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Abstract

In the introduction, gender-based violence is examined as one of the most pressing
public health and human rights challenges of the twenty-first century, associated
with substantial physical, psychological, reproductive, and social consequences for
women. The health-care system occupies a critical position in responding to this
problem, as women exposed to violence frequently seek medical care for both acute
injuries and chronic health conditions. Consequently, medical professionals are
uniquely positioned to identify violence, provide first-line support, and facilitate
access to appropriate services. However, this potential can only be realized if health-
care providers possess adequate knowledge, skills, and professional attitudes, which
are not systematically embedded in medical education curricula in many countries,
including the Republic of Kazakhstan.

The object of this study is the system of training medical professionals to respond to
gender-based violence in international and national contexts. The objective of the
study is to systematically analyze international evidence on educational programs
designed to prepare medical professionals to respond to gender-based violence, to
assess their effectiveness, and to evaluate the relevance and adaptability of evidence-
based models for integration into the medical education system of Kazakhstan.

The study employed an analytical design based on a scoping review approach.
Publications indexed in major international bibliographic databases, as well as
reports, guidelines, and training materials produced by international organizations,
were reviewed. A total of twenty-six sources describing educational interventions

for medical students and health-care professionals were included in the analysis. In
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1. Introduction

addition, national survey data on violence against women, forensic medical statistics,
regional sociological studies, and publicly available medical curricula were
examined to characterize the Kazakhstan context.

The results demonstrate that the most effective training programs share several
common characteristics. These include multidimensional content addressing
gender-based violence as a public health and human rights issue, the use of
interactive and experiential pedagogical methods such as simulations, standardized
patients, and case-based learning, and institutional integration into existing medical
education structures. Such programs are consistently associated with improvements
in knowledge, professional attitudes, and readiness to respond to violence, as well
as with increased screening and documentation in clinical practice. Analysis of the
Kazakhstan context reveals a high prevalence and low disclosure of gender-based
violence, alongside fragmented educational coverage and limited institutional
training capacity.

In conclusion, the findings indicate that integrating gender-based violence response
training into medical education represents an evidence-based and strategically
important direction for strengthening the capacity of the health-care system in the
Republic of Kazakhstan. Adaptation of internationally validated models, combined
with contextual sensitivity and institutional support, may contribute to more

effective and sustainable health sector responses to gender-based violence.

Key words: gender-based violence, domestic violence, medical education, health

personnel, professional training, public health.

Gender-based violence constitutes one of the
most significant public health challenges of the twenty-
first century, affecting approximately one in three

women worldwide over the course of their lifetime,

according to estimates by the World Health Organization.

This phenomenon extends far beyond individual
tragedies, representing a systemic violation of human
rights with profound consequences for physical and
mental health, social well-being, and economic
development at the levels of families, communities, and
entire nations. The medico-social consequences of
gender-based violence encompass a wide spectrum of
acute and chronic conditions, including traumatic
injuries of varying severity, sexually transmitted
infections and HIV, unintended pregnancies and unsafe
abortions, chronic pelvic pain and gynecological

disorders, post-traumatic stress disorder, depression,

anxiety disorders, substance use disorders, and an
increased risk of suicidal behavior. The World Health
Organization emphasizes that differences in health
outcomes between women and men result from a
“combination of biological characteristics and socially
constructed roles, norms, and power relations” [1, p. 5].
In the context of the Republic of Kazakhstan, the
problem of gender-based violence acquires particular
relevance, as evidenced by national surveys, forensic
medical studies, and regional sociological research. These
data indicate a substantial prevalence of various forms of
violence against women, high levels of underreporting,
and a pronounced gap between the scale of the problem
and the wuse of institutional support services.
Sociocultural norms, stigma, fear of consequences, and
limited awareness of available services create a complex

environment in which violence frequently remains
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concealed, despite regular interactions between
survivors and the healthcare system.

Healthcare professionals occupy a unique
position at the intersection of health care and social
protection and, in many cases, represent the first—and
sometimes the only—professional point of contact for
women experiencing violence. International studies
demonstrate that such patients seek medical care not only
for acute injuries, but also for chronic somatic conditions,
reproductive health problems, and psychoemotional
disorders. Consequently, the healthcare system possesses
substantial potential for early identification, initial
support, and referral of women subjected to violence,
provided that healthcare professionals have the requisite
knowledge, skills, and professional attitudes.

However, the realization of this potential in
many countries is constrained by insufficient integration
of a gender perspective and violence response training
within medical education curricula. Research indicates
that, in the absence of targeted training, healthcare
professionals often experience difficulties initiating
conversations about violence, fear causing harm to
patients, lack confidence in interpreting disclosed
information, and frequently do not have clear algorithms
for subsequent action. Preliminary analytical reviews and
expert assessments suggest that these challenges are also
characteristic of the Kazakhstani context, where
preparation of healthcare professionals to respond to
gender-based violence remains fragmented and
unsystematic.

International experience over the past two
decades demonstrates that structured gender education
for healthcare professionals constitutes an evidence-
based

documentation, and response to cases of violence.

strategy for improving the identification,

Programs implemented in the United States, Canada,

2. Materials and methods

This study was conducted as a narrative review
with elements of a scoping review and aimed to
systematically synthesize international experience in

integrating training for healthcare professionals on

Australia, countries of the European Union, South Asia,
and Africa indicate that integrating a gender perspective
into existing disciplines, employing interactive and
experiential learning methods, developing
communication and empathy skills, and providing
training on clinical protocols and intersectoral referral
pathways contribute to increased preparedness of
healthcare  professionals and to  meaningful
transformations in clinical practice. Leading international
organizations, including the World Health Organization,
have consistently promoted the integration of gender and
human rights dimensions into both pre-service and in-
service training of health personnel.

In Kazakhstan, the importance of this issue is
further reinforced by institutional changes in the field of
prevention and response to domestic violence, the
expansion of the role of healthcare professionals in case
documentation and intersectoral collaboration, and
ongoing discussions regarding international
commitments related to the protection of women’s rights.
Under these conditions, a systematic analysis of
international experience in gender education for
healthcare professionals and an assessment of the
possibilities for its adaptation to the national context
acquire particular scientific and practical significance.

The objective of this study is to systematically
analyze international experience with gender education
programs for healthcare professionals as a tool for
addressing gender-based violence, to assess the
effectiveness of different models and approaches, to
identify key success factors and implementation barriers,
and to determine the potential and strategies for adapting
evidence-based educational models to the system of
medical education and healthcare practice in the

Republic of Kazakhstan.

responding to gender-based violence, as well as to assess
the feasibility of adapting identified approaches to the
system of medical education in the Republic of

Kazakhstan. The methodological framework of the
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review was guided by the PRISMA recommendations for
scoping reviews.

A comprehensive literature search was
performed in the international bibliographic databases
PubMed, Scopus, and Web of Science, as well as among
publications and policy documents issued by
international organizations, including the World Health
Organization and the United Nations Population Fund.
In addition, grey literature was examined, comprising
program descriptions, evaluation reports, and other non—
peer-reviewed materials relevant to the topic. The search
was conducted without language restrictions.

Eligibility included

criteria publications

describing  educational  programs or training
interventions for healthcare professionals or medical
students focused on the identification and management
of cases of gender-based violence and reporting

educational, attitudinal, or practice-related outcomes. A

3. Results

3.1. Analysis of successful programs from
different regions of the world

An international review of training programs for
healthcare professionals on responding to violence
against women, including studies from countries with
well-developed healthcare systems, shows that the most
effective  models combine short lecture-based
components with interactive methods (role-playing,
simulation scenarios, work with standardized patients),
rely on clearly defined clinical protocols and intersectoral
algorithms, and are embedded within existing systems of
training and accreditation for healthcare professionals.
N. Kalra and

colleagues [2], including 19 studies from high- and

A systematic review by
middle-income countries (the United States, Australia,
Turkey, and the Netherlands),

demonstrated that structured educational interventions

Iran, Mexico,

for healthcare professionals (lecture modules combined

with role-playing, simulations, and work with
standardized patients) lead to significant improvements
in attitudes, knowledge about intimate partner violence,

and self-assessed readiness to respond among physicians

total of twenty-six sources were included in the final
analysis, representing nine countries and regional
contexts, as well as global guidelines and evidence
syntheses.

To examine the Kazakhstani context, data from
national surveys on violence against women, forensic
medical statistics, regional sociological studies, and
regulatory documents were analyzed, together with
publicly available curricula and course descriptions from
medical universities. Data analysis followed a descriptive
and synthetic approach and was aimed at identifying
recurring educational models and key components of
effective training programs.

The study relied exclusively on the analysis of
published and publicly accessible sources and did not
involve the collection of primary data. Accordingly,

separate ethical approval was not required.

and nurses working in primary care and hospital settings.
In a number of studies included in the review, practice-
related outcomes were also assessed: following the
implementation of programs based on clinical algorithms
and intersectoral pathways (safeguarding/domestic
abuse pathways), the frequency of routine screening for
violence and documentation of cases in medical records
increased compared to baseline levels. This indicates real
changes in the clinical behavior of healthcare
professionals and confirms the potential of such
programs to strengthen the systemic role of the
healthcare sector in responding to gender-based violence.

In the United States, a range of training programs
for healthcare professionals on responding to intimate
partner violence has emerged in recent years, combining
face-to-face training, simulations, and electronic learning,.
One example is the mPOWERED Electronic Learning
System, a structured online course for nurses and other
clinicians aimed at developing knowledge, confidence,
and practical skills in screening, empathetic inquiry, and
referral of women experiencing violence to specialized

services [3]. The study showed that completion of the
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module led to a significant increase in subjective
preparedness and willingness to discuss violence with
patients, as well as improvements in knowledge of
response protocols and algorithms. Additional programs
in the United States include short introductory sessions
on screening and counseling, residency curricula
involving experts from shelters, and the use of
standardized female patients to practice communication
scenarios. Taken together, these approaches contribute to
the integration of responses to intimate partner violence
into routine clinical practice across different levels of
healthcare delivery.

In Canada, the EDUCATE program (Education in
Domestic Violence for Residents and Clinicians Across
Toronto East), developed at the University of Toronto
and implemented in three affiliated hospitals, represents
a strategically important example of the systematic
integration of responses to intimate partner violence into
obstetrics and gynecology residency training [4]. The
12-hour

educational intervention, distributed over the course of

program demonstrates that a targeted
one year and based on the Prochaska-DiClemente stages-
of-change model, a trauma-informed approach, and the
CanMEDS competency framework, can not only expand
knowledge and skills but also sustainably transform the
clinical behavior of future specialists. The high level of
interactivity of the program (standardized patients, role-
play of scenarios, analysis of video recordings,
collaboration with multidisciplinary teams and shelters)
enabled residents not merely to “know about the
problem,” but to learn how to conduct difficult
conversations safely and empathetically, plan
subsequent steps, and document cases in ways that
genuinely enhance the protection of women. The
significance of EDUCATE is underscored by the fact that
statistically significant improvements in knowledge and
readiness to respond were maintained 12 months after
completion of the training, and participants reported that
the program helped them overcome feelings of
helplessness when encountering violence and provided
concrete tools for clinical practice. Thus, EDUCATE
illustrates that well-designed training can bridge the

critical gap between the rhetoric of the “role of healthcare

in combating violence” and the actual competencies of
frontline physicians.

While North American programs demonstrate
the potential of deeply integrated and institutionally
supported curricula, in the Asia—Pacific region attention
is increasingly shifting toward adapting similar models
to the conditions of countries with limited resources and
pronounced sociocultural barriers.

In Australia, the Healthy Relationships Training
program has been developed and implemented within
the WEAVE project, targeting general practitioners. A
pre—post analysis conducted by Felicity Young and
colleagues (2024) showed that participation in this
program led to significant increases in knowledge,
practical skills, and confidence among physicians in
counseling women experiencing intimate partner
violence, including the ability to raise the topic of
violence, provide supportive counseling, and discuss
options for seeking help [5]. The training includes
interactive components and work with clinical scenarios
adapted to the Australian context, and the authors
emphasize that integration of this training into general
practice education is a key condition for sustainable
changes in clinical practice.

In Aotearoa (New Zealand), the “Atawhai”
initiative has been developed as a primary healthcare
provider-led response to family violence, integrating
culturally safe practices and Maori worldviews on well-
being and healing. Thus, the program demonstrates that
training of healthcare professionals can simultaneously
strengthen clinical competencies and support the rights
of Indigenous peoples when it is originally designed with
consideration of local knowledge systems and values [6].
In the Pacific region, the Pasifika Veilomani pilot online
project, which involved healthcare workers from nine
island states, showed that even under significant
technical constraints, a distance-learning format can
increase professionals’ confidence in working with
gender-based and family violence and stimulate critical
reflection on their own practice, opening important
opportunities for scaling up training in resource-limited
and geographically isolated contexts [7].

In the European Union, the research and

innovation project IMPRODOVA (Improving Frontline
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Responses to High Impact Domestic Violence) is being
implemented with the participation of a group of
experienced researchers and practitioners from eight
countries: Austria, Finland, France, Germany, Hungary,
Portugal, Slovenia, and the
(Scotland) [8]. The

comprehensive solutions for combating high-impact

United Kingdom
project aims to  propose
domestic violence based on in-depth empirical research
on how police and other frontline professionals
(including healthcare and social workers) respond to
domestic violence in European countries. Within the
framework of the project, specialized training modules
have been developed for different medical specialties
(gynecology/obstetrics, emergency medicine, dentistry,
pediatrics). The program includes medical assessment,
documentation of evidence, and discipline-specific
competencies. Such differentiated approaches allow
adaptation of content to the specific clinical situations
encountered by different categories of healthcare
professionals.

In Spain, a specialized 10-hour training program
was developed for emergency and urgent care
professionals, aimed at increasing their readiness to work
with cases of gender-based violence. The course is built
around problem-oriented video materials that simulate
real clinical situations and includes discussion of
scenarios, analysis of typical errors, and practice of
algorithms  for identification, initial support,
documentation, and referral of survivors. The format
combines online components with face-to-face interactive
elements, making it possible to adapt training to the
demanding schedules of emergency service workers
without reducing the depth of content.

The effectiveness of this program was evaluated
in a quasi-experimental study by Adanez-Martinez et al.
(2025),
participation in the training. The authors showed that,

healthcare

comparing indicators before and after

following the course, professionals
demonstrated substantial improvements in knowledge of
the signs and dynamics of gender-based violence,
awareness of existing protocols, confidence in their own
skills in managing such cases, and subjective readiness to
raise the issue of violence with patients and accurately

document information in medical records. The study

emphasizes that even a relatively brief but contextually
tailored program can significantly improve the quality of
the healthcare system’s response to gender-based
violence in one of its most critical segments [9].

Ukraine, operating under conditions of armed
conflict, adapted the WHO Global Guidelines on the
clinical management of rape to the national context with
technical support from the World Health Organization.
Within this initiative, 443 primary healthcare workers
were trained, revealing substantial gaps in knowledge of
legal protocols, awareness of available resources, and
understanding of best practices in organizing services for
survivors of sexual violence [10]. This experience
demonstrates that even in the context of an acute
humanitarian crisis, systematic training of healthcare
professionals remains a critically important element of
the response to gender-based and sexual violence and can
be effectively implemented in parallel with the provision
of emergency care.

On the African continent, training programs for
healthcare professionals and other specialists on gender-
based and domestic violence are developing under
conditions of simultaneously high needs and limited
resources, making the region’s experience particularly
illustrative for countries facing similar challenges.

In Kenya, multiyear intersectoral training
programs (2012-2018) were implemented, involving
medical, legal, and law enforcement professionals and
using standardized patients and objective structured
clinical examinations (OSCEs) as key tools for assessing
competencies [11]. This indicates that training was
structured not only around lectures, but also around
practical rehearsal of scenarios with “patient-actors,”
allowing evaluation of how professionals actually ask
questions, respond to disclosures of violence, document
information, and interact with other services. This
approach is important in that it brings training closer to
real practice and simultaneously establishes a shared
language and algorithms across different sectors—
healthcare, police, and the judicial system.

In Tanzania, studies have shown that without
specially designed training programs, healthcare
professionals face serious limitations in identifying and
These

managing cases of domestic violence [12].
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limitations include not only a lack of knowledge about
indicators of violence and response algorithms, but also
uncertainty, fear of “harming” the patient by asking
inappropriate questions, and lack of clarity regarding
where and how to refer survivors. These deficits are
particularly critical in contexts with high HIV prevalence
among women, where gender-based violence acts as an
additional stressor, undermining treatment adherence,
exacerbating mental health problems, and increasing the
risk of revictimization. Under such conditions, systematic
training of healthcare professionals becomes not merely
“desirable,” but a structural component of effective HIV
and reproductive health programs.

In Nigeria, the Ipas program plays an important
role, targeting humanitarian workers and medical
personnel working with women and girls who have
experienced sexual violence in contexts of conflict,
displacement, and humanitarian crises [13]. The training
includes not only the fundamentals of trauma-informed
care and ethics in working with survivors, but also highly
specific clinical competencies, such as techniques for safe
abortion, postabortion care, infection prevention, and
psychological support. This is critically important in
contexts where sexual violence coincides with limited
access to reproductive health services and high levels of
stigma, and where any error by a healthcare professional
may exacerbate trauma or place a woman at additional
risk.

In Burkina Faso, where a substantial proportion
of the population lives in conditions of forced
displacement, studies have identified multiple barriers to
providing care for survivors of gender-based violence,
ranging from geographic inaccessibility of services and
shortages of trained personnel to fear of reprisals, distrust
inhibit

disclosure [14]. These findings underscore that training

of institutions, and cultural norms that
for humanitarian contexts cannot be limited to general
lectures on women's rights; rather, programs are needed
that are adapted to the realities of camps and temporary
settlements, take into account linguistic, cultural, and
gender dynamics, and build bridges among healthcare
providers, nongovernmental organizations, community
Such a

comprehensive, context-sensitive approach to training

leaders, and international organizations.

becomes a key condition for ensuring that systems of care
are not merely formal, but genuinely accessible and safe
for survivors of violence.

Following the analysis of African initiatives
implemented under conditions of conflict, humanitarian
crises, and limited resources, it is particularly instructive
to turn to the experience of South Asian countries, where
efforts have been made to institutionalize training within
national hospitals and global clinical guidelines. The
“Gender in Medical (GME)
implemented between 2007 and 2012 in the state of

Education” project,
Maharashtra, became one of the largest initiatives to
integrate a gender perspective into medical education in
low- and middle-income countries, covering seven
medical colleges [15]. Its key feature was the embedding
of gender content into existing disciplines (obstetrics and
gynecology, public health, internal medicine, psychiatry,
forensic medicine), rather than the creation of a separate
course, which enhanced the sustainability and scalability
of changes. Curricula were reviewed for stereotypes and
“blind spots,” and modules were enriched with topics
such as violence during pregnancy, reproductive rights,
and social determinants of health. The pedagogical
approach relied on interactive methods and faculty
development, and evaluation using the Gender Attitude
Scale showed statistically significant improvements in
students’ gender attitudes across all disciplines (p<0.05),
increased recognition of gender-based violence as a
health issue, and greater readiness to raise this topic in
clinical practice when institutional support was available.
In addition, a five-day cascade training program
based on the WHO guideline “Caring for Women
Subjected to Violence,” adapted to the Indian context,
was implemented in three tertiary-level hospitals in India.
Trained facilitators subsequently trained medical staff in
the identification and management of cases of violence.
The study demonstrated that such training substantially
improved healthcare professionals’ understanding of
violence against women as a health issue, increased levels
of empathy, and enhanced interpersonal communication
skills and supportive interactions with patients [16].
Among regional studies from low- and middle-
HERA project (Healthcare

Responding to Violence and Abuse), implemented in

income countries, the
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Brazil, Nepal, Sri Lanka, and the occupied Palestinian
territories (Table 1), deserves particular attention.
Research conducted by the London School of Hygiene
Medicine

intervention aimed at improving the healthcare system’s

and Tropical describes a multicenter
response to domestic violence in low- and middle-income
countries. The intervention included training healthcare
professionals to identify and respond to cases of domestic
violence, with an emphasis on a woman-centered and

structurally integrated approach. Key outcomes included

improved detection of domestic violence cases and
enhanced professional expertise, with healthcare workers
reporting increased confidence, readiness to identify,
support, and refer survivors of violence. The training
focused on developing empathy, nonjudgmental inquiry
techniques, skills in first-line support, and subsequent
case management. The project also involved the
development of new detection and referral protocols, and
training materials were adapted to the specific context of

each country.

Table 1 - Changes in Detection of Gender-Based Violence Following Implementation of HERA and Comparable

Healthcare Training Initiatives

Country Key Outcomes of HERA and Similar Increase in Features of Change
Initiatives Detection
Brazil Significant improvement in the +78% Development of new training
identification of «cases of violence; materials; expansion of the program
introduction of new protocols and empathy to various regions
training
Nepal Substantial increase in detection; +100% Adaptation of training to pandemic
introduction of structured approaches and conditions; enhanced confidence of
new support methods healthcare professionals
Sri Lanka Improved skills in identification and +69% Practical  integration into the
support for victims of domestic violence; healthcare system; training of
updated referral protocols multidisciplinary teams

The HERA project data demonstrate impressive
results across different countries: in Brazil, the detection
of cases of violence increased by 78%, in Nepal by 100%,
and in Sri Lanka by 69% [17]. These findings clearly
illustrate the potential of structured educational
programs for healthcare professionals in the context of
developing countries.

Alongside national programs, global training
packages play an important role in setting standards for
preparing healthcare workers to respond to gender-
The UNFPA MGBVIiE (Managing

Gender-Based Violence in Emergencies) project offers a

based violence.

three-phase training model (e-learning, a 7-8-day face-to-
face training, and subsequent mentoring), designed for

humanitarian settings and available in four languages,

which ensures broad applicability across regions. The
WHO/PAHO course Response to Violence Against
Women and Girls and the WHO clinical guideline Caring
for women subjected to violence serve as the foundation
for national training programs, providing standardized
modules on screening, first-line support, clinical
management, and referral of survivors, including
specialized courses on the clinical management of rape in
humanitarian contexts. Taken together, these resources
form a global framework that countries can draw upon
when developing and adapting their own training
programs for healthcare professionals.

Thus, the analysis of international experience

demonstrates the existence of several core models of
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gender education for healthcare professionals, adapted to

local contexts.

3.2 The Kazakhstan Context

To analyze the Kazakhstan context, data from
national surveys on violence against women, forensic
medical statistics, regional sociological studies, as well as
regulatory and programmatic documents in the fields of
healthcare and medical education were used. The data
obtained make it possible to characterize the scale of
gender-based violence (GBV), the level of its institutional
detection, and the current state of readiness of the
healthcare system.

The results of the National Sample Survey on
Violence against Women (n = 14,342; age 18-75 years)
indicate a significant prevalence of various forms of GBV
in the Republic of Kazakhstan [18]. According to the
survey data, 17% of women who had ever been in an
intimate partnership experienced physical or sexual
violence by an intimate partner during their lifetime; 21%
reported psychological violence, and 7% reported
economic control by a partner. Marked regional
variability was observed: in certain regions, the lifetime
prevalence of physical and/or sexual violence reaches 19—
31%. Forensic medical data summarized by
Mussabekova et al. for the period 2019-2022 complement
the survey findings and indicate pronounced gender
asymmetry among victims of domestic violence, with
women accounting for 77.9-91% of all registered
survivors [19]. At the same time, approximately 78% of
cases are recurrent, reflecting the chronic nature of
violence.

Despite the high prevalence of GBV, the level of
institutional help-seeking remains extremely low.
According to the national survey, only 1.1% of women
who experienced violence sought help from law
enforcement agencies, while 51% did not disclose their
experience to anyone [18]. These indicators point to high
latency of gender-based violence and limited visibility of
the problem in official statistics. Regional studies confirm
this trend and allow for a more detailed understanding of
barriers to help-seeking. In a study conducted in
Turkistan Region (n =24,621), the main barriers were fear
of possible consequences (58.4%), feelings of shame and

social stigmatization (46.9%), and distrust in the

effectiveness of the institutional support
(34.1%) [20]. More than half of respondents indicated

insufficient awareness of available support services; in

system

rural areas, the level of awareness was below 40%, and
willingness to seek help even when information was
available did not exceed 8.6%.

Analysis of available data indicates that women
experiencing GBV regularly interact with the healthcare
system for various clinical reasons, including visits
related to acute injuries, chronic somatic conditions,
reproductive health disorders, and psycho-emotional
disturbances. Under conditions of high latency, medical
institutions often become the only institutional point of
contact for survivors, even when the formal reason for
seeking care is not directly related to a violent episode.

In recent years, institutional steps aimed at
formalizing the medical response to gender-based
violence have been recorded in Kazakhstan. In 2020, the
first clinical protocol for the provision of medical care to
patients affected by gender-based violence was approved,
regulating procedures for identification, initial
assessment, management, and documentation of cases in
medical organizations [21]. The protocol was developed
based on World Health Organization recommendations
and adapted to the structure of the national healthcare
system. An additional component was the
implementation of an online course for primary
healthcare workers, developed by the Ministry of Health
of the Republic of Kazakhstan in collaboration with
UNFPA. The course is available in Kazakh and Russian
and is aimed at developing basic knowledge and skills for
providing medical care to GBV survivors; by 2021, more
than 40 healthcare workers from Shymkent and
Turkistan Region had completed the training. Taken
together, these initiatives demonstrate the existence of
individual mechanisms for introducing training;
however, their coverage remains limited.

An analysis of medical university curricula,
based on a review of publicly available study plans,
course descriptions, and national textbooks, revealed
fragmented inclusion of GBV-related content in core
medical disciplines. In obstetrics and gynecology,
violence is mentioned mainly in the context of injuries

during pregnancy, without systematic consideration of
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prevalence, identification, and comprehensive clinical
response. In forensic medicine, primary attention is paid
to documentation of bodily injuries from a legal
perspective, while clinical and psychosocial aspects of
support are minimally represented. Disciplines such as
public health, psychiatry, and internal medicine
generally do not integrate GBV content, despite its
proven impact on mental health and chronic somatic
conditions. Additionally, some educational materials
contain elements of gender bias, including stereotypical
representations of gender roles and elements of victim
blaming. According to preliminary studies and expert
surveys, medical students and practicing physicians
report insufficient preparedness to work with GBV cases,
difficulties in initiating relevant questions, and
uncertainty regarding further clinical actions after
disclosure of violence.

Separate pilot initiatives indicate the potential of
innovative solutions in the prevention of gender-based
violence. For example, the UMAI-WINGS project
implemented in 2024 demonstrated a 23% reduction in
the prevalence of psychological violence among study
participants [22]. At the same time, such initiatives have
not yet been integrated into the system of medical
education and clinical practice at the institutional level.

Overall, the results characterize the Kazakhstan
context as a combination of high prevalence and latency
of gender-based violence, limited institutional detection,
and fragmented educational readiness of the healthcare

system to respond.
3.3 Key Components of Effective Cender
Education Programs for Healthcare Professionals

The synthesis of the gender education programs
for healthcare professionals included in the review made
it possible to identify a recurring set of components
associated with positive educational outcomes. Despite

differences in geographic, institutional, and sociocultural

contexts, most of the analyzed initiatives demonstrated

similar structural and pedagogical characteristics,
allowing them to be considered common elements of
effective educational models.

Across all programs that demonstrated
significant improvements in knowledge, attitudes, and
readiness to respond to gender-based violence, the
training content was multidimensional in nature. It
combined conceptual understandings of gender-based
violence as a public health and human rights issue,
epidemiological data on the prevalence and forms of
violence, clinical aspects of case identification and
management, ethical and legal frameworks for care
provision, as well as elements of reflection on
professional attitudes and potential biases. This approach
ensured simultaneous influence on the cognitive,
affective, and behavioral levels of healthcare professional
training.

Pedagogical analysis of the included programs
showed that initiatives based on interactive and
experiential learning methods were consistently
associated with more pronounced educational effects
compared with programs relying predominantly on
lecture-based formats. In most effective interventions, a
similar set of pedagogical practices was employed,
including work with standardized patients, role-playing
and simulation of clinical scenarios, analysis of clinical
cases, small-group discussions, structured reflective
assignments, the use of multimedia materials, and
elements of community engagement. As schematically
presented in Figure 1, these methods formed a coherent
cluster of experiential learning aimed at developing
communication and empathy skills and increasing
healthcare professionals’ confidence in initiating and
conducting sensitive conversations about gender-based

violence with patients.
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Figure 1 - Interactive and Experiential Pedagogical Methods Most Commonly Used in Effective Gender Education

Programs for Healthcare Professionals

Organizational analysis showed that sustained
educational effects were more often observed in
programs integrated into existing curricula and clinical
training, rather than those implemented as fragmented or
elective courses. The integration of gender-related
content into core medical disciplines made it possible to
demonstrate its relevance across different areas of clinical
practice and reduced the risk of marginalizing the topic.
An additional factor contributing to sustainability was
the presence of institutional support, including the
involvement of program leadership, faculty development,
and the availability of clinical protocols and algorithms
that facilitate the application of acquired knowledge in
practice.

Many of the analyzed programs highlighted the
intersectoral

importance of multidisciplinary and

collaboration. Effective training models included
cooperation between healthcare professionals and social

services, non-governmental organizations, psychologists,

4. Discussion

The results of the present review study confirm

that structured gender education for healthcare
professionals represents a reproducible and evidence-
based strategy for strengthening the role of the healthcare
system in responding to gender-based violence. The
analysis of programs implemented across diverse

geographic and sociocultural contexts demonstrates

and legal professionals, which broadened healthcare
providers’ understanding of the ecosystem of support for
survivors of violence and contributed to the development
of realistic referral skills to available support resources.

Finally, the analysis showed that programs
adapted to the local sociocultural context generally
demonstrated higher acceptability and participant
engagement. Such adaptation included the use of local
epidemiological data, clinical vignettes reflecting the
context of a specific country or region, and consideration
of cultural norms and barriers influencing disclosure of
violence and help-seeking behaviors.

Taken together, the results of the synthesis
indicate that the effectiveness of gender education for
healthcare professionals is determined not by individual
components in isolation, but by a combination of content-
related, pedagogical, and organizational elements
implemented in an institutionally supported and

contextually adapted manner.

consistent patterns of improvement in knowledge,
professional attitudes, and subjective readiness of
healthcare professionals to identify and manage cases of
violence. Despite variations in format, duration, and
institutional ~ settings,  effective initiatives  are
characterized by a similar combination of content-related,

pedagogical, and organizational elements.
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The findings are consistent with the results of the
systematic review by Kalra et al., which showed that
structured educational interventions are associated with
significant improvements in healthcare workers’
knowledge and attitudes, and in some studies with
increased rates of routine screening and documentation
of violence. Similarly, in North American and European
programs, including EDUCATE and the IMPRODOVA
project, the integration of training into clinical education
with an emphasis on practical skill development and the
use of clinical algorithms emerged as a key factor of
effectiveness. These data support the conclusion that
training embedded in the professional context and
supported by institutional mechanisms has a higher
potential for sustainable change than fragmented or
elective courses.

The results of the pedagogical analysis are
particularly important, as they highlight the advantages
of interactive and experiential learning methods. The use
of simulation scenarios, standardized patients, role-
playing, and clinical case analysis enables the
development not only of cognitive knowledge but also of
communication and empathy skills that are essential for
addressing the sensitive and highly stigmatized issue of
violence. These conclusions are consistent with evidence
from the EDUCATE and HERA programs, as well as
from intersectoral initiatives in Africa, where experiential
approaches were identified as a key mechanism for
transforming clinical behavior rather than merely
increasing awareness.

Evidence from studies conducted in low- and
middle-income countries, as well as in humanitarian and

crisis settings, further complements the overall picture

and points to the high adaptability of educational models.

Experience from India, African countries, and the HERA
project demonstrates that even in resource-constrained
environments, training healthcare professionals can lead
to increased detection of violence and greater
professional confidence, provided that the content is
contextually adapted and referral pathways are available.
These findings extend the applicability of the present
review and confirm that the effectiveness of gender

education is determined not by the level of available

resources, but by the quality of integration and
contextual relevance of the intervention.

At the same time, the analysis reveals substantial
limitations in the existing evidence base. The majority of
studies focus educational

included on proximal

outcomes—knowledge, attitudes, and self-assessed
readiness—while data on actual changes in clinical
practice and, in particular, on patient-level outcomes
remain limited. This gap reflects methodological and
ethical challenges in evaluating educational interventions
in the field of gender-based violence, including the need
for longitudinal follow-up, the use of objective
measurement methods, and the protection of vulnerable
populations. Therefore, the effectiveness of programs
should be interpreted with the understanding that
improved healthcare worker competencies constitute a
necessary but insufficient condition for achieving
systemic impacts on levels of violence and women'’s well-
being.

The findings related to the Kazakhstani context
underscore the relevance of the conclusions drawn from
the international review. The high prevalence and latency
of gender-based violence, combined with the limited
educational preparedness of the healthcare system, create
a situation in which medical institutions often serve as
the only institutional point of contact for survivors.
Despite the existence of a clinical protocol and isolated
training initiatives, the fragmented integration of gender-
based violence topics into medical education constrains
the healthcare system’s capacity for identification and
first-line support. In this context, the international
models identified in this study provide a relevant
foundation for the further development of healthcare
professional training in Kazakhstan.

A key strength of this study lies in the use of a
scoping review design, which enabled the inclusion of a
broad range of sources, including peer-reviewed
publications, policy documents, and grey literature, as
well as the comparison of international educational
models with empirical data from the Kazakhstani context.
Nevertheless, the results should be interpreted in light of
limitations related to the heterogeneity of methodological

quality among included studies and the predominance of
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self-reported measures in assessing educational
outcomes.

Overall, the discussion highlights that gender
education for healthcare professionals should be viewed
as a structural component of the healthcare system,
whose effectiveness depends on the interplay of content-
related, pedagogical, and organizational factors. The
findings provide a basis for further research aimed at
evaluating the impact of educational programs on clinical
practice and patient outcomes, as well as at analyzing the
conditions necessary to ensure the sustainability and
scalability of such interventions in national contexts.

Implications for Integrating Training on
Responses to Gender-Based Violence in Kazakhstan

The findings of this

study have direct

implications for the development of healthcare
professional training in the Republic of Kazakhstan. The
combination of a high prevalence and marked latency of
gender-based violence, documented in national and
regional studies, with the limited educational
preparedness of the healthcare system indicates a
structural gap between public health needs and current
clinical response capacities. In this context, the
international experience analyzed in the present study
allows for the identification of principles that may be
relevant for adaptation within the Kazakhstani system of
medical education.

First, the results underscore the appropriateness
of integrating training on responses to gender-based
violence into existing medical disciplines and stages of

medical education rather than introducing it in isolation

5. Conclusions

The systematic analysis of international

experience in gender education for healthcare
professionals achieved the objective of the study and
demonstrated that the integration of training on
responses to gender-based violence constitutes an
evidence-based strategy for enhancing the healthcare
system’s preparedness to identify and manage violence
against women. The results of the review indicate that the
most effective educational programs are characterized by

a combination of multidimensional content, interactive

as optional or elective courses. Such integration enhances

the sustainability of educational initiatives and

demonstrates the clinical relevance of a gender

perspective across medical specialties, including
obstetrics and gynecology, psychiatry, internal medicine,
and primary health care.

Second, international evidence highlights the
importance of moving beyond predominantly lecture-
based formats toward interactive and experiential
learning methods aimed at developing communication
and empathy skills. In the Kazakhstani context, this
implies a phased adaptation of such methods, taking into
account resource constraints and the need for targeted
faculty development.

Third, the findings indicate that educational
interventions are most effective when supported by
institutional commitment and aligned with clinical
protocols and referral pathways. In Kazakhstan, this
suggests that the integration of training should be
accompanied by systematic efforts to enhance healthcare
professionals’ awareness of available support services
and the practical functioning of intersectoral
collaboration mechanisms.

Overall, the implications of this study point to the
need to conceptualize training on responses to gender-
based violence as a systemic component of healthcare
system development rather than as a standalone
educational initiative. Further research and pilot
programs may contribute to refining optimal integration
models that are aligned with national priorities and

institutional conditions.

pedagogical approaches, and institutional integration
into existing medical education systems, as evidenced by
improvements in knowledge, professional attitudes, and
readiness to respond among healthcare professionals
across diverse countries and contexts. The analysis of
data from Kazakhstan revealed that, despite the high
prevalence and latency of gender-based violence, the
healthcare system of the Republic of Kazakhstan
currently exhibits limited educational readiness for a
systematic reflected

response, in the fragmented
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inclusion of this topic in medical curricula and the
restricted scope of training initiatives. The comparison of
international models with the national context supports a
qualified conclusion regarding the substantial potential
for adapting evidence-based educational approaches,
taking into account the institutional, sociocultural, and
resource conditions of Kazakhstan. The findings confirm
that training healthcare professionals to respond to
gender-based violence should be regarded as a systemic
component of healthcare development, and further
research is required to assess its impact on clinical

practice and outcomes for women who have experienced
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I'eHaepaik 30pabIK-30MOBLABIKIIEH KYypecTeri Kypaa peTiHAe MeAMIIHA KbI3MeTKepaepiH
reHgepaik OKBITY JKOHIHAeTi XaabIKapaabIK ToXXipmoOe: KasakcraHaa icke aceIipy
MYMKiHAiKTepi

bekebaesa A.A.

Ara oxpITy1sl, Arimakrany Kadeapacsl, /.H. I'ymuaes atsingarsr Eypasist yATTBIK yHUBEpPCUTETI,

Acrana, Kazakcran

Tyiingeme

Kipicnieae reHaep ik HeTizaeri 30pABIK-30MOBLABIK JKMbIpMa OipiHIIi FackIpAarsl KOFaMABIK A€HCAyABIK CaKTay
MeH aJaM KYKBIKTaphl cadachIHAAFbI €H ©3eKTi MaceaeaepAis Oipi peTiHae KapacTeipblaadbl. bya KyOblabIc oiieadepain
usuKaabIK, IICUXUKAABIK, PENPOAYKTMBTIK JKoHE 9/1€yMeTTiK a1-ayKaTblHa y3aK Mep3iMai >KaFBIMCBI3 dCep eTedi.
JeHcayablK caKTay >Kylieci 30pABIK-30MOBIABIKTAH 3apJall IIeKKeH odlieadepMeH e3apa opeKeTTecyAiH Herisri
VMHCTUTYLIMOHAAABIK KeHIiCTiri 604pin TabOblaaabl, ceOebi oaap MeAMIIMHAABIK YibBIMJAapra >KapakaTTapMeH Kartap
CO3BlAMAZAbl COMAaTUKAaABIK >KoHe IICUXO®MOIIMOHAAABIK IIaFbIMAapMeH >kui >KyriHeai. OcblfaH 0OaifAaHBICTEI
MeAUIIMHAABIK, KBI3METKepAep 30PABIK-30MOBIABIKTLI epTe aHBIKTay, OacTalKpl K0AJ4ay KepceTy >KoHe THICTi
KbI3MeTTepre OarbITTay TYPFBICLIHAH MaHBI3ABl POa aTKapaAbl. Aaiiga Oya peaai TMiMA]L >Ky3eTe acbIpy YIUiH apHalibl
6iaiM MeH gaFAblaap KakeT, aa olap KeIlTeTeH eaJdepAe, coHblH iminae Kasaxcran Pecrybankacsinga, MeAMIIMHAABIK
6iaim Gepy >KylieciHe Xyiteai TypAe eHriziaMereH.

3epTTeyaiH OOBeKTici XaABIKapaaAblK >KoHe YATTHIK KOHTeKCTe MeAMIIMHAABIK KbI3MeTKepAepai reHJepaix
HeTi34eri 30pABIK-30MOBLABIKKA JKayall OepyTe gasipAay >Kyiieci 604BIIT TaObLAaAbL. 3epTTeyAiH MaKcaThl MeAUIIMHAABIK,
KbI3MeTKepepre apHaaraH 0iaiM Oepy OargapaaMadapbl OOMBIHINA XaAbIKapaAblK TXKipuOeHi Kyiteai Typae Taajay,
04apABIH TUiMAiairin Oarazay >koHe JAaaeaai Mojeabaepai KasakcTaHHBIH MeAMITMHAABIK OiaiM Oepy >KyiieciHe
OeltiMaey MYMKiHAIKTepiH aHBIKTay OOABITT TaObLAAABI.

3epTTeyae scoping review »aeMeHTTepi Oap IIoAy-Taaday oJdicTeMeci KOAJaHBIAABL. XaaAbIKapaAbIK
6ubAnorpaduAAbK AepeKKopalapAa >KapusidaHFaH FRLABIMU eHOeKTep, XaablKapaablK YibIMAapAblH OasHAaMalapsl
MeH HYCKayABIKTapbl TaAAaHAbl. MeaMITMHaABIK CTyJAeHTTep MeH IpaKTHK-MaMaHJAapfa apHaAfaH 0iaim Oepy
VMHTepBeHIMAAapbIH CUIIATTalTBIH KUBIPMa aAThl gepekke3 ipikreai. ConpiMen katap Kasaxcrangarnl aiteagepre
KaTBICTBI 30PABIK-30MOBLABIK JKOHIHAETI YATTHIK cayalHaMadap, COT-MeAMIIMHAABIK, CTaTUCTHUKa JKoHe MeAUIIMHAABIK
>KOFapbl OKY OPBIHAAPBIHBIH allIbIK OKY >KOCIIapAapbl MaiAaaaHblAAbL.

Hoertmwxkeaep Tunimai 0GaradapaamasapablH  OpTaK —CuIlaTTaMadapbiH —aHbBIKTagel. Oaapra Ma3MYHHBIH
KOIIKBIPABLABIFBI, MHTEPaKTMBTI JKoHe ToXKipubeaik OKBITY 94iCcTepiH KOAAaHY, COHAal-aK 6iaiM Oepy KypBLABIMAapbIHa
MHCTUTYOUOHAAABIK TYpFhlda WHTeTpalyslaHy >KaraAbl. MyHJgait OargapaaMadap ©OiaiM  JeHTeifiHiH, KociOu
YCTaHBIMAAPABIH KoHe 30pABIK-30MOBIABIKKA >Kayall Oepyre AaiBIHABIKTBIH apTybIMeH OaiilaHbICThL. KasakcTaHABIK
KOHTEeKCTi TaaAay reHAepAiK HeTi3aeri 30pAbIK-30MOBLABIKTHIH KeH TapaAybl MeH >KachIpbIH CUIIATHI XKafalibiHAa 6iimM
Oepy AalibIHABIFBIHBIH XKeTKiAiKci3 eKeHiH KepceTTi.

KoprhITeIHABIAAIL Kede, XaAbIKapaadblK JAdJeajepre HerisgelreH TeHAepAiK Heri3jeri 30pABIK-30MOBIABIKKA
>Kayarl Oepy AaspABIFBIH MeAUIIMHAABIK, 0iaiM Oepy >xyiteciHe enrisy Kazakcran PecrrybankacbiHAa 4eHCAyABIK caKkTay
>KYIieCiHiH 94eyeTiH HbIFalITyABIH IIepCIIeKTBAAbI OaFbIThI OOABIII TaOBLAAABI.

TyiiiH ce3aep: reHAepAiK HeTizaeri 30pABIK-30MOBLABIK, TYPMBICTHIK 30PABIK-30MOBLABIK, MEAUITNHAABIK OiaimM

Oepy, MeAMIIVHA KbI3MeTKepAepi, Kacibu AaspABIK, KOFaMABIK A€HCAyABIK CaKTay.
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MexayHapOAHBIN OIIBIT TeHAEPHOIO 0Opa30BaHNs MeAVIIIVIHCKMX PaOOTHMNKOB
KaK MHCTPYMEHT OOPbOBI C reHAepHbIM Hacnanem: Bo3sMoxxHOCTHI
umriaemenTanumu B Kazaxcrane

bekebaesa A.A.

Crapmmii mperiogaBaTean, Kadgeapa perroHoBeeHue, Espasuiickuii HalMoHaAbHbI yHuBepcuteT uMmenu A.H. I'ymnaesa,

Acrana, Kazaxcran

Pesiome

Bo BBegeHMu paccMaTpuBaeTcs TeHAepHO-00yCA0BA€HHOe HaclAYe KaK OAHa 13 Hanbo/1ee 3HAYMMBIX ITpobaeM
0OIIIeCTBEHHOTO 34PaBOOXpaHEHNUsA U IIpaB 4YeA0BeKa B coBpeMeHHOM Mupe. OHO COIPOBOXKAAETCA TSKEABIMU U
AOATOCPOYHBIMY ITOCAEACTBUAMU 4451 (PUBNUIECKOTO, IICUXNIECKOTO U PEIPOAYKTUBHOIO 340POBbsI JKEHIINH, a TaKXKe
A4S VX conyaabHoro 0aaronoayqns. CrucreMa 34paBoOXpaHeHIIsI 3aHIMaeT 0coO0e MeCTO B pearnpoBaHI Ha AaHHYIO
11po61eMy, IIOCKOABKY >KEHII[VMHBI, IIepe>KUBIINe HaclAye, HepeAKO O0palljaloTcs 3a MEAVILIMHCKON IIOMOIIBIO II0
CaMBIM pa3HBIM II0BOAAM, He BCeTAa HaIIPsIMYIO CBA3aHHBIM C HACUABCTBEHHBIM BIIM3040M. B 9TOII CBAI3M MeAMITMHCKIE
PpabOTHUKM SIBASIOTCS KAIOUEBBIMI CyObeKTaMM paHHeTO BBIABAEHS 1 IIePBITYHOM 04 e p>KKI ITOCTpajaBInx. Bmecre
C TeM peaamusanyis STOTO IIOTeHIMaAa TpeOyeT HaAMYIMs CHeMaAM3MPOBAaHHBIX KOMIIETEHIINI, KOTOpble BO MHOTHX
cTpaHax, Bkaiodas Pecriyb6anky KasaxcraH, ocraiorcs ¢gpparMeHTapHO IIpeACTaBA€HHBIMM B CHCTeMe MeAUITTHCKOTO
obpazoBaHUIL.

O0OBexTOM mMCCAEAOBAHMS SIBASIETCA CUCTEMA IIOATOTOBKM MEAUIVMHCKMX pabOTHMKOB K pearnpoBaHUIO Ha
TeHAepHO-00yCA0BAeHHOe HaclAvie B Me>XKAyHapOAHOM U HallMOHaAbHOM KoHTeKcTe. Llean nccaeqoBanms 3aKA109aeTCst
B CIICTEMaTHUYECKOM aHaAM3e MeXAYHapOAHOIO OITbITa O0Opa3oBaTeABHBIX IIPOIrPaMM A4 MEAUIIMHCKUX pabOTHUKOB,
orjeHKe MX D(PQEKTVBHOCTM U BbBISIBAEHUM BO3MOXKHOCTEN ajanTallMyl JOKa3aTeABHBIX MOJAeAell A4Sl CHCTEMBI
MeAUIIMHCKOTO oOpa3oBanmsl KasaxcraHa.

B mccaesoBaHuMM HpuMeHEHa METOAOAOTMsI OO30pPHOIO aHaAu3a C DJAeMeHTaMU scoping review. beram
IpOaHaAM3MPOBaHbl IyOAMKAIIUM M3 MEXAYHapPOAHBIX Hay4HbIX 0a3 AaHHBIX, AOKYMEHTBI MeXAyHapOAHBIX
OopraHMu3anuii, a Tak’Ke IIpOorpaMMHbIe I HOpMaTUBHBIE MaTepuaAbl. B MTOrOBBIN aHaAM3 BKAIOYEHBI ABaAllaTh IIIECTh
MICTOYHMKOB, OIMCHIBAIOIINX OOpa3oBaTeAbHble MHTEPBEHIINM AASl MEeAMIIMHCKUX CTYA€HTOB M HPaKTUKYIOIIVX
CIIeIaANCTOB. /OMOAHNTEABHO VMCIIOAb30BaHbl AaHHbBIE HAI[MOHAABHBIX 00CA€A0BAaHUI 110 HACUMAWUIO B OTHOIIEHIN
>KeHIIVH, CyAe0HO-MeANITMHCKAsI CTaTVUCTIKA 1 OTKPHIThIe yaeOHble I11aHbl MeAMIIMHCKMX By30B KazaxcraHa.

PesyabTaThl CCA€40BaHII ITOKA3BIBAIOT, YTO Hanbo.aee 9 PeKTUBHEBIE IIPOrPaMMBI ITOATOTOBKI MeAUIIMHCKIX
pabOTHMKOB  XapaKTepM3yIOTCsl ~ COYeTaHMeM  MYABTMAVMEH3VOHAaABHOIO  COAEp’KaHMs,  MHTepPaKTMBHBIX
I1earormdecknx MeTOAOB M MHCTUTYLMOHAABHON MHTeTpalMl B CyIIeCTByIOIIMe oOpa3oBaTeAbHBIE CTPYKTYPBL.
Vcmoab3oBaHne CUMYASIINI, CTaHAAPTU3MPOBAHHBIX IALIMEHTOB M aHaAM3a KAMHUYECKMX CAydaeB CBI3aHO C
yAydIlleHreM 3HaHUM, ITpodeccoHaAbHBIX YCTaHOBOK U TOTOBHOCTM K pearMpOBaHUIO Ha TeHAepHO-O0YyCAOBAE€HHOe
Hacuane. AHaAU3 Ka3daxCTaHCKOTO KOHTEKCTa BBISABUA 3HAUMTEABHBIN paspblB MeXKAy MacIiTabaMI U AaTEHTHOCTBIO
po0aeMbl U YpOBHEM 0Opa3oBaTeAbHOI TOTOBHOCTHU CHCTEMBI 34PaBOOXPaHEHIL.

B 3akamoueHme JeaaeTcsi BBIBOA O TOM, YTO UHTeTrpalus IIOATOTOBKM MEAUILIVHCKUX PaOOTHMKOB IIO
pearnpoBaHmNIO Ha TeHAepHO-00YCAOBAEHHOe HaclAme sBAseTCs OOOCHOBAHHBIM M ITepCIIeKTMBHBIM HallpaBAeHNeM
PpasBUTII MeAMIIMHCKOTO 0Opa3oBaHMA I YKpeIlAeHMsd IIOTeHIMala CHUCTeMBl 3ApaBooXpaHeHus PeciryOamku
Kazaxcran.

Karouesble caoBa: reHaepHOe HacuAMe, AOMaAlllHee HaclAMe, MeAUIIMHCKOe oOpa3oBaHIe, MeAMIIVHCKIE

paboTHuKM, TpodeccoHaAbHasA ITIOATOTOBKa, OOIIIeCTBeHHOe 34paBOOXpaHeHNe.
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