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EXECUTIVE SUMMARY

This assessment examines key barriers to access to antiretroviral therapy in Kyrgyzstan and recommends
a plan of action to improve adherence with a focus on most at risk populations.

The HIV epidemic in Central Asia (Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan and Uzbekistan)
has accelerated since 2000. This expansion in the epidemic is largely attributable to escalating injection
drug use, reflecting central Asia's geographic position along major drug trafficking routes[1]. Although up
to 75% of cumulative HIV cases have been among injection drug users (IDUs) so far, HIV infections are
increasing in other population groups, including female sex workers and their clients, prisoners, and
migrants[2]. Serious barriers to prevention and treatment exist for people who use injection drugs, and the
intersecting epidemic of sexually transmitted infections, particularly syphilis, highlights the potential for
sexual transmission of HIV to bridging populations. HIV cases in children are escalating, with most
resulting from nosocomial outbreaks in hospital settings[3, 4]. Some recent progress has been made
towards scaling up prevention, treatment, and care services, including harm reduction for IDUs, although
key challenges remain in access and adherence to antiretroviral medications (ARVS) for marginalized
groups.

The report also makes recommendations for a more supportive policy and practice environment for those
most at risk for poor adherence in Kyrgyzstan.

KEY PRIORITY RECOMMENDATIONS TO SUPPORT ADHERENCE
INCLUDE THE FOLLOWING:

1) Individual and Clinical Strategies

Develop devices to aid adherence and improve staff training

Utilize peers on ARV treatment to provide counseling to patients

Develop informational materials on ARV treatment for MARPs

Develop a peer support curriculum for peer navigation and self-management of HIV

2) Social Recommendations

Increase access to HIV testing for MARPs and immediate linkage to care

Formalize support groups for PLHIV and integrate clinicians and peer education
Reduce the vulnerability of HIV positive women and mothers of HIV positive children

3) Structural Recommendations

Introduce case management into AIDS Centers with clearly defined roles, scope and responsibilities
Provide transportation subsidies to all patients

Utilize directly observed treatment (DOTS) paired with existing services such as MAT and TB treatment
Provide incentives for engagement and adherence

Re-orient VCT services to MARPs and lower the threshold for access to services

Improve contact tracing and provide anonymous peer and online options

Improve linkage to care after diagnosis and during monitoring by decentralizing CD4/VL monitoring
beyond the AIDS Centres and ensuring efficient lab transport linkages from rural to urban areas

Improve quality of laboratory system for testing and disease progression
Improve linkage to care after short term prison stays [12]



Immediately adopt new WHO guidelines on treatment to limit loss to follow up
Improve procurement and supply management of lab tests

Every door is the right door: Family Medicine Centers (FMCs), needle & syringe programs (NSP), MAT
clinics, TB facilities, prisons, STI clinics, OB-GYN service points, inpatient care facilities, and
NGOs.

Eliminate user fees for PLHIV
Ensure access to documentation and residency cards for PLHIV
Use multidisciplinary teams to full scope by including functions on ARV prescribing

Decentralize majority of HIV services to primary care level with shared care model and specialist support
from AIDS Center

Ensure FMCs, MAT sites and TB sites are financially and clinically supported

The incredible resilience of people living with HIV/AIDS in Kyrgyzstan and the great dedication to this
work from the many community and health providers is a great asset to moving this adherence plan into
action. What remains is a dedication from all parties to examine the complex underlying determinants of
health that influence access to care and treatment in their country and to working together to meet the
challenges. The rich experience of partners in the region of Central Asia demonstrates that these complex
barriers can be overcome by lowering the threshold of ARV treatment services and providing innovative
programs to meet the basic individual, social and structural needs of people living with HIV.



1.BACKGROUND AND OBJECTIVES

EPIDEMIOLOGY OF HIV EPIDEMIC IN KYRGYZSTAN

The HIV epidemic in Eastern Europe and Central Asia is escalating and is one of the fastest growing in
the world. Driven by injecting drug use, high rates of HIV prevalence can be observed among high-risk
groups along the drug trafficking routes that run from Afghanistan through Tajikistan, Uzbekistan,
Kyrgyzstan, and Kazakhstan.

According to official statistics, the HIV prevalence rate in 2009 was 12.8 per 100,000 people in the
Kyrgyz Republic. The majority (59 percent) of people living with HIV (PLHIV) are 20 to 39 years old.
Although the epidemic is still dominated by injecting drug use (62 percent), recent data indicate a steady
increase in a share of HIV transmission through unprotected sex from 3 percent in 2001 to 25 percent in
2009[5]. The percentage of PLHIV who are women has tripled over the last six years: from 9.5 percent in
2001 to 25.5 percent in 2009. The majority of these women were infected by sexual partners who are
injecting drug users (IDUs). In 2010, 3,149 PLHIV were cumulatively registered in Kyrgyzstan, while the
estimated number of PLHIV is believed to be almost 9,000 people[6].

“ I wish patients were more obedient, some people come in on time, never complain,
but the IDUs we have to beg them to come... They are not ready for medication.”

FMC staff member in Osh Oblast, August 2011

According to the country’s latest sentinel surveillance results, HIV prevalence in 2009 was 14.3 percent
among IDUs, 1.6 percent among female sex workers, and 7 percent among prisoners. High prevalence
rates of viral hepatitis C among IDUs (53.6 percent in 2009) and prisoners (39.3 percent in 2009)
indicates that unsafe injection practices are pervasive among key populations at higher risk for acquiring
HIV. Prevalence of syphilis in 2009 was 33.8 percent among sex workers, 15.3 percent among prisoners,
and 12.6 percent among IDUs; this illustrates high rates of unprotected sex.

ACCESS TO HIV TREATMENT AND ADHERENCE SITUATION

Antiretroviral therapy (ART) was launched in Kyrgyzstan in 2005, and is theoretically decentralized and
integrated into primary health care services at the FMC level with some early innovations in multi-
disciplinary teams in collaboration with non-governmental (NGO) organizations. ARV drugs are ideally
provided by the network of local AIDS Centers as well as FMCs. As of October 1, 2011, 493 PLHIV
were receiving ART[5]. ART is provided free of charge for patients and are fully funded by the GFATM
grant.

According to the current clinical protocol (updated in 2007), PLHIV are eligible for enrolment on ART
when their CD4 cell count is <350. However, according to the findings of recent gap analyses by USAID
and WHO, in practice many are started much later with advanced HIV disease. A perceived ability of a
person to adhere to treatment is reportedly also considered for ART initiation in addition to the CD4
count. Therefore, active drug users not on medication assisted treatment (MAT) are often not started on
treatment, regardless of their CD4 counts. The country does have a MAT program (providing
methadone), although ARVs and methadone delivery services are not combined and the methadone
program does not collaborate effectively with the TB or HIV program, and vice versa.

According to a 2011 unpublished WHO report, a majority of doctors responsible for ART at all levels
have received special training organized either by the National AIDS Center or donor-funded projects.

INDIVIDUAL, SOCIAL AND STRUCTURAL BARRIERS TO ARV ADHERENCE IN KYRGYZSTAN AND Al
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Updated clinical protocols and prikazes are sent by the National AIDS Center to all local AIDS centers
and oblast FMCs to be further distributed among infectious disease specialists at the FMCs. ARVs are
distributed by the National AIDS Center. At rayon-level FMCs, the infectious disease specialist receives
ARVs for patients and stores them at the FMC. There are no proper pharmacy conditions to store even
small amounts of ARVs at the Bishkek City AIDS Center, so patients from that center are referred to
obtain their drugs at the National AIDS Center. PLHIV receive ARVs for one to four weeks at a time,
depending on their adherence. Currently, no programs combine ART with other complementary
programs, such as nutrition support, TB medication (TB DOTS) or MAT.

Clinical monitoring of PLHIV is theoretically done once every six months based on clinical symptoms
and CD4 counts. For Chui Oblast, CD4 counts are run at the Republican AIDS Center, where all FMCs
and other AIDS Centers send blood samples for testing. Currently, access to viral load testing is limited
due to poor supply chain management. Moreover, access to CD4 monitoring is not always available due
to shortage of supplies; the last stockout of tests was in 2010, and lasted for six months. Without regular
access to CD4 and VL services, providers are not able to properly monitor PLHIV to assess the need for
treatment enrolment, nor for treatment sensitivity for those already on ART. As a result, enrolment onto
treatment remains limited; as an example, out of 183 PLHIV registered in Dzhail rayon as of December 1,
2010, only 2 receive ART[5]. When questioned about the reason for such low numbers, most respondents,
including PLHIV themselves, confirmed that lack of access to CD4 counts presents a major barrier to
ART enrolment.

In addition to ARV treatment, PLHIV require a range of other health services. Where ARVs are not
available together with those other health services, PLHIV are required to travel extensively. Depending
on their specific needs, PLHIV are also being referred by the FMC or AIDS Center specialists to different
specialized services or other specialists within the FMC (e.g., TB specialists, narcologists, gynaecologists,
STI specialists). Treatment of opportunistic infections (Ol), excluding TB is provided either by FMC
infectious disease specialists or staff at the AIDS Centers. Some medications for Ol treatment (antifungal,
broad spectrum of antibiotics, antivirals) are procured under the GFATM grant. Medications not procured
under the GFATM, or otherwise unavailable on-site, have to be procured by the patient in retail
pharmacies. During the 12 months preceding this assessment, there was a 6-month break in supply of
medications for Ols, which led to stock-outs of some medications in all oblasts of Kyrgyzstan, including
Chui and Bishkek City[5].

Generally, proper diagnosis of Ols, especially those requiring laboratory confirmation, remains
challenging due to the low capacity of laboratory specialists and the limited experience of physicians in
managing Ols. Hepatitis C testing and treatment is available for patients who can pay for it, however it is
considered largely inaccessible due to cost.

TERMS OF REFERENCE

The high level of mortality of PLHIV in Kyrgyzstan, together with the low ARV adherence rate led to
this assessment. The terms or reference were to complete a rapid assessment, including a gap analysis,
and develop a plan of activities to increase adherence to ART in Kyrgyzstan, taking into account systemic
(including procurement/supply management), clinical (including medical education and practice), social
(including stigma towards MARPS) and individual factors, and recommending both actions to improve
adherence and a timeline in which these actions should be undertaken.

Though the ultimate outcome of this assessment and action plan is to improve adherence to ART, this
assessment takes into the entire continuum of care surrounding HIV services, in order to most effectively
assess barriers and gaps in care that contribute to poor ART adherence. Figure 1 illustrates a number of
different points along this continuum which can positively or negatively affect adherence to ART.

ANDIVIDUAL, SOCIAL AND STRUCTURAL BARRIERS TO ARV ADHERENCE IN KYRGYZSTAN AND A
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ACROSS THE SYSTEM

INDIVIDUAL, SOCIAL AND STRUCTURAL BARRIERS TO ARV ADHERENCE IN KYRGYZSTAN AND A3
PROPOSED PLAN OF ACTION






2.METHODS

Using appreciative inquiry and a mixed methods approach including qualitative tools such as focus
groups and key informant interviews and quantitative tools including a survey of providers, a rapid
assessment of adherence barriers was conducted in three weeks in August-September 2011.

Phase One included a desk review of the literature, both published and grey, including unpublished
reports provided by USAID (including those from the Quality Health Care Project), WHO, and UNDP.

Phase Two included study design to address gaps unaddressed in the literature review and design of a
schedule and tools for interviews

Phase Three included over 20 key informant interviews with stakeholders in Kyrgyzstan, including policy
makers, clinicians, NGOs, government, and international agencies. Six focus groups with PLHIV were
also conducted including IDUs, CSWs, MSM and women and children. When visiting organizations,
LEAN methodologies were used to conduct observations and develop clinical pathways, and A3 sheets
were utilized for problem solving access to care and treatment. Spot audits were conducted on-site to
assess availability of supplies and services that can influence ART adherence, including ARVs, harm
reduction supplies, laboratories, and quality improvement and adherence tools.

Phase Four included a survey to assess the adherence support tools currently being used, or planned to be
used in the future, by clinicians and NGOs for ARV treatment and support programs.

Individual, Social and Structural Barriers to ARV Adherence in Kyrgyzstan and A Proposed Plan of Action: 5






3.LIMITATIONS

This rapid assessment of the current situation related to ARV adherence was completed in less than two
months. Due to time constraints, it was only possible to speak to clients who are currently accessing
services, leaving the need for further study with those most marginalized from care and ARV treatment. It
was not possible under the scope of this assessment to complete full mortality and morbidity analyses or
independent study of treatment databases, leaving the need for a comprehensive follow-up assessment to
examine patterns in ART adherence related to treatment outcomes. Similarly, due to time and budget
constraints the sample size of the survey on the use of individual adherence support strategies is very
small and it is not possible to generalize findings beyond the scope of this assessment.

The quote below from a young woman living with HIV in a focus group illustrates the complexity of
taking antiretrovirals in an environment of poverty, gender based violence and system barriers[7].
Considering the complex social and structural issues surrounding ART adherence, it is possible that some
details have been missed or misunderstood during the course of this assessment. However, it is hoped
that the larger themes and the voices of people living with HIV are captured herein.

“My husband says you and the kids brought this sickness on me. He did not
believe me that | need to go to the regional AIDS Center, he says: you want to go
to the city to wear nice clothes and leave me, I don 't believe you need to see the
doctor. Then he beats me. So I can’t get my ARVs or my CD4s.” Mama Plus
Focus Group Participant, August, 2011, Kyrgyzstan



4. FINDINGS

STRENGTHS OF THE SYSTEM

Despite multiple challenges, Kyrgyzstan’s response to HIV/AIDS has a number of strengths. The country
is a recognized regional leader in introducing harm reduction and prevention services, particularly in
needle and syringe access in closed settings. Similarly, release planning from prisons and cooperation
between prisons and NGOs is well organized when patients have appropriate documentation and plans are
in place to address the issue of patients without documents. Progress has also been made in integrating
vertical systems into primary care at the FMC level. Strong community based organizations are active in
the region with meaningful involvement in the Country Coordinating Mechanism of the Global Fund.

In terms of treatment innovations, the country has begun some early piloting of multidisciplinary team
models although these teams have been hampered by their lack of ability to prescribe and dispense ARVSs.
There is also widespread use of provider initiated routine offer of HIV testing which can improve access
to early diagnosis and linkage to care in detoxification services, prenatal clinics and prison. Finally, there
is a generally supportive legislative framework for human rights including antidiscrimination laws for
PLHIV and MARPs, although challenges remain in human rights and relationships with police and the
justice system.

ACCESS TO HIV TREATMENT AND CARE, COVERAGE AND QUALITY
OF SERVICES

According to a recent unpublished WHO Kyrgyzstan report, there are a cumulative 2977 PLHIV
registered, and currently alive, as of the end of 2010 (WHO, 2011). Of those, only 36% (1074) were seen
for care in 2010, meaning that they contacted health system because of their HIV positive status at least
once during a one-year period.

In 2010, 570 newly diagnosed HIV cases were registered by the health system. However, CD4 cell count
monitoring was performed for only 31.6% (180) of those patients monitored, 50.5% (91) had CD4 counts
<350. Such a high level of readiness for ART amongst those monitored may indicate unaddressed barriers
within the health system that prevent compliance with national recommendations; in other words, HIV
testing policy and/or practice is not sufficient to attract PLHIV at earlier stages of infection, which is a
prerequisite for early enrolment in HIV care and timely initiation of ART.

Moreover, the high percentage of those undergoing CD4 monitoring who are indicated for ART initiation
also indicates that, at a population level, the immediate need for ART is significantly higher than the
number of people currently enrolled. This unmet need has serious implications for accurate forecasting of
ARV needs, to assure that procurements reflect the actual need for medications in country.

According to WHO, of the 548 PLHIV ever started on ART, only 65% (356) of them were enrolled at the
end of 2010. Reasons for ART dropout for 192 patients were: 70 (36%) due to death, 25 (13%) due to
intolerance and lack of adherence, the rest (97 = 50%) have been lost to follow up. Unfortunately,
extremely limited data exist on access to ARVs for specific MARPs. Key informant interviews and
experiences in other countries indicate barriers to ARVs are highest for IDUs, CSWs and women with
children living in poverty[2, 8], but reliable data are urgently needed to appropriately address access to,
and retention on, ART among specific risk groups.

FINDINGS: ADHERENCE STRATEGIES USED IN THE HEALTH SYSTEM

To determine whether a standardized approach is used to support adherence in KR, a brief survey was
undertaken of ten (10) people involved in health services for PLHIV in Bishkek. Respondents included
three (3) medical staff from the National AIDS Center, three (3) narcologists from the National Narcology



Center, two (2) NGO staff working with multidisciplinary teams and one (1) doctor from a Family
Medicine Center.

Within this highly trained and supported group, wide variation was found in approaches to ARV
adherence support and even in estimating appropriate levels of adherence. Most of the respondents
considered themselves in charge of HIV/AIDS services; half considered themselves as other health
providers providing care for HIV patients. The FMC staff member did not consider him/herself involved
in provision of HIV services at all, yet this person is a family doctor in a clinic with a substantial caseload
of PLHIV. All 10 respondents stated that their health facility provides VCT. Only the Narcology Center
provides MAT and social support to assist adherence. ART could be prescribed by only 4 of the 10
respondents, 3 of whom work at the National AIDS Center.

According to the results of the survey, CD4 count, viral load and lymphocyte counts are conducted only
in the AIDS Centers. The National Narcology Center and NGO respondents reported involvement in
blood sampling for HIV. Only the National AIDS Center and MDTSs reported involvement in ARV
treatment (5 respondents). In both MDTSs interviewed, the physician was from an AIDS Center.

Respondents stated that ARVs are mainly dispensed on a monthly basis or every 2-3 weeks. According to
AIDS Center staff, ARVs for established patients can be picked up by a patient, a registered support
person, family member or community health worker; however, NGOs representatives report that only
patients were allowed to collect their ARVS, and, in exceptional cases, community health workers could
be granted permission to do so.

The following are the top 5 data most frequently available in the records for each clinic visit of ARV
patients (in descending order):

1. Reported side effects

2. Number of pills of ARV dispensed (by type)

3. Expected days’ supply of ARV dispensed (by type)
4. Date of next scheduled clinic visit

5. Providers’ impression of recent patient adherence

Only 3 respondents-reported the use of other data for monitoring of patient adherence, which included: a
patient medical card; a notebook where the patient was asked to write all feelings and side-effects
experienced during ART; CD4 count; VL, patients’ knowledge of ARVs (the color of ARVs in the
specific regimen, commonly-reported side effects).

All 5 respondents involved in ARV treatment stated that individual patient adherence to ART is mainly
monitored by the doctor. Three out of 5 respondents involved in ARV treatment reported that their
facility calculates numerical rates of adherence to ART for an individual patient from the patient level
monitoring data; however, only 3 reporting this practice were aware of the formula used for such
calculations.

While international research suggests 95% adherence to ARVSs is required to prevent the emergence of
resistant virust, only 3 respondents could state what rate of adherence to ARVs is considered to be
satisfactory for an individual patient in their facility; answers ranged from 70% to 100%.

Respondents report that adherence to ART is not monitored regularly; only the two MDT respondents
could offer data, which were from the end of 2009. These respondents reported overall adherence rates of
their clients to be 70% and 100%, respectively.

The majority of respondents involved in ARV treatment stated that their organizations have established
systems to follow up with patients who do not appear for a scheduled appointment.

! Paterson DL, Swindells S, Mohr J, et al. Adherence to protease inhibitor therapy and outcomes in
patients with HIV infection. Ann Intern Med 2000;133:21-30



Respondents reported using a wide range, and combination, of interventions to promote patient
adherence, indicating a lack of a standard approach. Interventions used by respondents were as follows:

o Adherence readiness counseling before starting ARVs - 10 respondents currently using
e Continuous adherence counseling after starting ARVs - 5 using

Among survey respondents, many were planning to introduce the following methods, already in use by a
limited number of respondents:

e Community based health workers or volunteers — 3 using, 2 planning to use

e Require support person/care partner to observe treatment (DOT) — 4 using, 1 planning to use
e Social support — 1 using, 4 planning to use

e Systematic monitoring of medication adherence at the clinic — 3 using, 1 planning to use

o Fast track service at health facility — 2 using, 2 planning to use

e Use of a device to promote adherence (mobile phone alarms, wall charts, pagers or timers) — 3
using, 1 planning to use

o Reminder phone calls — 3 using, 1 planning to use

o Directly observed treatment — 3 using, 3 planning to use

e Medication Assisted Treatment — 4 using, 3 planning to use
e Other financial incentives — 2 planning to use

Four of 10 respondents stated they were using interventions aimed at improving health providers’
motivation to promote better patient adherence, including as advocacy work with health providers, mini
sessions, and training of health providers’ staff. Only 2 respondents stated that their organization has
evaluated the interventions employed to promote patient adherence: both stated that the results were
positive.

If resources were unlimited, respondents would like to have the following interventions to promote
adherence to ART (in order of demand):

¢ Financial motivation of client

¢ Financial motivation of service provider

¢ Information materials for clients

e Peer consultants

e Stationary observations in the beginning of ARV treatment
o Assistance to meet basic needs of the client

o More doctors prescribing & dispensing ARVs

e Provision of ARVs along with MAT

o Psychological assistance

o Reimbursement of transportation costs of client

FINDINGS: INDIVIDUAL AND SOCIAL ISSUES

A positive HIV diagnosis can create a huge psychological burden on the individual receiving the
diagnosis and his/her support network, including the parents of HIV positive children. A positive status
gives rise to uncertainty in all spheres of life, including the quality of life and life expectancy, the
effectiveness of treatment, and the reaction of the community to the changed status of the person.



Reactions to a positive diagnosis are hard to predict, and may include shock, denial, fear, reduction of
self-esteem, depression. These emotional states may be recurrent, and adequate psychological support
must be available not only during post-test counseling, but throughout the continuum of the patient’s
lifetime in care, at any time upon request.

Officially each AIDS Center has a psychotherapist in the staff list, but often an existing staff member
performs counseling in addition to his/her main job. If a patient needs consultation with a psychotherapist,
he/she is referred to an appropriate specialist at a partner NGOs or FMC, or maybe also be seen by a non-
psychotherapist physician at the AIDS Center, although these physicians themselves express concern over
this practice and note that not everyone is skilled to provide proper psychological support to PLHIV.
Furthermore, physicians from AIDS centers cannot prescribe antidepressants, which can be prescribed
only by psychotherapists.

Physicians at AIDS Centers, NGO representatives and the participants of focus groups with different
MARPs highlighted the need of peer consultants for PLHIV throughout the continuum of care, from
immediately post-diagnosis to enrolment and continuance on ART. PLHIV focus group members stated
that the best psychological support they receive is from peer consultants.

During focus group discussions, different risk groups were identified as presenting with differing needs
for social and psychological support services to assist with ART adherence. Identified needs of specific
MARPs included:

NGOs working with IDUs mentioned the need for special psychological support forpregnant IDUs, as
pregnancy may cause increased anxiety. Drug users, and NGOs working with drug users, stated that
due to experiences of trauma and complex health issues, drug users may experience untreated pain
and discomfort. Many people needing ARV treatment may be reluctant to start, due to fear of side
effects. It is also important to regulate the dose of methadone for those who start ARV treatment after
being enrolled to MAT programs, in order to prevent withdrawal syndrome.

Reduction of the double stigma for IDU and CSW living with HIV. Fear of learning about their positive
status stops many young IDU and SW from testing for HIV. They know they are at risk for HIV
infection however confidentiality is a major issue, and positive drug users or sex workers fear double
stigma.

Dealing with domestic violence for HIV-positive women: HIV positive women and/or mothers of HIV
positive children frequently become victims of domestic violence, including psychological abuse. The
main aggressors are husbands and mothers-in-law.

Poverty and family issues for IDUs: Most IDUs lose their connection to families when they start using
drugs, and most active drug users are not employed and do not have stable income. Food security was
also reported as a significant issue for the families of positive IDUs.

Sexuality support for positive MSM: An MSM focus group reported that young MSM especially need
psychological support, as they are more vulnerable than other MSM. Food security was also reported
as a significant issue for the families of HIV positive children. Families with HIV positive children on
average have 4-5 children and have difficulty providing even one hot meal for the family per day,
often just potato soup. Children are usually given only tea with bread.

FINDINGS: STRUCTURAL ISSUES

HIV/AIDS treatment and care services have been theoretically decentralized across the country to 9 AIDS
Centers and 66 FMCs. However, decentralization of service has not been accompanied with defining roles
and responsibilities of different health system levels to ensure continuity and quality of services. During
this assessment, the assessment team did not encounter any FMCs that could actually prescribe or even
dispense ARVs; all ARVs had to be picked up at the Regional AIDS Center (up to 6 hours away for some
patients). Only the National AIDS Center in Bishkek and Osh City AIDS Center can prescribe ART, give
out medications to PLHIV, and perform immunological and virological tests (CD4 cell count and VL)[5],



which are essential for decision on timely ART initiation and monitoring its effectiveness. They are also
the only providers who can do laboratory confirmations of HIV.

Since other facilities are not permitted to perform laboratory tests and stock ARVSs, they have to send
blood samples for HIV initial testing and confirmation, and each time they see an HIV infected patient,
the patient must be referred to the National AIDS Center or City AIDS Center in Osh for CD4 cell and
viral load monitoring, or for obtaining ARV medications.

This creates substantial additional barriers for patients in receiving services, as they have to visit both
their local FMC and AIDS Center. It also makes the role of the infectious disease specialists in the FMC
very unclear. Even in the innovative MDT teams set up by NGOs, the infectionists cannot actually
prescribe or dispense ARVSs, which essentially prevents them from achieving their primary goals of
supporting PLHIV on therapy.

There are many other structural issues referred to below, best summed up by the lack of a continuum of
care for PLHIV, ensuring all their health and support needs can be met at minimal cost in both time and
money. There are also specific gaps related to specific MARPs. For example, the shelter for MSM cannot
accept people between the ages of 16-18, due to local legislation, at the same time this group cannot
receive services from shelters for children either.

5.GAP ANALYSIS

A summary of the gaps observed include:
Individual and Social Gaps
e Overemphasis on individual vs. structural barriers to adherence
o Limited use of provider based adherence strategies (cell phones, MAT/DOTS, timers, outreach)
e Lack of involvement of peers in clinical services
e Poor integration of case management and social supports/NGOs with AIDS Centers

e Poor implementation of 2010 WHO guidelines for ARV Treatment resulting in delayed access to
care and increased lost to follow up

Structural Gaps
e Vertical HIV services with little integration into TB, STIs, NSP or OST systems

o Major supply chain and procurement issues (infant formula, food packages, HIV tests, CD4 and
VL testing, ARVs, Ol drugs, drugs to ease side effects (SE), etc.)

e Quality concerns in all spheres of HIV prevention, treatment, care and support
“Please take care of our children, don’t worry about us. Our lives are already over,

just take care of our children... Idon’t even cry any more. I have no more tears.”

Mother living with HIV, August 2011, Kyrgyzstan.

e User pay models make services inaccessible for MARPs

o Major barriers to documentation/identification impacting access

e Monitoring and evaluation system weak on outcomes and access for MARPs
e Major issues with infection control and universal precautions



Poor access to HIV testing for MARPs

High threshold, high barriers to services
Accessibility issues: geography, culture, gender
Weak linkages to care after diagnosis

Gender sensitive services lacking in most spheres including for women and lesbian-gay-bisexual-
transgender (LGBT) communities

Lack of child and youth friendly services

Limited linkages to public health and prevention benefits of treatment as prevention
Stigma and discrimination of MARPs and PLHIV

Human rights abuses of MARPs

The below case study illustrated the difficulty some people living with HIV face in accessing ARVs and
successfully adhering to treatment. It is but one of many powerful stories heard during the assessment that
illustrated again and again that barriers in the system rather than lack of patient motivation were the
greatest impediments improved ART adherence.



Case Study 1

Barriers to ARV Adherence in KG:

Value Stream Map of Female IDU:
32 year old female, 2 children, no documents as born
outside KG, domestiv __yiulence, living in a shelter

L 1}
F HMN testin prison and finalky learns
I HMN+. 1= started on ARV's in prizon

_ Butupon discharge is homeless and
- still without documentss

Seeks HMNV test at

WCT but can't pay
usger fee (no documents Attempts to get her ARVs
to prove residency) and at FMC but no Cd4 or VL
long line up with 2 kids test reagents available so
refused meds. AIDS Centre
hour bus ride away

Feels unwell

but no :B

documents 4

i;gﬂnt use C._Ii&nt iz again homeless & Supply chain priBlem and she cant
dizconnected from care for 1 access: C04 VL reagents; ARV's, infant
year, kids stay with mother formula, side effect drugs, & food
in law and her drug use t packages. Kids hungry. Depression.

1 year later: Connected to NGO for IDUs
|s started on methadone with NGO support and reconnects with her
children and husband, moves back in with mother in law. Dx with TB

MGD encouraged her

to restart ARWV=. Takes

bus for 2 howrs w2

) kids to AIDS Centre.

= Arrives, but no
CO4NL tests that day
and asked to come
back Wed from &
10am {onhy day they
test and onhy way to
acoess ARVE).

Attend Clinic: A daiby for MMT
45min from homs

|

haiihy for TB do
0 mine Fresm homes

Attends NGO NSFP
program 10 min from
home daily for clean

nesdles and support,

Fatiznt unsble to
aooess ARV or HIV

medicsl cars s

bo wisit lzwnyer, se=k husband refuses to
COMMUnity, 4o allow her to travel to
lzundry. No medics rl the ity and mother in
services are lzw starts asking
avsilable hars, where she goss during

the day =0 TE and
MMT discontinwsd.



The dispensing of weeks or one month of ARVs at a time, while understandable due to the long distances
travelled to pick up medications, represents a missed opportunity for MAT/DOT programming. At the
same time, the insistence that patients pick up ARVSs is also a high barrier to care, especially for patients
travelling long distances or with children or working.

In an ideal LEAN?Z scenario, this client would have access to the right services, at the right time, with
minimal wait. Every door for her should have been the right door — through which she could access the
services she needed, either from the facility itself or through easy referral from another facility (e.g. TB or
narcology services) rather than having to move around the city and face insurmountable obstacles to care
and treatment. The below figure highlights an ideal model of service for clients facing multiple barriers of
care:

Figure 2: Ideal Access Model for Case Study

v Co-located services

StrUCtural in @ one-stop shop

model

* Improved housing
. and famity support
SDCIEI * Decreazed stigma
* Childcare

* Improved

Individual :I'I_Iltcllvéléedgeufﬁuﬂvs

management

? Lean Healthcare (adapted from the world class best practices of the Toyota Production System) is an
innovative approach that provides a health care network with efficient, outside the box solutions. It involves
employees’ participation and it focuses particularly on:Patient needs and satisfaction; reduction in waiting and
response times; quality improvement; cost reduction; employee quality of life.



6.RECOMMENDATIONS: ADHERENCE PLAN

A detailed plan of action to improve adherence to ARVs in Kyrgyzstan by addressing the individual,
social and structural barriers to care is attached in the appendix using a logical framework. Of critical
importance to these recommendations is a philosophical underpinning grounded in the scientific evidence
that the biggest barriers to care for MARPs are in fact social and structural and often beyond the
individual drug user’s control[8, 9]. These barriers can be overcome and many regions around the world
including Ukraine, Russia, Canada[10], Brazil, and Australia have successful ARV treatment programs
for MARPs that combine social and medical interventions in a one-stop shop model that integrates other
needed services with ARVs[11, 12]. In this era of treatment as prevention, where comprehensive social
programs that support ARVs for MARPs are associated with decreased community viral load and
decreased population levels of HIV, now is the time to invest universal access for all PLHIV[13].

Figure 3 Model of Barriers and Facilitators for ARV Adherence Plan

Similarly, the recommendations incorporate the growing body of literature the supports a chronic disease
model approach to treating HIV/AIDS, that incorporates principles of patient empowerment and patient
self-management as core components of HIV care[14, 15]. Patient self-management is defined as the
ability of patients, in a complementary partnership with their health care providers, to manage the
symptoms, treatment, lifestyle behavior changes, and the many physical and psycho-social challenges that
are a part of living with chronic diseases[16].



Below is a high level summary of the key recommendations:
1. Recommendations for Individual and clinical strategies
Implement devices to aid adherence -mobile phone alarms, wall charts, pagers or timers

Improving training of medical staff and peers to proactively address side effects (SE) and provide
supportive SE therapy especially during treatment initiation

Ensure physicians or nurses are available 24/7 to answer questions about missed dosages or SE
Use peers on ARV treatment to provide peer counseling on ARV adherence
Formalize support groups for PLHIV and integrate clinicians and peer education on ARV treatment

Complete a request for proposals to translate or develop IEC materials on ARV treatment for MARPs
including: IDU/CSW/MSM, women & children, prisoners, migrants

Provide adherence support materials in variety of languages and with a low literacy level. Suggestions
from PLHIV include: videos of PLHIV on ARVs, cartoons for children, online modules on why take
ARVs, health care diaries or log books to record CD4, meds, etc.

Develop a peer support curriculum of peer navigation or self-management of HIV

2. Social Recommendations
Introduce case management into AIDS Centers with clearly defined roles, scope and responsibilities
Provide transportation subsidies to all patients

Pilot directly observed treatment (DOTSs) for ARVs paired with existing DOT services such as MAT and
TB, often called maximum assisted therapy (MAT).

Expand the scope of NGOs and MDTs to include low threshold ARV programs in community settings not
just AIDS Centers.

Provide incentives for engagement and adherence: Vouchers or cash (instead of food packages) for IDUs,
CSW, women and families, mobile phone cards for MSM



3. Structural Recommendations

Re-orient VCT services to MARPs and provide low threshold mobile and NGO based rapid testing paired
with attractive services: possibly including abscess care, HCV testing, legal, dental, support services,
vaccines, etc

Improve contact tracing and provide anonymous peer and online options

Improve linkage to care after diagnosis and during monitoring by decentralizing CD4 and VL testing
Improve linkage to care after short term prison stays[17]

Immediately adopt new WHO guidelines on treatment to limit loss to follow up

Immediately open access to CD4 and VL testing beyond AIDS Centers

Procure an efficient system for transporting lab samples from NGOs, FMCs, prisons, OST sites, TB sites,
etc.

Improve the quality of CD4 and VL laboratory system
Add resistance testing for treatment failure concerns

Improve the procurement and supply management of lab tests including RPR, HCV, HIV monitoring and
HIV testing including rapid testing

Every door is the right door to HIV care and treatment for patients be it NSP, TB, Prison, OST, STI,
Hospital, Maternity Services, NGOs, etc.

Eliminate user fees for PLHIV for vaccines, HCV testing, labor and delivery services
Ensure access to documentation and residency cards for PLHIV

Use multidisciplinary teams to full scope by including functions on ARV prescribing and dispensing and
enhancing comprehensive services

Decentralize the majority of HIV services to primary care level with shared care model and specialist
support from AIDS Centers

Ensure FMCs, OST sites and TB sites are financially and clinically supported to provide HIV care
including treatment

7.NEXT STEPS



UNDP should seek feedback on these preliminary recommendations from stakeholders and make the
necessary revisions to ensure this document is in line with the needs of PLHIV in Kyrgyzstan.
Thereafter, a detailed plan of activities needs to be costed by the KG GF project and examined with key
actors assigned to each task. ldeally this should be done at a forum or strategic planning day with all
stakeholders. There should be feedback on the final adherence plan from stakeholders to ensure buy-in
and full participation of PLHIV and MARPs. ldeally the adherence plan will be well integrated into GF
funded activities.

The incredible resilience of people living with HIV/AIDS in Kyrgyzstan and the great dedication to this
work from the many community and health providers is a great asset to moving this adherence plan into
action. What remains is a dedication from all parties to examine the complex underlying determinants
of health that influence access to care and treatment in their country and to working together to meet
the challenges. The rich experience of partners in the region of Central Asia demonstrates that these
complex barriers can be overcome by lowering the threshold of ARV treatment services and providing
innovative programs to meet the basic individual, social and structural needs of people living with HIV.
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Nurgazy Toktonazarov

Deputy Director

FMC Karasuu
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Adylbek Chotbaev Senior Inspector- State Service of Corrections
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Baatyr Kalygulov Head Prison #2

Nazgul Abdykalykova Nurse Prison #2
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Director
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ANNEX B: FOCUS GROUP TOPIC GUIDE

Please provide a description of the services provided here

What are the barriers in your community to:
HIV testing?

ARV Treatment initiation?
ARV Adherence?

What strategies to do you use to support ARV adherence?

What resources are needed to improve access to ARV treatment and ARV adherence for you and your
family or your community?

Probe on specific adherence strategies not yet mentioned and explore cultural relevance

Individual
Social
Structural
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ANNEX C: LIST OF FOCUS GROUP
ATTENDEES AND ORGANIZATIONS

Name of the organization

Type of clients

Number of Participants and
Gender

Harm Reduction Association of
Kyrgyzstan

Ex and active IDUs, clients of
methadone programme, PLHIV

3 women, 6 men, 1 child

Tais Plus Sex workers, PLHIV 7 women, 1 man
Terra Sana PLHIV 2 Males, 3 Females
Mama + PLHIV, mothers of HIV positive 10 Females, 5 children (aged 3-

children, pediatric PLHIV

7)

Osh Oblast AIDS Center

PLHIV

5 Males

Anti AIDS Association

MSM and Queer community

5 men, 2 women

ANNEX D: SCHEDULE FOR ARV

ADHERENCE PLAN CONSULTANCY

17-27.08.2011
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Time

| Meeting with

| Venue

| Comments

Wed, August 18"

10:30- | GFATM\UNDP PIU Odwmc I'd, NaHdwrnosa To discuss in detail the
11:30 | Anna Chernyshova, 142 (# bokoHb6aeBa) expected final product
Ainura Esenamanova 0777 91 43 33; 301 110
11:30 - | Republican AIDS Center, | JlorBuHeHko 8, To update her about
12:00 | Jyldyz Muratovna 62 38 23 (np) the activity and get her
political support
12:00 | Lunch
13:00
13:30 - | Doctors and other AIDS
15:30 | center staff involved in
ARV forecasting and
procurement
management, doctors
prescribing ARV
16:00 - | NGO “Terra Sana”, 0557 22 79 79, FG of PLHIV + Mtg with
18:00 | Evgenia Kalinichenko terrasanakg@gmail.com | community based NGO

of PLHIV

Fri, August 19"

9:30 - | Harm Reduction 0555 61 95 58,
11:00 | Association “Partners’ Apnpec 6-5-33
Network”,
Aibar Sultangaziev*
11:30 - | Harm Reduction 0552 497979
13:00 | Association, tOr 2, Bedha ueHTp
Madina Tokombaeva*
13:00- | Lunch
14:00
14:30 - | FG with IDU* 0552 497979,
16:00 tOr 2, Bedba ueHTp
16:30- | NGO “Asteria”, Iren 0557 100 623 Issues of female IDU,
18:00 | Ermolaeva first drop-in center for
female IDU in CA
Mon, August 22" Osh
10:30- | NGO "Life+", 0550 28 51 31 Mothers of HIV+ kids
12:00 | Galieva Altynay
12:00- | Lunch
13:00
14:30- | NGO “Mama+”, 16, Kalinina, Nookat FG of PLHIV and
17:00 | Mustafakulova Dilfusa 0555 74 86 18 mothers of HIV+ kids

Tues, August 23" Osh

09:00 | Kara Suu FMC, 0555 01 41 41
- Baatyrova Gulnara*,
10:30 | Family medicine
specialist
10:30 | OST site visit in Karasuu,

11:30

Drug addiction specialist
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12:00 - | Lunch
13:00
13:30 | Osh Oblast AIDS 0550 84 03 01
- Center, *
15:00 | Narmatova Elmira
15:30 - | Plus Center, Ravshan MomuHoBa 22,
16:30 | Majitov* 0543 17 50 40
Wed, August 24"
9:30 - | State penitentiary 0772 62 65 81,
10:30 | system, CUH,

Oksana Katkalova npasga#KueBckas
11:00 - | Visiting prisons #2
17:00 | (women) and #47

(medical)
Thurs, August 25"
10:00— | Republican Narcology 0777 97 12 62,
11:00 | Center, TbIHbICTAHOBA 195,

Tokubaev Ruslan npoekT «KayecTtBeHHoe

34paBooXpaHeHue»
12:00 | Lunch
13:00
13:00 | FMC #6, * 0550 45 21 73,
- Pamir Muratov XXykeeBa nyAoBKWHa
13:30
13:30 - | FMC#6, 0772 63 22 01 To get more
14:30 | Shaivo Daironova* information regarding
pregnant women, HIV
testing, ARV in FMC

16:00 | NGO “Gender Vector”, 0553 204 072, FG with MSM in Kara-
- Sergey Kostenko* I". Kapa-banTa Balta (1.5 hours of
18:00 drive from Bishkek)

Fri, August 26™

9:30- AIDS Service 0555 337412 Bo3ne Association that
11:00 | Organizations, Chinara MeyeTn — LenTtep ans provides services for

Bakirova* MCM SW, MSM, PLHIV
11:30 - | NGO “Tais Plus”,* MNaHdwvnosa 36a, SW FG
13:00 | Shahnaz Islamova 0555 88 93 07
14:00 - | GFATM/UNDP PIU Odwmc I'd, NaHdwrnosa Updating about key
16:00 142 (# bokoHb6aeBa) findings and

0777 91 43 33; 301 110 | recommendations, etc

16:30 | Association “Unity of Our office
- PLHIV” * 0555 74 66 01
18:00 | Burul Isaeva

ANNEX E: ADHERENCE SURVEY FOR
HEALTH CARE PROVIDERS AND NGO
STAFF

BOMPOCHUK




Onpoc No NMPUBEPXEHHOCTU K aHTUPETPOBUPYCHOW Tepanuu Ha
YPOBHE OpraH1M3aumm 34paBoOXpaHeHuns

Mg nHTepBbloepa: [JaTa: Mecto
NpoBeAEeHNS:
Ha3BaHue KJIMHUKA wnm Mma pecnoHaeHTa:
opraHusaumm
3A4paBOOXpaHEHNS:

1. Kakoe 13 HMxecneayowmx onvcaHnin COOTBETCTBYET NPUPOAE M XapaKTepy Ballel no3vumu
WU JOMKHOCTM? (YKaxnTe BCE COOTBETCTBYIOLLME BapUaHThbI)

II Jlnuo, oTBeTCTBEHHOE 3a YCnyru, npegocrtaensemMole B chepe BUY/CMda
11 Bpau, Habntoaatowmii BUY-naumeHToB

I1 MpoBaiaep Apyrux MEANLIMHCKMX YCITyT, OKasblBatowwmii yxoa 3a BUY-
naumeHTamm

11 [Apyroe, noxanyicra onuwmTe

2. Kakoe v3 HuecneayoLwmx onncaHuii 6onee BCero COOTBETCTBYET NPUPOAE Ballero
yupexaeHus? (OTMeTbTe OAMH M3 BapnaHToB)

II HauunoHanbHas 60sbHMLA TPETUYHOIO YPOBHS

11 O6nacTHas/paiioHHast 60bHMLA

11 [Jpyras opraHusauus 3apaBoOXpaHeHusl, NoXanyicra onvwuTe:

11 BnaroTeBopuTeNbHAsA/MUCCMOHEPCKas/penmruo3Has/HenpaBuTebCTBEHHAS
6onbHULA

II Apyras

6naroTBopUTENbHAA/MUCCUOHEPCKAs/ PENNrMo3Has/HeNpaBUTEIbCTBEHHAS OpraH13aums
3[1paBOOXPaHEHNs, NOXanyncra onuLLInuTe:

11

LN |
e ]

=1
=1

YactHas 6onbHMUA
BoeHHOe MeaMUMHCKOE yupexaeHue

[pyroi BapuaHT YaCTHOro MeAMLMHCKOIO YUYpEXAEHMs], MoXanyicTa onuwuTe:
O6LWwMHHas opraHM3aums
MNporpamMma Ha pabodem mecTe
[Opyroe (noxanyicra onuwuTe):

OnucaHue (MHTEpPBbIOMPOBaHUE MeHeAKepa OpraHM3aummn 34paBooXpaHeHus,
okasbiBarowen cnyru B cpepe BUY)

3. Kakne ycnyrm B cdepe BUY npepoctaBnsieT Bawa opraHu3aums? (ykaxuTte BCe
COOTBETCTBYIOLUME BapWaHTbl)

Lo B L B L I L
Lo B L B L I L

Lo B L B L]
Lo B L B L]
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JleueHne APB npenapaTtamu ansa B3pocsibIxX

JleyeHune APB npenapatamu ans Aeten

[o6poBoNibHOE KOHCYNbTUPOBaHWE U TecTuposaHue (OKT)

MpodmnakTuka nepegayn ot Mmatepun Kk pebenky (MMMP)

Mpodunaktuka KoTpnmokcazonom ans BUY-mHbOMUMPOBAHHBIX NaLMEHTOB
Mpocdmnaktuka N3oHnasungom ans BUY-nHGUUMPOBaHHBIX NaLMEHTOB
Yxop Ha gomy



L]

[Opyroe (noxanyicra onuwuTe):
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4. Kakue 13 nabopaTopHbIX TECTOB Ballla OpraHU3aUms OKasbiBaeT Ha NMOCTOsSIHHOMN ocHoBe? (YKaxuTte
BCE COOTBETCTBYIOLLME BanaHTbl)

o BupycHas Harpys3ka
m Yucno CD4 knetok
I 14mcno nuMdounTos

1 1/lpyroe (noxanyncra onuwmTe):
5. Korga Bbl Ha4yanu Bbigady APB npenapaToB nauneHTam?
6. CKOJIbKO B3POC/bIX Ha AaHHbIM MOMEHT NosyyaloT APB-Tepanuio Ha 6a3e Ballei opraHu3aummn?

7. CKOMbKO AETEeN Ha AaHHbIN MOMEHT nony4atoT APB-Tepanuio Ha 6a3e Ballei opraHusaumumn?

MonnUTHKM K cTpaTerum B OTHOLLEHMU aHTUPETPOBUPYCHOM Tepanum
A1 naymneHToB yixe npuHnmarownx APB-npenaparsi
8. Ha kakol nepuoa BpeMeHu 06bI4HO BbiAaloTcs APB npenapatbl aMbynaTopHbIM NaLMEHTAM,

HaxoaawmMmcs Ha APB-Tepanuun?
(YKaxuTe oiMH M3 BapuaHTOB)

O eXeaHEBHO
O eXeHeaeNbHO

11 Ha OfIHY-TpW Heaenu
11 EeXEeMeCAYHO

11 Ha OAMH-TPU Mecsaua
11 bonee yem Tpu Mecsaua
11 He U3BECTHO

9. KoMy pa3peliaetcs 3abupatb APB-npenapaTbl ANs NAUMEHTOB, Haxoaawmxcsa Ha APB-Tepanun?
(YkaxuTe BCe COOTBETCTBYIOLLME BapUaHThl)

m] MauneHT

11 3aperncTpupoBaHHoe fnLo, OcyLecTBAsowWee YXoa 3a 60/1bHbIM
I1 YneH cemMbun

II MeaMUMHCKMIN pabOTHUK Ha OBLUMHHOM YpPOBHE

11 [Opyroe, noxxanyncra onuwmTe:

II He n3BecTHO
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Ipunoscenue 1. Bonpocnuk, ucnonv3yemolii 011 onpoca

KnuHunueckue AaHHble U MOHUTOPUHI NpUBEpPXKeHHOCTU AB-Tepanuu

10. Kak yacTo BeAeTCs YUYET Cneaytolmx AaHHbIX NPpU NOCELEHNW Ballel KNUMHUKKM APB-naumeHToM
(XpaHsATCS NN B KNNMHMKE MEAVMLMHCKME 3anMCy WK 3anncu no y4veTy BblAaHHbIX NpenapaTos)?
(VIHTEPBBIOED [OJIKEH ...

Tun nanHBIX Bcerna O0bIYHO Hnorna Huxorga
I'paduk nozuposku APB mpenaparos [] [] []
Ha3zBaHust ApYruX NpenapaTos, IPHHAMAEMBIX ALHEHTOM
CoobmieHus 0 H0604HBIX d(deKTax

CaMO0O0TUeT ManyeHTa O IPHBEPIKEHHOCTH 32 TIOCIISTHUH IepHOT
Pe3ynbTaThl 0030pa KajueHaapst 110 NPHEMY NPEapaToB HALUEHTOM,
H3JI0)KEHHbIE IPOBaiiIepoM B MHCbMEHHOU hopme

IMoxcuer TabyeTOK HAXOMSIIMXCS B PACTIOPSIKEHNH TTAIUeHTa
CyObekTHBHAas OLIEHKa POBaiijiepa B OTHOLIEHUHU PUBEPKEHHOCTH
HALMEeHTA 3a MOCJICAHUIT TIepHO

KommuectBo BeimanHbIX APB-mIpenapaToB ( KoJs-Bo TaOJIeTOK)
OrkHuaeMoe KOJIMYECTBO JHEN Ha KOJIMYECTBO BhIAaHHBIX APB-
MpenaparoB

JlaTa cieayrouero BU3NTa B KIIMHUKY

ITo xaxxaOMy BH3UTY — HACKOJIEKO OH OBLI OJIM30K K J1aTe
3aIJIAaHUPOBAHHOT'O BH3UTA

OOpamaics 11 ManueHT 3a KOHCYJIbTaluel 110 IPUBEPKEHHOCTH
Tomyuns 11 DauMeHT KOHCY/IbTALUIO [0 TIPUBEPKEHHOCTH

Jlpyrue naHHbIe KOTOPbIE MOTYT UCIIONIB30BATHCS U1 MOHUTOPUHIA:
(moskanyiicTa HOMPOCHTE MPEIOCTABUTH KOITHIO MEANIMHCKHX 3aIUCel 1
3ammcell 110 y4eTy BBIIQHHBIX NIPEIapaToB, €CIIN TAKOBBIE HMEIOTCS)

COO6I].I€HHBI€ TIPUYUHBI II0 OTCYTCTBUIO IIPUBEPIKEHHOCTU L |

YpoBeHb nNpuBepeHHoCcTu kK APB-Tepanuu oTaenbHOro nauueHTa

11. Kakum obpa3oM BeAeTCS MOHUTOPUHI NPUBEPXXEHHOCTM OTAENBbHOMO NauneHTa K APB-Tepanun Ha
6a3e Bawen opraHM3aumn? (YKaxnte BCe COOTBETCTBYIOLLME BapuaHTbl)

I/I3Mepe}me YPOBHSA NPUBEPKEHHOCTH Kaunnvecknm nepconasiom @®apmanesrom  He memoans3yercs
CamooTueT namueHra ] ] J
Kanengapp nanueHTa no npuemMy npenapaToB
(mpoBepsieMblil B yUpexACHHH)

[Moncuer Tabnerox

CyObeKTHBHOE CY)XIEHHE KIMHUINCTA

PerynapHble BUSUTHI MAIIMEHTA K Bpady

Jleuenne moa mpsAMBIM HAaOIOJEHUEM Ha 06a3€ yUpeKTeHU
Jleuenne o mpsAMBIM HAOIOJCHUEM HA JIOMY
DNeKTpOHHOE YCTPOICTBO ATl MpUEMa IIperapara
(mampumep: cucrema MEMS)

Hpyroe, noxainyiicra, ykaxure:

Hpyroe, noxamyicTa, yKaxure:

CEEEE
e
e

LI

Other, pJe3se shS6% omwen nonpocuts npegocrasuts kommhernonssyemsix gobay
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Ilpunoaycenue 1. Bonpocuuk, ucnons3yemstit 0is onpoca

12. BbICUMTLIBAETE NN Bbl YPOBEHb NPUBEPXXEHHOCTY OTENBLHOIO NalUMeHTa B YAC/IOBOM BbiPAXKEHWMWN Ha
OCHOBE A@aHHbIX MOHWUTOPUWHIA 3@ NaUWUEHTOM? [COBEPUTE MPUMEDBI HCITONb3YEMbIX OPM]

11/la , noxanyicra npuBeauTe NpMMep noacyeta
IIHetr Ecnu HeT, To noXanyicra, oTBeTbTe Ha Bonpoc Q. 14

13. Kakoll ypoBeHb NpUBEPXXEHHOCTU K APB-Tepanuu Balle yupexAeHWe pacCcMaTpuBaeT B KauyecTBe
YAOBNETBOPUTESNBHOIO A1 OTAENbHO B3ATOr0 NaumeHTta?

YpoBeHb NpuBEpPXeHHOCTU K APB-Tepanuu Ha ypoBHE KJIMHUKM WIN OpraHu3aumm
3ApaBoOOXpPaHeHus

14. MNpoBoauTe 1M Bbl MOHUTOPUHI YPOBHSI NpUBEPXXEHHOCTU K APB-Tepanum Ha 6a3e Bawero
MEANLIMHCKOrO yYpexxaeHus (TO eCTb, CpeaHWUiA YPOBEHb MPUBEPIKEHHOCTH)?

o Ja
o Het
Ecnu Bbl He MpOBOAMTE MOHUTOPWHI NPUBEPXEHHOCTU Ha YPOBHE YUpeXAeHWs/NporpaMMmbl, TO
Mo KaK1M NpuynHaM MOHUTOPUHI HE NPOBOAUTCH?
Ecnn HeT, TO nepexoauTe Ha Bonpoc Q. 19
15. KaKol UCTOYHMK AaHHbIX MCMOMb3yeTCsl ANs NOACYETa YPOBHS NMPUBEPXXEHHOCTU K APB-Tepanuu Ha

6a3e Bawero MeEAULIMHCKOrO YYPEXAEHUSA?
(ykaxkute BCe COOTBETCTBYHOLLME BapUaHThbI)

I I3anucKu AaHHbIX MO PYTUHHOMY MOHUTOPUHIY 3@ MPUBEPXEHHOCTLIO MHANBUAYaNLHOIO
naumeHTa

1 1CneumanbHbIiA ONpoC NPOBEAEHHbIN AN MOHUTOPUHIA NPUBEPXKEHHOCTU

I IHe n3BecCTHO

16. Kak Bbl NOACUYNTLIBAETE YPOBEHb NPUBEPXEHHOCTU K APB-Tepanuu Ha 6a3e MeaMLIMHCKOro

yupexaeHus? (ykaxxuTe dopmyny)
[CobepuTe ripuMepPsI UCIO/Ib3yeMbIX GPopM]

17. Kakum 6bin 0IMH U3 caMblX NOCNEAHUX YPOBHEW NPUBEPXEHHOCTM K APB-Tepanun Ha 6ase

MeANLMHCKOro yYpexxaeHus?

YpoBeHb NpuBEPXXEeHHOCTU: [Jata (mecsu, rog):
18. Kako ypoBeHb NPUBEPXEHHOCTM K APB-TepanuMu KIMHMKA paccMaTpuMBaeT B  KayecTBe

YOOBNETBOPUTENIBHOIO Ha 6a3e MeaMLMHCKOro yypexxaeHms?

MOHUTOPUMHI HapyLUEeHUN
19. NHdopMUpYIOT N NAUMEHTOB O AaTe CleayloLwero Bu3unTa?

o Ja

O Het
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Ilpunoscenue 1. Bonpocnuk, ucnons3yemsiil 01a onpoca

20. CywecTByeT M y Bac opuumanbHas cMcteMa MOHUMTOPUHIA 3@ TEM NOCELLAET N NAUMEHT,
npuHMMatoLmii APB-Tepanuio, Bpaya COriiacHoO 3anjiaHUpoBaHHOro rpacvka?

o [a

o Het

Ecnn pa, 10 HO)KaHYVICTa onuwmnTe Kak npoBoanTCA MOHUTOPUHT .

Ecnu HeT, To noxanyicra neperigmTe K Bonpocy Q. 25

21. ECnv naumeHT He NOCeLlaeT, UMEKTCS M y Bac Crocobbl A1 HAaBEAEHWS CMpaBoOK B CBSA3U C YeM
MaUMEHT NpOMycKaeT noceleHne — 3abonen, ymep Wiy npepsan nevyeHue?

o Ja

O Het

Ecnu aa, To noxanyicra onuwuTe Kakum 06pa3oM U Kak BEAETCs YYeT:

22. Ha kakoM 3Tane nauueHT paccMaTpuBaeTCsl Kak HapywmTesb APB-nporpamMMbl UM NpepBaHHbIi
cnyyan?

1l Mocne TOro Kak MaLMeHT He CMOT MOoceLlaTh B TeUeHWE ONpeaeNieHHoro nepuoaa
BPEMEHM, YKaXUTE KaK A0/ro
I Mocne Toro Kak MaumMeHT NpomnyCTM/T HECKOJIbKO 3anfaHUPOBaHHbIX BUSUTOB K Bpady,
YKaXXWTE YMCNO BU3UTOB
I MauMeHTbl HUKOr4a He pacCMaTPUBAKOTCS KakK NPEpPBaHHbIV Clyyaii UK HapyLWIMTENb
nporpamMMmbl IeYeHNs!

I [pyroe, noxanymcra yKkaxure:

23. Bbl BepeTe noacyeT obLiero uncna ciydaeB NpepBaHHOMo fieveHns?

1 1/la, noXanyncra yKaxuTe TeKyLuiA YpoBeHb NPepBaHHbIX C/TyYaeB:
] No

24. BksiovaeTe v Bbl NauMeHToB, nosy4datowmx APB-Tepanuio n He nocewaroLlwmx Bpada B Ha3Ha4YeHHoe
BpeMsi, Npy NoAcyeTe YPOBHS MPUBEPXXEHHOCTM Ha 6a3e MeaMUMHCKOro yupexaeHus?

o Ja
m| Het
o

Ecnu Aa, TO ONULINTE KaK NoACYUTLIBAETCA YPOBEHDb ANA TaKUX MaALMEHTOB:

25. CyLlecTBYIOT /M B KNIMHWKE CMCTeMbl Ans nocnegytowero HabnoaeHus 3a APB-nauneHTamuy,
KOTOpble He MOoCceLaloT Bpaya B Ha3HayYeHHoe BpeMsi?
1 1/la, noxanyicra onuwuTte: Koraa naumMeHT NponyckaeT BUM3MT K Bpady, NnaHupyeTcs
nocelleHne naumeHTa Ha aoMy.
o Het
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NHTepBeHUMUM AN NPOABUIKEHUS NPUBEPIKEHHOCTH

26. KaKne MHTEpPBEHUMM Bbl B HACTOsILLEE BPEMS UCMOMb3YyeTe UK NiaHUpyeTe UCnonb3oBaTh B [laHHOM
KNMMHUKE Ansa npoABUXEHNA NPUBEPXKEHHOCTU NaUUEHTA K JIEYEHUIO

Tun MHTepBeHIHH Yike TUIanKpyeTcs
HCHOJb3YyeTCsl HCIOJb30BATH

KoncynbTupoBanue naipeHra 10 Hauana APB-Tepanuu ] ]

I[ToBTOpHOE KOHCYIBTHPOBAHKE MOCIE Havana npuema APB-tepanuu ] ]

MenpaGOTHHKH MM BOJIOHTEPHI HA OGIIMHHOM YPOBHE ] ]

TpebGoBaHHUE K JHILY, OCYIIECTRIIOMIEMY YXO, BECTH HaOIIOCHHE a

JleueHneM ] ]

CoumanpHas noaaepkka (Hamp., BU3UTHL Ha 1OM, IPOIOBOJIbCTBCHHBIN MAKeT,

JHEBHOM yXxo7) ** ] ]

CHCTEeMHBIII MOHUTOPUHT MPUBEPIKECHHOCTH K IIPHEMY MPENapaToB Ha YPOBHE

KIIMHUKA ] ]

AMOyIaTOpHBIC YCIYTH Ha 0a3¢ MEAUIIMHCKOTO YUPSIKICHUS [] []

Hcrnonb30BaHue yCTPONCTB IS MPOIBUKEHHUS MPUBEPIKEHHOCTH (HAapuMep,

nHeBHHK, Pill box, memory cap) ** ] ]

3BOHKH JJIs1 HAOMHUHAHUSA O TIpHEME JeKapcTB ** ] ]

KomrneHcalus 10poKHO-TPaHCIIOPTHBIX PacX0JI0B, CBA3aHHBIX C OCEIICHUEM

VUPSIKACHUS

Tepanus mo npsiMbiM HabroaeHrem (DOT)

-Tepamnus METagOHOM NpH MaKkcUMaibHOM coxeiicteuu (MAT) ] ]

Hpyrue GuHAHCOBBIC TOOMIPEHIS ** ] ]

Jpyrue uHTEepBEHINH
**

APB? (yka)xuTe BCe COOTBETCTBYOLUME BAPUAHTHI)

** Toxanyicrta onuwute nobble MHTEPBEHUMM Takoro Tuna. Bu3anTbl Ha AOM B HacTosiee BpeMs

MPOBOASTCS CoLManbHbIM PaboTHUKOM MEANLIMHCKOMO YUpeXAeHUs.
27. WUcnonb3yeTe M Bbl Kakne-nnbo MHTEPBEHUMM A4S YCUNIEHNS MOTVUBaLMK NpoBaiiaepa ycnyr,
HanpaBfieHHbIE Ha NPOABWXXEHME NPUBEPXXEHHOCTU NaumeHTa?

1 1/1a, NoXanyicra onuiunTe:
O Het

28. MpoBoAWAW N Bbl KaKy-M60 OLEHKY BaLLMX UHTEPBEHLIMIA MO YCUNEHMIO NPUBEPXKEHHOCTM K APB-
Tepanuu Ha 6ase JaHHOro MeAULIMHCKOrO YUPEXAEHUA? [TI0/TyyuTe KO COOTBETCTBYIOLMX OTYETOB)

o [a

] Het

Ecnun ga, To onuwmnTe OLEHKY M pesynbTaThl:

29. Ecnm ¢ HannumeMm pecypcoB npobrieM He HabnoaaeTcs, TO KaK Bbl lyMaeTe, Kakue MHTEPBEHLMN
6yayT NonesHbIMU B MaHe MOBbILEHNS MPUBEPXKEHHOCTM K APB-Tepanumn Ha ypoBHe BalLero



MEAMLIMHCKOTO YUpeXAeHUs?

[TaK)Ke CNpocuTeE NOYEMY Bbl NMONara€Te 4YTo npegnaraeMble MHTEPBEHLNUU NOBBLICAT YPOBEHb
NPUBEPXKEHHOCTN N HA peLlleHne KaKoM I'Ip06f|eMbI OHW HanpaBNEHbI
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