changes, particularly in female mortality
(8.9%), which is the highest among all regions for fe-
males. Atyrau and Zhambyl show the lowest rates
for males and females, respectively, suggesting rel-
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Table 1 — Premature mortality from injuries per 100000 populations

Regions
Yeer cender Akmola Atyrau Kazi?(?gtan Zhambyl Kagﬁﬁts-tan Karz\laokr;[\hs-tan
male 217,60 109,82 223,79 153,46 176,20 248,73
2014 female 51,21 32,71 51,97 32,93 32,34 58,87
total 130,23 69,54 132,22 89,59 99,66 148,15
male 190,90 113,16 225,21 148,04 168,85 221,72
2015 female 55,05 28,82 51,90 34,25 32,04 43,59
total 119,84 68,85 132,47 87,80 95,54 127,05
male 178,64 117,94 208,63 137,44 148,15 215,18
2016 female 41,00 21,10 48,33 33,38 27,33 47,23
total 106,46 66,07 122,75 82,39 84,61 126,66
male 193,01 96,88 204,06 123,58 152,43 191,93
2017 female 46,37 17,94 45,39 31,18 32,79 39,33
total 116,86 55,11 119,03 74,87 88,83 111,52
male 305,51 195,28 394,07 252,30 303,39 350,70
2018 female 58,42 49,55 87,35 50,38 61,51 90,92
total 177,21 120,17 230,85 144,77 174,82 215,01
male 180,90 94,18 222,74 127,63 175,89 253,98
2019 female 40,05 17,15 50,67 32,31 35,42 68,12
total 107,41 53,85 130,65 77,59 100,61 155,11
male 312,49 173,35 338,61 214,42 279,09 360,25
2020 female 64,87 35,39 68,43 45,00 53,88 72,22
total 184,44 102,94 193,45 125,05 160,19 209,08
male 310,44 191,72 363,59 195,68 268,78 311,81
2021 female 69,61 40,41 84,93 43,21 50,54 76,54
total 185,45 111,17 215,98 115,85 153,62 188,80

atively smaller or more stable changes in mortality.
The range values highlight the volatility in changes
over the years. For example, Atyrau for females has
a large range (from -8.3% to 19.5%), suggesting that
while the average change is modest (4.7%), year-to-
year fluctuations have been more extreme. In con-
trast, regions like Zhambyl have smaller ranges, indi-
cating that changes in mortality over time have been
more stable (table 2).

East Kazakhstan leads in total absolute chang-
es in premature mortality from injuries, with a value of
83.76, followed by Akmola (55.22) and West Kazakh-
stan (53.96). In contrast, Zhambyl has the lowest to-
tal absolute change (26.26), indicating more stability
in mortality rates in this region. For males, East Ka-
zakhstan again shows the highest absolute change
in premature mortality from injuries (139.80), followed
by Akmola (92.84) and West Kazakhstan (92.58).
Similarly, East Kazakhstan leads for females with the
highest absolute change (32.96), followed by Akmola
(18.40) and West Kazakhstan (18.20). Atyrau has the
lowest absolute change for females (7.70), suggest-
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ing less fluctuation in mortality rates for women in this
region (table 2).

East Kazakhstan shows the highest relative
change in mortality, with males at 62.5% and fe-
males at 63.4%, totaling 63.3%. Atyrau has a notable
male increase (74.6%) but a smaller female increase
(23.5%), resulting in a combined total of 59.9%. West
Kazakhstan shows high changes for both genders,
with males at 52.5% and females at 56.3%, totaling
54.1%. Zhambyl has lower changes (males at 27.5%,
females at 31.2%), totaling 29.3%, while North Ka-
zakhstan has the lowest (males at 25.4%, females at
30.0%), totaling 27.4%. In most regions, males show
higher relative changes, except in Atyrau, where
males outpace females. East and West Kazakhstan
show similar trends for both genders, with females in
East Kazakhstan experiencing slightly higher chang-
es than males (table 2).

DISCUSSION
In our study, we found that the premature mor-
tality rates from injuries show significant regional var-
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Table 2 — Absolute, relative and average annual percentage changes of the premature mortality from injuries

Gender Akmola Atyrau KazEa?(itétan Zhambyl Kagﬁﬁts-tan KazNaOIg\hs-tan
Average annual percentage changes
male 7,3(-0,6; 15,9) | 8,4 (-1,5; 19,4) | 8,1 (-0,7; 17,7) | 5,4 (-4,4; 16,1) | 8,6 (-0,7; 18,9) | 6,4 (-1,0; 14,3)
female |4,4(-2,2;11,5) | 4,7 (-8,3; 19,5) | 7,4 (-1,3; 16,8) | 4,7 (-1,9; 11,7) | 8,9 (-1,0; 19,7) | 7,2 (-2,3; 17,7)
total 6,9 (-0,6; 15,0) | 7,8 (-2,9; 19,6) | 8,0 (-0,8; 17,6) | 5,3 (-3,7; 15,2) | 8,8 (-0,7; 19,1) | 6,7 (-1,0; 15,0)
Absolute changes per 100000 populations
male 92,84 81,89 139,80 42,22 92,58 63,08
female 18,40 7,70 32,96 10,28 18,20 17,67
total 55,22 41,63 83,76 26,26 53,96 40,65
Relative changes (%)

male 42,7% 74,6% 62,5% 27,5% 52,5% 25,4%
female 35,9% 23,5% 63,4% 31,2% 56,3% 30,0%
total 42,4% 59,9% 63,3% 29,3% 54,1% 27,4%

iation. In the Iranian context, premature mortality due
to injuries (including road traffic accidents, homicides,
and suicides) is notable high, particularly in active
age groups (30-69 years), with mortality rates higher
in provincial areas. Road traffic deaths in rural areas
have been found to be associated with poor safety
practices such as wearing seat belts [15]. Many risk
factors for falls are modifiable, meaning that many
falls are preventable [16].

Similarly, in Kazakhstan research revealed that
males are disproportionately affected by injury-relat-
ed premature mortality [17, 18]. In China, a decline
in injury-related deaths from 2012 to 2021 (excluding
unintentional falls) is attributed to economic growth,
improved healthcare, and urbanization. However, oth-
er studies highlight an increase in deaths from road
traffic accidents and falls, leading to an increase in
preventable premature deaths from unintentional in-
juries [19]. In Korea, poor socioeconomic conditions,
isolation (e.g., low pension, deprivation), and higher
smoking rates were linked to higher trauma and in-
jury rates, while greater religious activity and access
to recreational opportunities (e.g., parks) were as-
sociated with lower rates [20]. For Kazakhstan, ad-
dressing socioeconomic disparities, improving social
connections, promoting physical activity, and increas-
ing access to recreational spaces could help reduce
injury-related deaths. In Mongolia, injury-related mor-
tality has steadily increased, with road injuries, falls,
and suicides being significant contributors. Suicides,
especially among the young, have become a major
public health issue, exacerbated by limited mental
health resources. Additionally, injuries from falls and
domestic violence, particularly among children, are
leading causes of death, resulting in substantial eco-
nomic costs, including a loss of $134.5 million due to
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falls alone, highlighting the urgent need for preven-
tive measures and improved healthcare systems [21].
The economic burden of these injuries is significant,
with the total cost of lost productivity due to premature
death in 2018 estimated at $4.58 million, primarily
affecting men [22]. Eventually injury-related deaths,
particularly those caused by trauma, self-harm, as-
sault, and drowning, disproportionately affect males,
with the most impacted age group being 20-44 years.
It was highlighting the need for improved injury clas-
sification, better enforcement of road safety laws, and
stronger measures to address gender-based violence
and workplace safety, especially in high-risk sectors.
To address injury-related mortality and its socioeco-
nomic burden, policymakers must take a multifacet-
ed approach. Reducing socioeconomic inequalities,
improving access to healthcare, and strengthening
social support systems are key to mitigating injury-re-
lated deaths, especially among vulnerable popula-
tions. Investing in mental health services, including
community-based programs and early interventions,
is essential to address the rising rates of suicide and
self-harm. Improving road safety through stricter law
enforcement, better infrastructure, and public educa-
tion campaigns is crucial, particularly in rural areas.
Expanding public health campaigns on fall preven-
tion and enhancing workplace safety in high-risk sec-
tors like fishing will further reduce preventable inju-
ries. Additionally, addressing gender-based violence
through stronger laws, support systems, and societal
changes will reduce violence-related deaths. Finally,
enhancing injury surveillance systems and digitizing
health data will enable better monitoring and quicker
responses to emerging injury trends. By focusing on
these strategies, policymakers can effectively reduce
injury-related mortality, improve public health, and
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address the underlying socioeconomic factors con-
tributing to preventable deaths.

Limitations. The data used in this study is lim-
ited to the period from 2014 to 2021, which may not
fully capture long-term trends or the impact of recent
health interventions and policy changes. The study
also relies on regional data, which may overlook lo-
cal disparities within each region, potentially masking
smaller-scale variations in mortality rates. Future re-
search should focus on examining the interplay be-
tween socioeconomic, environmental, and healthcare
access factors at a more granular level to better un-
derstand the root causes of regional and gender dis-
parities. Expanding the scope to include other causes
of premature mortality could provide a more compre-
hensive view of public health challenges in Kazakh-
stan. Moreover, longitudinal studies examining the
effectiveness of health policies and interventions
over time would be beneficial in guiding future health
strategies. Finally, improving the accuracy and gran-
ularity of data collection could lead to more targeted
interventions for reducing premature mortality from
injuries across different regions and gender groups.

CONCLUSION

The analysis of premature mortality rates from
injuries across six regions of Kazakhstan highlights
significant regional and gender disparities. Males
generally face higher premature mortality rates than
females, although in regions such as East Kazakh-
stan, the gap is narrowing as female mortality rates
rise. The data further shows that regions like Zhambyl
and Atyrau exhibit more stable changes in mortality,
whereas areas like West Kazakhstan and East Ka-
zakhstan experience more volatile shifts. These find-
ings underscore the importance of developing target-
ed public health strategies that address the unique
needs of each region and gender group in Kazakh-
stan. Such disparities necessitate further exploration,
particularly concerning healthcare access, lifestyle
factors, and regional health policies. To effectively
reduce premature mortality, tailored efforts focusing
on specific regions and gender groups will be crucial.
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NMPEXOEBPEMEHHAA CMEPTHOCTb OT TPABM B PETMOHAX KA3AXCTAHA

"HAO «3anagHo-KasaxcTaHckuin meguumMHckuii yHnBepeuteT nMm. Mapata OcnaHoBay (030000, Pecny6numka
KazaxcTaH, . Aktob6e, yn. MapecbkeBa, 68; e-mail: info@zkmu.kz)

*Hypryn AnekeHoBa — HAO «B3anagHo-KasaxctaHckuin MeguumHcknin yHuBepeuteT uM. Maparta OcnaHoBay;
030000, Pecnybnuka KasaxctaH, r. Aktobe, yn. MapecbeBa, 68; e-mail: knurgul7@mail.ru

BeedeHue. MHorve cTpaHbl, BkMovasi KasaxcTaH, CTpeMsATcs K OOCTVXeHMo Bceobllero oxeaTta
ycriyramu 34paBoOXpaHeHUst U COKpaLLEeHN0 HepaBeHCTBa B 06nacTy 300poBbs, yaensas ocoboe BHUMaHWe
dhopMMpoBaHMI0 300POBOr0 06pasa XWU3HW, MPodUNakTMKe TpaBmaThama M oGecnevyeHuio YCTONYMBOro

(*)I/I HaHCNUPOBaAHNA CUCTEMbI 30PaBOOXPaHEHUA.

Llenb. AHann3 permoHanbHbIX pasnuynii NPeXaeBpeMEHHON CMEPTHOCTM OT TPaBM B LLUECTU PErMoHax
KasaxctaHa ansi 6onee rnybokoro NoOHMMaHWs BIIMSIHWAS TPaBM, KOTOPbIE OCTalTCA O4HON U3 BEAYLUMX MPUYMH
CMepTU, HECMOTPS Ha He3HAYUTENbHOE OOLLEE CHIDKEHNE CMEPTHOCTM, CBA3AHHOW C TpaBMaMMu.

Mamepuarnbl u Memodskl. Bbinu paccumTaHbl NoKasaTenu npexaespemeHHor cmepTHocTn (PMR) cpeau

Ny B BO3pacTe Ao 75 neT Ha 0CHOBe AaHHbIX HauMoHanbHOro Hay4Horo LieHTpa pasBuTus 30paBoOXpaHeHUst
3a 2014 — 2021 rr. ¢ pacnpegeneHuem no nony u B cootsetctBumn ¢ MKB-10 (pasgen «HecyacTHble criyvau
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1 TpaBmbl»). Bbinn BelYMcneHbl abCOMNTHBIE M OTHOCUTENbHbBIE U3MEHEHUS MOKa3aTens NpexgeBpeMeHHON
CMEpPTHOCTM AN OLEHKM Kak ObLLero M3MeHeHUs YpOBHS CMEPTHOCTWU, TaK M TEMMOB €ro U3MEHeHus 3a
yKa3saHHbI nepuog.

Pesynbmamel u obcyxdeHue. B Ceepo-KasaxctaHckon obnactv Oblnim 0TMEYEHbI CaMble BbICOKME
nokasartenu npexgesBpeMeHHOn cMmepTHocTU — yBenndeHue ¢ 148,15 8 2014 r. po 188,80 B 2021 r., Toraa Kak
B ATbIpaycKow obnacTtu 6binm 3addMKCMpoBaHbl Camble HU3KME nokasaTtenu ¢ kornebannsamm ot 69,54 B 2014 .
0o 111,17 B 2021 r. BoctouHo-KaszaxcTaHckasa obnactb NpogeMoHCTpupoBana HamborbLLMIA OTHOCUTENbHbI
npupocT cMmepTHOCTU (63,3%): 62,5% cpeamn Myx4umH 1 63,4% cpeam xeHwuH. B ATbipayckorn obnactu 6bin
OTMEYEH 3HaAYMTENbHBIN POCT cpeaun My>x4uH (74,6%), HO Bonee ymepeHHbIi poCT cpeaun XeHWwuH (23,5%),
YTO B COBOKYMHOCTM cocTaBmmno 59,9%. Mo abcontoTHbIM n3MeHeHusaM nuaupoBana BoctouHo-KasaxcTaHckas
obnacTtb (83,76), nanee cnegoBany AkmonuHckas (55,22) n 3anagHo-KasaxcraHckasa obnactu (53,96), Torga
Kak HauMeHbLLMe U3MeHeHns Obinn 3aperncTpupoBaHbl B XXamoObirickor obnacTtu (26,26).

Bbigodbl. TlonyyeHHble OaHHble CBUMAETENbCTBYOT O 3HAYUTENbHbIX PErMoHanbHbIX UM FeHAEPHbIX
pasnuuuax NpexageBpeMeHHONn cMepTHOCTU B KaszaxcTaHe, UTO nogyepknBaeT HeobXoaMMOCTb pa3paboTku
LeneBbiX Mep 34PaBOOXPAHEHUS U NMOMUTUKM, HAMPaBIIEHHbIX HA YCTPaHEHWE BbISIBIIEHHbIX Pasfnyumin.

Knrouessbie criosa: npexgeBpeMeHHas CMEPTHOCTb; TPaBMbl; TPaBMaTU3M; NOMNMTMKA 30paBOOXPaHEHMS;
obLlecTBeHHOe 30paBooxpaHeHne; KasaxcraH
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KA3AKCTAH ©HIPNEPIHOE XXAPAKATTAPOAH BOJIATbIH MEP3IMIHEH B¥PbIHFbl ©11IM-XITIM

'«MapaT OcnaHoB aTbiHgafbl batbic KaszakctaH MeguumHanblk yHuBepcuTeTi» KeAK (030000, KasakcTaH
Pecnybnukacbl, Aktebe k., MapecbeB k-ci, 68; e-mail: info@zkmu.kz)

*Hypryn AnekeHoBa — «Mapat OcnaHoB atbiHAarbl baTtbic KaszakctaH meguunHansik yHuBepcuteTi» KeAK;
030000, KazakctaH Pecnybnukacol, Aktebe k., MapecbeB k-ci, 68; e-mail: knurgul7@mail.ru

Kipicrie. KenTtereH engep, COHbIH, iWwWiHae KasakcTaH ga, AeHcaynblk cakTay KbI3MeTTEPIMEH KannbliFa
Oipaen kaMTbInyFa KO XKETKi3yai KeHe OeHcaynblK canacbiHAarbl TEHCI3OIKTI a3anTyabl Makcat eTtedi. byn
peTTe canayaTTbl eMip canTblH KanbiNTacTbipyfa, XapakaTTaHyAdblH angbiH anyfa XXeHe AeHcaynblK cakTay
XKYMECiH TypaKTbl KapXKbllaHObIpyAbl KAMTaMachl3 eTyre epekLue KeHin beniHegi.

Makcam. KaszakcTaHHbIH anTbl eHipiHae XapakaTtTapgaH 6onatbiH Mep3iMiHeEH OYPbIHFbI 6MTiM-XITIMHIH
OHipNiK anbipMalUbIbIKTapbIH Tangay. byn xxapakaTTapablH, Kanmnbl eniM KepceTKilliHiH, a3gan TeMeHaeyiHe
KapamacTaH, erliMHiH eTekLi cebenTepiHiH Gipi 60nbin kana 6epeTiHiH TepeHipek TyCiHyre MyMKiHAiK 6epegi.

Mamepuandap xoHe odicmep. 2014 — 2021 xbingap apanbifblHoarbl [leHcaynblk cakTaygbl
OaMbITyOblH, YNTThIK FbIfibIMW OpTanblfblHbIH AepeKTepi HeridiHae 75 acka gewniHri TynFanap apacbiHAa
Mep3iMiHEH BypbIHFbI enim-xiTiM kepceTkiwTepi (PMR) ecentengi. Tangay XblHbIC 60MbIHIWA GeniHin, AXXK-
10 (>ka3aTarbiM OKuFanap MeH xapakattap 6enimi) xikTeMeciHe carkec Xyprisingi. KepceTkilwTepaiH xannbl
©3repicCiH XoHe 3epTTenreH KeseH iWiHaeri e3repy KapkbliHbIH Oaranay MakcaTbiHOa Mep3iMiHEH OypbIHFbI
eniM-XiTiMHIH abCcontoTTiK XKeHe canbliCTbipMarbl e3repictepi ecentengi.

Hemuxxenep »xoaHe marnkbinay. ConTycTik KazakcTaH obnbicbiHAa Mep3iMiHEH OYpPbIHFbI 6MTiM-XITIMHIH
€H Xofapbl kepceTkiwTepi Tipkenai: 2014 xoinfbl 148,15-TeH 2021 xbinbl 188,80-re aeniH eckeH. An ATbipay
obnbicbiHOA eH TeMeH kepceTkiwTep Garkangbl, onap 2014 xbinFbl 69,54-TeH 2021 xbinbl 111,17-re geniu
aybITKplFaH. LbiFbic KasakcTaH obnbiCbiHAa enimM-XiTiMHIH eH ofFapbl canbiCTbipMmarbl ecimi (63,3%) Tipkengi:
epnep apacbiHaa — 62,5%, anengep apacbiHga — 63,4%. ATbipay 0bnbiCbiHAA epriep apacbiHAa anTapnbiKTan
ecim (74,6%) Garikanca, snengep apacbiHaa ecim TemeHipek (23,5%) 6onabl, xannbl kepceTkiw 59,9%-apbl
Kypaabl. AbcontoTTik e3repictep GombiHwa LbiFbic KaszakcTtaH obnbickl (83,76) kew GacTtagbl, ogaH KemiH
Akmona (55,22) xeHe Bbatbic KasakctaH obnbictapbl (53,96) opHanacTtbl, an eH TemeH e3repic XKambbin
obnbicbiHAa Tipkenai (26,26).

KopbimbiHObI. AnbiHFaH Oepektep KasakcTaHga mep3iMiHeH OypbiHFbl ©niM-XiTIMHIH ©HIpMiK >XaHe
reHgepsnik anbipMallbiibIkTapblHbIH anTapnbiKTan ekeHiH kepceTeni. byn aHblkTanfaH anbipMallbiibiKTapab!
asanTyra OafblTTanfFaH MakcaTTbl AeHcaynblk cakTay Lapanapbl MeH casicaTTbl 93iprey KaKeTTiriH
ankbiHOANObI.

Kinm ce3dep: mep3imMmiHeH OYpbIHFbl ©MNIM-XITIM; )XapakaTTap; XKapakaTTaHy; AeHcay bl caKTay casicaTbl;
KoFamAblk AeHcaynblk cakTay; KasakcTaH

108



