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Executive Summary 

The USAID-supported five-year (2010-2015) TB CARE I Project is implemented in Central Asian 

Countries by KNCV Tuberculosis Foundation (KNCV). Since the first year of the Project, beginning in 
May 2011, TB CARE I has been implemented in three Central Asian countries – Kazakhstan, 
Kyrgyzstan and Uzbekistan. In May 2012, TB CARE I expanded to Tajikistan.  
 
TB CARE I worked within the USAID approved TB CARE I strategies for CAR and worked closely with 
National TB Program (NTP) leadership and staff to align its strategy with the current national needs.  

 
In Kazakhstan, TB CARE I was implemented at the national level, through collaboration with the 
National TB center, and at oblast/municipal levels in Almaty city and Akmola, East Kazakhstan and 
North Kazakhstan oblasts. TB CARE I is implemented in collaboration with NTP/MOH, the Prison 
Service, PIU GFATM, USAID, The Quality Health Care Project and Dialogue on HIV and TB projects, 
and other local and international partners working in the field of TB control in Kazakhstan.  

 

In Kyrgyzstan, TB CARE I was implemented in key geographic areas, including the capital of the 
country (Bishkek) and Issyk-Kul oblast. Collaborating partners are government bodies (national TB 
programs, Ministries of Health and the State System for Execution of Punishments), international 
organizations (USAID Dialogue TB/HIV, Quality Health Care, Gauting Supranational Laboratory, MSF, 
ICRC, AFEW) and other donors such as GFATM, World Bank, KFW.  
 
TB CARE I in Tajikistan worked at the national level and in pilot districts of Temurmalik, Dangara, 

Baljuvan, Farhor and Rasht Zone close collaboration with NTP, the PIU UNDP (R8), Project HOPE 
(RCC/R3), USAID Quality Health Care Project, Caritas Luxembourg, MSF and local partners in TB 
control in Tajikistan. 
 
In Uzbekistan, TB CARE I activities were implemented within the WHO country office at the national 
level, Tashkent oblast, Bukhara, Navoi, Kashkadarya and Khorezm regions in collaboration with 

NTP/MoH, MoI USAID, PIU GFATM, KfW, Quality Healthcare and Dialogue on HIV and Tuberculosis 
projects, MSF, and other local and international partners working in TB control in Uzbekistan. 
 
TB CARE I Program worked in six technical areas: Universal Access, Laboratory, TB Infection Control 
(TB-IC), Program Management of Drug Resistant Tuberculosis (PMDT), Health System strengthening 
and Monitoring & Evaluation (M&E) and Operational Research.  
 

Country Investment: 
Kazakhstan: $ 4,397.692  
Kyrgyzstan: $ 2,552.242 
Tajikistan: $2,930.653 
Uzbekistan: $2,430.810   
 
 The major achievement of TB CARE I in Tajikistan is increasing the involvement and getting the 

commitment of local municipal authorities and communities in the provision of social support to 

the TB and MDR TB patients during the ambulatory treatment. As a result, 192 TB and MDR TB 
patients received different types of social support from Khukumats that included allocation of land 
plots to establish vegetable gardens or orchards, and construction of dwelling houses, exemption 
from property taxes and utility payments, and the provision with food and hygienic packages. This 
approach had not been tried before and produced positive results; engagement of local authorities 

contributed to the sustainability of the patient support system. TB CARE I made progress involving 
religious leaders and community activists in supporting TB patients and increasing their adherence 
to treatment.  
 

 In Tajikistan, there was a significant increase of detection of TB and MDR-TB cases in TB CARE I 
pilots. Overall, in 2013 the number of detected TB cases (all forms) increased in all TB CARE I 
pilots; these increases varied from 11% (Rasht, Nurabad districts) to 92% (Tajikabad) in 

comparison with 2012. In addition, detection of MDR TB cases increased by 2.5 times. It was 
achieved by the introduction of GeneXpert MTB/RIF (Xpert) testing, development of National 

Strategy on Implementation of GeneXpert MTB/RIF, including diagnostic algorithms and clinical 
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protocols for Xpert, strengthening of the sample transportation system, training TB and PHC 
providers on rapid diagnostic technology and sample transportation protocol. 
 

 In Tajikistan, with TB CARE I support, a PMDT Program was introduced in nine TB CARE I pilot 

districts. All detected MDR-TB patients from Rasht area and four districts of Khatlon Region have 
been enrolled into treatment with SLDs procured by USAID (28 MDR TB patients in 2013 and 54 in 
2014). Quality care of these patients was ensured in all TB CARE I pilots by training of medical 
providers (TB specialists, PHC doctors, managers and DOT nurses of TB and PHC services) 
involved in treatment of DR TB and regular monitoring and supervision visits.  

 
 Xpert machines have been purchased for the first time in Kazakhstan with support of USAID. TB 

CARE I’s support contributed to reducing the time to get a patient on treatment from 76 to 8.5 
days. Director of the National Tuberculosis Control Center for the Republic of Kazakhstan, 
Tleukhan Abildayev, noted, “Implementation of rapid diagnostic method of MDR TB allowed us to 
start treatment of MDR TB patients earlier to reduce transmission of tuberculosis in the society. It 

is a great progress of the National TB program of Kazakhstan”. National TB program included 
additional 75 Xpert machines to be procured countrywide for the next year. With the help of 

Global Fund, NTP will ensure all Xpert machines have Xpert cartridges in time. All maintenance 
and troubleshooting will be done directly through the authorized local service company. 
 

 Due to successful implementation of the full outpatient care model in Akmola oblast, the 
percentage of patients enrolled in outpatient care reached 32% in APA4, compared to only 10% in 
APA1 throughout the region. As a project result, Akmola model is taken as a basis for the 
expansion of outpatient treatment in Kazakhstan and is included in the complex plan for National 

TB for 2014-2020. Funds released from reduction of hospital beds will stay with the TB service and 
will go for the outpatient settings, development of staff, hiring of psychologists, lawyers, social 
workers, etc.  
 

 The institutionalization of WHO-recommended TB approaches has been encouraged in Kazakhstan 

through USAID support in the development of the national policy on MDR TB guidelines adopted 
by the Ministry of Health in 2014. “The newly-developed MDR-TB guidelines were urgently needed 

to respond effectively and in a timely manner to the needs of the patients with drug resistance TB 
in our country," said Elmira Berikova, Deputy Director of National TB Center. These policies are 
now available to clinicians, researchers and all medical staff nationwide.  
 

 In Kyrgyzstan, percentage of TB patients put on outpatient care treatment in six Family Medicine 
Centers (FMC’s) of Bishkek increased from 18% in 2012, to 26% in 2014, and the treatment 

success rate in Bishkek city stayed at 85.5%. 
 

 TB CARE I and the Ministry of Health of the Republic of Uzbekistan have developed a number of 
important strategic and methodological documents in the area of TB control – the National Plan on 
M/XDR TB prevention and control for 2012-2015, Guidelines on TB infection control, National 
strategy on Xpert MTB/RIF use, Guidelines on psychosocial support to TB patients; Training 
module on clinical management of MDR TB cases, etc. 

 
 Also in Uzbekistan, TB CARE I supported the NTP to improve its technical capacity on various 

aspects of TB control - TB IC, outpatient care, rapid TB diagnosis, M&E, transitional TB care for ex-
prisoners etc. - by training of 1,257 specialist (F=645) from all levels of TB service – from central 
to district level.  
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Regional Recommendations: 
 To decrease terms from detection of TB prior to the treatment of TB patient through active 

detection of TB in TB suspects and people with complaints on TB, implementing rapid methods of 
TB and MDR TB diagnosis and adequate treatment at rayon level.  

 To promote full outpatient care for different categories of TB patients 
 To continue work on the establishment sustainable patient support systems 
 To involve civil societies, NGOs, ex-TB patients in ACSM and provision of patient support systems 
 To organize the hierarchical structure (national – regional - district) for the planning and 

implementation of the TB IC measures   
 To approve the national training programs on TB IC for health specialists and to invite trainers 

who have been trained during TB CARE I 

 To improve skills of specialists on the use of electronic surveillance systems 
 To increase local capacities in conducting operational researches  
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Kazakhstan 

Introduction 

Kazakhstan is the ninth largest country in the world, with a population of approximately 17 million. 
About 54% of the population lives in urban settings, and thus the rural areas are very sparsely 
populated. The country is divided into 16 districts: 14 provinces and the cities of Almaty and Astana. 
The districts are divided into 240 rayons. Twenty-four percent of the population is under 15 years of 
age. 

The USAID-supported, four-year (2010 – 2014) TB CARE I project is implemented in Central Asian 
countries by KNCV. During the four project years, TB CARE I was implemented at the national level, 
through collaboration with the National TB Center, and at oblast/municipal levels in Almaty city and 
Akmola, Eastern Kazakhstan and Northeast Kazakhstan oblasts. TB CARE I’s implemented in 
collaboration with NTP/MOH, the Prison Service, Agency on Consumer Right Protection, PIU GFATM, 
USAID The Quality Health Care Project and Dialogue on HIV and TB projects, and other local and 

international partners working in the field of TB control in Kazakhstan. 

The total covered population in TB CARE I pilot sites is 2,705,350 (~ 16%) of 17,160,774 of 
Kazakhstan’s general population. 

TB CARE I Kazakhstan focused on six strategic directions: Providing universal and early access to 
quality TB service, strengthening of laboratory service through implementation of Xpert technology, 
introduction of infection control standards, improvement of PMDT, health system strengthening, 
monitoring and evaluation, and strengthening capacity for operational research. Key achievements 
from the Project implementation are summarized below:  

 
Universal access 

 A protocol on the administration of outpatient care and psychosocial patient support was 
developed and implemented in practice in the Akmola region. As a result, the numbers of in-
patient TB beds decreased and different types of outpatient care settings were established, 

reducing duration of in-patient TB treatment (0-1 month for TB, 2 – 3 months for MDR-TB).  

 Ministry of Health and the NTP took Akmola pilot on full outpatient care and psychosocial 
patient support as a model for scale up in the country and included it in the Kazakhstan 
National Complex Plan for 2014 – 2020 (approved on May 27, 2014). 

 As an essential element for provision of outpatient care there were established and 

institutionalized a sustainable comprehensive psychosocial support system for TB patients 
(psychologists and social workers included in the staffing list). With TB CARE I support, in-
home education was organized for children with TB since children with TB are not allowed to 
go to school. Strong advocacy from the project has leveraged increased local government 
funds for the social support of TB patients (from 200,000 USD in 2011 to 340,000 USD in 
2013). 

 With TB CARE I’s technical support, 32% (491) of the 1,534 registered TB/MDR-TB patients in 
Akmola Oblast were enrolled in outpatient care in APA4 compared to only 10% in APA 1. No 

patients on full outpatient care were lost to follow up. 

 TB CARE I supported the government’s efforts to improve TB measures in the prison 
transportation system. As part of the Prison TB Service plan, the policy regulation has been 
developed and described the IC norms on improving air conditions during the transportation of 
prisoners nationwide. 

 Тhe non-medical staff from pilot sites are trained, focusing on personal protection measures  
for infection control and the role of prison staff in TB control in prisons. Fifty seven participants 
were trained in Semey) in 2013-2014. During this training, the trainers explained the IC 
measures necessary to prevent TB and the important work of non-medical staff in prison TB 
control. Zero TB disease was detected among non-medical staff during the last two years. 

 
Laboratories (GeneXpert implementation) 

 The National Plan for implementation and optimal use of Xpert was developed, which allows 

much faster detection of drug resistant TB forms and timely onset of treatment. 
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 Strong collaboration and coordination between TB CARE I project, NTP and Global Fund project 
allowed avoiding interruption in supply of Xpert cartridges in all Xpert sites.  

 The diagnostic algorithm, clinical protocol and maintenance plan for the use of Xpert and the 
SLD treatment protocol were incorporated into the revised national order on (DR) TB.  

 
Infection control 

 The national TB IC guidelines were jointly developed and are currently under approval by the 
Ministry of Health;  

 Individual IC plans of activities have been developed and implemented in Akmola, Eastern 
Kazakhstan and Northeast Kazakhstan;  

 Technical instructions on constructing of transport for prisoners in line with international IC 
standards have been developed upon requirement of government.  

 

Programmatic Management of Drug Resistant TB 

 The national guidelines have been developed, which incorporate WHO recommendations to 
apply state-of-the-art approaches to management of multi-drug resistant tuberculosis;  

 The Protocol on management of TB in children is developed and incorporated in the national 

policy regulation (updated MoH order 218). All the documents have been adopted by the 
Ministry of Health in 2014. 

 Newly revised and updated directives of MoH (Order #218) on TB (MDR-TB) control are in line 
with the latest WHO recommendations.  

 The WHO compendium "Best practices in prevention, control and care for drug resistant 
tuberculosis" was published in September 2013, included the publications (1) Kazakhstan. 
Implementation of GeneXpert; (2) Kazakhstan. Psychosocial patient support; and (3) 
Kazakhstan. Policy, legislation and guidelines for TB, developed with support of TB CARE I.  

 

Health Strengthening System 

 The project supported participation of 20 national experts in the international conferences and 
trainings. 

 Through the life of the project TB CARE I conducted national and regional trainings for 540 
national specialists on programmatic and clinical issues of TB control program.  

 Three cross-study visits through Central Asian national TB programs have been conducted for 
18 national specialists to exchange best practices within the countries’ programs. 

 
M&E, Operational Research  

 The online TB electronic information system for prison system was developed in August 2013. 
This system will allow the exchange of data between civilian and prison systems to avoid 
double entries, errors and improve the surveillance system in the country.  

 Support in updating the data base in penitentiary system, and ability to exchange TB data 

between the penitentiary and civil services through the epi-surveillance system.  

 The operational research has been conducted on the main project activities; the results of the 
research data were presented at international conferences. Three studies (evaluation of Xpert 

piloting in Kazakhstan, evaluation of psycho-social support system in EKO and evaluation of 
outpatient patient care in Akmola oblast) have been completed. The results of the first two 
studies have been disseminated in September 2014 but the results of the last study will be 
disseminated at the end of December 2014. As per the request of the USAID, TB CARE I is 
conducting the Xpert cost effectiveness study that will be completed at the end of December 
and results will be disseminated in January 2015.  
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Core Indicators 

TB CARE I has seven core indicators that the program as a whole is working to improve across all 
countries. Table 1 summarizes the core indicator results across the life of the project for TB CARE I-
<insert country name>, as well as the Tuberculosis Control Assistance Program (TB CAP), the 

precursor to TB CARE I, which our coalition also led.   
 

 C1. 
Number 
of cases 

notified 
(all 

forms) 

C2. Number 
of cases 

notified (new 

confirmed) 

C3. Case 
Detection 
Rate (all 

forms) 

C4. Number 
(and percent) 
of TB cases 

among 
healthcare 
workers 

C5. 
Treatment 

Success Rate 

of confirmed 
cases 

C6. 
Number of 
MDR cases 

diagnosed 

C7. Number 
of MDR 

cases put 

on 
treatment 

 2005 22368 6912 30,9% N/A 80,2 N/A N/A 

T
B 

C
A
P 

2006 19956 6324 31,7% N/A 70,8 8144 N/A 

2007 19572 6201 31,7% N/A 70,7% 8470 1771 

2008 19670 6193 31,5% 213 (1.1%) 68,5% 7808 2346 

2009 16735 5355 
32,0% 

237 (1.4%) 64,1% 8466 6082 

2010 15643 4926 31,5% 198 (1.3%) 62% 7336 5740 

T

B 
C
A
R
E 
I 

2011 
14396 

 

4305 29,9% 182 (1.3%) 60.8% 7386 5311 

2012 
13763 

 
4053 29,4% 175 (1.3%) 61.3% 7608 6525 

2013 
12510 3590 28,7% 130 (1.0%) 58.0% 7176 6913 
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Universal Access  

Full outpatient care 
 
Under this technical area, TB CARE I promoted adoption of outpatient care model, with the focus on 

psychosocial patient support in Akmola region. Starting in 2011, TB CARE I’s goal in Kazakhstan was 
to pilot the comprehensive outpatient care approach for non-infectious patients in Akmola Region to 
show the benefits to both the NTP and patients, thus persuading the Ministry of Health (MoH) to scale 
it up nationwide. 
 
TB CARE I promoted adoption of outpatient care for most TB/MDR TB patients, taking into account 
that long term hospital admission might have negative social, psychological and emotional effects not 

only on patients (especially children) but their families as well. 
 
Through the established Akmola regional multidisciplinary working group, TB CARE I developed a 

protocol on outpatient care in the pilot oblast of Akmola that describes admission criteria and 
organization of the outpatient care, including DOT  provision in outpatient care settings, criteria for 
patient support, and monitoring  and evaluation.   

 
The increased use of home-based care and the introduction of outpatient clinic services have been 
appreciated by TB patients and their families, an initial indication that these approached are positively 
affecting the health and well-being of TB patients. Implementation of the approach has reduced the 
percent of TB patients lost to follow up from 2% in 2011 down to 0.3% in 2012 and 0% in 2013. In 
general, the successful rate of treatment among new cases increased from 72.6% in 2011 up to 
79.3% in 2012 and in 2013 up to 87.5% 

 
Provisional estimates indicate at least a three-fold decrease in the costs associated with outpatient 
care for both regular TB and MDR-TB patients, when compared to hospital-based care. 
 
Strengthening human capacities, TB CARE I established Akmola regional training center and 

educational materials and support were provided. In Akmola, 81 specialists (64 females and 17 males) 
from TB and PHC service and SES were trained in outpatient care and psychosocial patient support.  

 
Results of piloting full outpatient care in Akmola region were discussed at national level through a 
three-day workshop in Astana (November 20-22, 2013) with key specialists from the Ministry of 
Health responsible for TB, the National TB Program, chief doctors in all regional TB dispensaries in the 
country and representatives of Akmola region.  
 

The outpatient care pilot in Akmola region was recognized as a major success by local, regional and 
national authorities. As a result, the MoH and NTP adopted it as a model for scale-up nationwide. It 
was included in the Kazakhstan National Complex Plan for 2014–2020. Key portions of the full 
outpatient care model were incorporated into the newly revised policy regulations that have been sent 
to the MoH for approval and for rollout across the country. 
 

 

0

10

20

30

40

APA 1 APA 2 APA 3 APA 4

Percentage of TB/MDR-TB patients put  
on full outpatient care in Akmola region  

1,150 

491  
(32%) 268 

(27%) 

167  
(30%) 
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Major Successes 
 

 A protocol on the administration of outpatient care and psychosocial patient support was 

developed and implemented in practice throughout Akmola region 
 Reduced numbers of in-patient TB beds and established different types of outpatient care 

settings 
 Reduced duration of in-patient TB treatment  (0-1 month for TB, 2 – 3 months for MDR-TB) 
 With TB CARE I’s technical support, 32% (491) of the 1,534 registered TB/MDR-TB patients 

(including children) in Akmola Oblast were enrolled in outpatient care in 2012, 27% (268/983) 
in 2013, and 30% (167/548) in the first two quarters of 2014 compared to only 10% in 2011 

(Akmola Regional TB program, 2011-2014). Because national policy on outpatient care was 
not yet approved in 2013, outpatients were selected on a case-by-case basis, resulting in a 
slight decrease in outpatient coverage for that year 

 “Zero percent” lost to follow up among patients on full outpatient care. Implementation of the 

approach has reduced the percent of TB patients lost to follow up from 2% in 2011 down to 
0.3% in 2012 and 0% in 2013. In general, the successful rate of treatment among new cases 

increased from 72.6% in 2011 up to 79.3% in 2012 and in 2013 up to 87.5% 
 Established and institutionalized a sustainable comprehensive psychosocial support system for 

TB patients (psychologists, social workers and lawyer included in the staffing list)  
 Strong advocacy from the project has leveraged increased local government funds for the 

social support of TB patients (from 200,000 USD in 2011 to 340,000 USD in 2013). 
 Organized education at home for children with TB. 
 Ministry of Health and National TB Program took Akmola pilot on full outpatient care and 

psychosocial patient support as a model for scale up in the country and included in the 
Kazakhstan National Complex Plan for 2014 – 2020 (approved on May 27, 2014). 

 
Pictures 
Training on full outpatient care and patient support, Oskemen, March 17-20, 2014 

 

 
Pic 1. Small group work, March 17 

 
Pic 2. Presentation of small group work, March 19 - 

20 (from left to right - Bayan Asimkhanova, Chief 
Specialist, SES Service of Oskemen City, and Valery 
Krokhin, District General Practitioner, Central 
Hospital of Katon-Karagaysky District) 
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Pic 3. Small group work, March 19-20  

 
Pic 4. Small group work, training in Akmola oblast 
TB dispensary, March 13-14, 2014 

 
 

Pic 5. Presentation and discussion of case 
studies on TB-IC measures at outpatient care 
settings 

 
 

Pic 6. Training for convoy staff in Astana, March 4-
5, 2014 

 
Key Challenges 

The problems of ambulatory phase of treatment are primarily related to inadequate financing. The 
existing TB financing is based on hospital bed occupancy rather than the therapy course of a TB 
patient. As a result, 50.4% of funding allocated per MDR TB patient is used at hospital phase of 
treatment. In addition, ambulatory treatment financing covers only maintenance and utility bills of 
DOT rooms and salary of health employees.  
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Laboratories 

Summary of activities (Year 1-4) 
 

Under this technical area, TB CARE I project focused on introduction of the new diagnostic tool –Xpert 
MTB/RIF - that was endorsed by WHO in December 2010. There was no clear understanding of the 
Xpert technology, how it worked in real world settings, practical issues related to use, programmatic 
and clinical issues related to implementation and use of tests’ results for clinical decision making.  In 
some of the countries in the region partners already introduced Xpert but they had different objectives 
depending on the project. Without good understanding of Xpert technology and lack of the national 
strategy for Xpert use, there was a high risk for improper implementation.   

Therefore, the project’s approach for implementation of Xpert in Kazakhstan was to start from 
introduction through practical implementation followed by evaluation. Thus, all activities related to 
Xpert were implemented in four phases: 1) introduction; 2) preparation; 3) implementation; 4) 

evaluation.  
 
1) Introduction phase 

In order to introduce Xpert technology and discuss practical, programmatic and ethical issues related 
to its implementation, TB CARE I project started with a regional workshop for the NTPs and technical 
partners, facilitated by the international experts and consultants (WHO, USAID, PMU TB CARE I/KNCV, 
FIND, GF), which was then followed by country-specific workshops.  
In Kazakhstan, with support of TB CARE I several partners meetings were conducted with key 
specialists from the NTP (laboratory, MDR TB department, monitoring/recording/reporting, drug 
procurement and supply) to discuss in more details GeneXpert technology and come into agreement 

on the objectives and implementation process. As a result, Xpert coordination group was set up.  
 
2) Preparation phase 
TB CARE I project supported technical assistance for development of National Gene Xpert 
implementation strategy for Kazakhstan. Several meetings of Xpert coordination group have been 

conducted to discuss and develop the national Xpert strategy and implementation plan for Kazakhstan.  
After approval of the national strategy and implementation plan, TB CARE I conducted an assessment 

of the situation in selected sites to estimate number of Xpert tests needed, to assess conditions for 
placement of Xpert equipment and check HR availability. TB CARE I regional laboratory consultant 
visited all sites to help them with preparation for installation. The three TB CARE I sites (Almaty city 
TB dispensary, Akmola and East Kazakhstan oblasts) were selected based on the availability of HAIN 
testing and the high MDR TB rate in those areas. The National TB Center was selected to increase their 
capacity. 

 
ased on the estimation of workload for Gene Xpert, TB CARE I developed a procurement plan and 
procured four four-module Xpert machines and a first batch of cartridges.   
In parallel, TB CARE I regional consultants facilitated work on revision of existing TB policies to ensure 
transportation of samples for Xpert MTB/RIF testing, registration of Xpert MTB/RIF results and their 
use for clinical decision.  

 

In order to monitor implementation and collect data for further evaluation, TB CARE I consultants and 
M&E officer facilitated development of Xpert M&E plan, recording tool and reporting forms.  
Training program for training of trainers for laboratory and clinicians have been developed.  
 
3) Implementation phase 
TB CARE I conducted the national training of trainers (ToT) for laboratory specialists and clinicians 
from four project sites. After the ToT, TB CARE I conducted practical trainings on use of Xpert in the 

sites.  
 
TB CARE I consultants conducted regular monitoring visits to each Xpert site. Additional trainings on 
clinical aspects of Xpert MTB/RIF testing for clinicians from TB and PHC services were conducted 
between monitoring visits. 
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The Project supported the development of maintenance system for Gene Xpert equipment at the 
National TB Center and in other three Xpert sites through development of maintenance plan, 
maintenance forms and maintenance workshop for laboratory specialists. In order to develop capacity 
of laboratory specialists in forecasting of Xpert needs, TB CARE I consultants conducted workshop on 

Xpert planning and budgeting.  
 
4) Evaluation phase 
In order to evaluate Gene Xpert implementation in TB CARE I sites, consultants developed the M&E 
tool used for data collection in the Xpert pilots. The TB CARE I consultants analyzed Xpert data 
collected in four Xpert pilots during the period August 2012 to May 2013. The results of analysis were 
used by the NTP for planning of Xpert scale up. 

 
Table 2.  Results of Xpert MTB/RIF testing conducted in APA3 and APA4 
 

  
  

APA3 APA4 

Number % Number % 

Total # of tests 7573  6435  

Successful tests 6892 91% 6091 95% 

Unsuccessful tests 700 9% 237 3,7% 

Xpert MTB+ 2936 42,6% 2082 34,2% 

Xpert MTB+ Rif+ 1357 46,22% 965 46,35% 

 
Table 3. Rapid tests conducted and TB patients (including Rifampicin resistant (Rif+) cases) 
diagnosed with Xpert 

 
 
Major Successes 
 

 The major success of Xpert MTB/RIF implementation was reduction of time to diagnosis of 
MDR TB from 76 days to 8.5 days. TB doctors accepted Xpert results and take clinical decision. 
As a result, now doctors start SLD treatment in 7 days maximum. For this, TB CARE I 
facilitated and supported modification of clinical & treatment protocols and trained clinicians. 

 All MDR TB patients detected with Xpert MTB/RIF were enrolled on SLDs treatment. In the 
beginning of Xpert implementation there was a short waiting list for SLD treatment but after 
one month the problem was solved. TB CARE I project signed an agreement with the NTP 
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according to which the NTP took responsibility for provision of SLDs for MDR TB patients 
detected with Xpert MTB/RIF.  

 The national policy on Xpert implementation developed with technical support of TB CARE I 
consultants was approved by the NTP and used for scale up of Gene Xpert in the country. 

National Gene Xpert strategy was included in the revised national TB guideline and Xpert 
maintenance plan was included in the national laboratory guideline. The Xpert diagnostic 
algorithm was incorporated in the national diagnostic algorithm for diagnosis of (MDR)-TB. 
National guideline was approved by the MoH in 2014.  

 TB CARE I contributed to development of local capacity in practical use of Xpert MTB/RIF 
including maintenance at both National and regional levels. The Project also assisted the NTP 
with Xpert trainings in nine new Xpert sites supported by Global Fund.  

 
Pictures 
 
Workshop on maintenance and troubleshooting, planning and budgeting for Xpert MTB/RIF, 

Almaty, April 9 – 10, 2014 
 

Picture 1. Archiving Xpert data (practical exercise) 

 
 

 

Picture 2. Cleaning Gene Xpert 
(practical exercise) 

 

 
Picture 3. Replacement G-Xpert module (practical 
exercise) 

 
 

 

 
Key Challenges 
 
Despite clear description of risk groups eligible for Xpert MTB/RIF testing and risk assessment 

procedure, the quality of patients’ selection is still questionable particularly at the district level 
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because clinicians do not fully understand the basis of Xpert MTB/RIF test. As a result, the MTB 
positivity rate was lower than it was planned. More workshops for PHC clinicians are needed because 
of high number of clinicians.  
 

The number of Xpert tests decreased from 7,573 in APA3 to 6,435 in APA4 since Xpert tests were not 
conducted for 1.5 months in Akmola oblast TB dispensary due to the issues with equipment and in 
Almaty city TB dispensary where only 3 modules out of 4 worked. Also additional Xpert machines were 
installed in Semey (EKO region) and Talgar (Almaty oblast), supplied by GF. 
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Infection Control 

Summary of activities (Year 1-4) 
 

The first TB CARE I mission with the TB-IC risk assessments in Kazakhstan was conducted in May-July 
2011. TB-IC objectives of that mission were the following: 1.Provide risk assessment of TB 
transmission in TB facilities of four pilot oblasts; 2.Assess needs in TB-IC trainings; 3.Assess needs in 
TB-IC equipment for measurements; 4.Give recommendations on TB-IC planning at the National level. 
 

Observations of the mission showed: 
 
- For managerial controls: absence of special TB-IC coordinating bodies, necessity in updating of 
normative and regulative TB-IC policy, absence of hierarchical structure in TB-IC planning, and lack of 
the budget for TB-IC activities. Also many TB-IC indicators were not applied in practice. New buildings 
met TB-IC requirements but the majority of TB facilities were allocated in old buildings (sputum 

collection rooms did not meet TB-IC requirements almost in all buildings). 

 
- For administrative controls: Limited application of rapid diagnostic methods, insufficient provision of 
SLD, insufficient sorting and isolation of patients (overloaded wards), absence of instructions on 
patients’ separation, insufficient trainings of health care workers on TB-IC at international courses. 
 
- In regards to environmental and individual controls: absence of mechanical ventilation in old 
buildings and budget for its exploitation, underestimation of natural horizontal ventilation, necessity in 

highly qualified technical specialists and engineers for biosafety and mechanical ventilation, lack of 
regulated screened UVGI fixtures in high risk zones of TB facilities, lack of adherence to wearing 
respirators among health care workers. 
 
The TB-IC component in the framework (2011 - 2014) of the TB CARE I project supported 
consultations on National TB-IC Guideline development and technical assistance to the TWG and full 

scale implementation of TB-IC activities in two pilot regions – Akmola and East Kazakhstan oblasts. 
 
Full scale implementation of TB-IC activities included establishment of the TB-IC coordination bodies in 
the piloted TB facilities, development and approval of TB-IC activity plans, introduction of HCWs’ 
screening on TB symptoms, implementation of risk assessments of nosocomial TB transmission, 
procurement and delivery of the TB-IC equipment, TB-IC trainings for trainers and HCWs from the TB 
Service of civil and penitentiary sectors and SES, development and introduction of the TB-IC 

monitoring indicators and instructions on patients’ separation, etc. 
 

Major Successes 
 The TB-IC TWG developed National TB-IC guidelines with technical assistance from TB CARE I, 

which will be approved by the MoH in the beginning of 2015.  
 TB CARE I facilitated the revision of regulatory documents through a technical working group to 

bring sanitary and epidemiology national regulatory TB-IC documents in compliance with the new 

guidelines. 
 Eight TB facilities of EKO and six TB facilities of Akmola oblast developed and introduced TB-IC 

budgeted activity plans. 
 TB CARE I project staff trained 61 staff specialists (23 male, 38 female) from the TB service of 

civilian and penitentiary sectors and SES including 13 national trainers in TB transmission risk 
assessment and TB-IC measurement. A team of TB-IC national trainers based at project sites was 
developed and now they act as trainers for their sites.  

 Regional TB-IC officer provided follow up on-the-job trainings on TB transmission risk assessment 
and TB-IC measurements in piloted TB facilities during the supervision and monitoring missions. 

 TB CARE I project procured and distributed TB-IC measurement equipment among TB facilities in 
Almaty, Akmola and EKO oblasts (vaneometers - 20; UVC meters - 10; thermo-anemometers - 

10; smoke tube kits - 54; particle counters - 4; fit test apparatus- 10; door closers - 200). 
 TB facilities developed and introduced instructions on sorting, separation and isolation of TB 

patients. 
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Supportive Visits on TB-IC Plan Development to TB facilities in East Kazakhstan and Akmola 
oblasts, Kazakhstan 
May 18 – June 14, 2014 
 

Picture 1.  On-the-job training on UVGI 
measurements in the Akmola oblast TB sanatorium 
 
 

 
 

 

Picture 2. Re-organization of the nurse station 
in the “clean” area of the Akmola OTBD MDR-TB 
department with distance monitoring system 
 

 

 
Key Challenges 
 

 Unreasonably frequent and lengthy hospitalization of patients who do not need constant medical care 
increases the risk of nosocomial transmission of TB. Over use of in-patient services also takes away 

hospital space and resources from very sick TB patients who truly need hospital care.   
 In the course of transfer of prisoners and persons on trial, TB and М/XDR-TB patients are not 

separated from healthy ones. They are transferred in overcrowded wagons for long periods of time, 
increasing the risk of TB infection.  

 The absence of prompt prescription of ART for hospitalized TB/HIV aggravates prognosis for the 

patient. At the same time, mandating hospitalization for all TB/HIV patients increases the risk of 
nosocomial TB transmission. 
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Programmatic Management of Drug Resistant TB (PMDT) 

Summary of activities (Year 1-4) 

At regional level, the Regional Workshop with participation of the representatives of the Central Asian 
NTPs and main partners working in the respective countries had broad participation and served as a 

starting point for developing respective national responses to the Consolidated Action Plan to Prevent 
and Combat M/XDR-TB in WHO European Region. During the workshop the strategic directions of the 
Consolidated Action Plans were made and discussed by each country with the support of TB CARE I. 
The CAR countries identified priority activities necessary to scale up management of M/XDR-TB in each 
country based on the latest evidence on development of effective TB (M/XDR TB) control policies.  

At the national level, TB CARE I provided technical assistance to the NTP in preparation of updated 
policies focusing on all aspects of TB and programmatic management of drug resistance TB. TB CARE I 
provided support to pilot sites (East Kazakhstan, North Kazakhstan and Akmola oblasts) through the 
introduction of the new MDR TB guidelines and revised MOH order # 218 as it concerns PMDT.  

In contrast to a previous approach on the development of training based on a specific technical area 
(such as MDR TB, IC, clinical aspects of GeneXpert), TB CARE I supported development a training 
module with cross cutting content to ensure a comprehensive and cohesive understanding of effective 
PMDT management and its various applications. This module has been used for an advanced TOT.  

As the following step, the key managerial and clinical staff from the NTP and pilot oblasts were trained 
at an advanced TOT training on the comprehensive programmatic approach and clinical management 
of drug resistant TB to ensure the ongoing trainings nationwide. 

In May 2014, the representatives from pilot oblasts and NTP were invited on a study tour to Central 
Asian countries (Tajikistan, Kazakhstan and Kyrgyzstan), to learn best practices in PMDT 

implementation. The findings of the regional mission have been shared in a joint regional workshop; 
participants considered the best approaches for further use in local programs. 

A protocol on management of TB in children was developed and adopted in 2013. The newly 
developed standard approaches on childhood TB management were introduced during the national 

workshop for TB pediatricians (30) from all provinces of Kazakhstan in September 2013.  

TB CARE I implemented all the planned PMDT activities in close collaboration with NTP, to ensure its 
further interventions are demand driven and have integral ownership by NTP and other government 
stakeholders.  

 
Major Successes 

 Regular support in utilization of new MDR policy regulations has been provided at the national level 
and in pilot sites in Akmola and EKO. 

 TB CARE I organized regional and national level capacity building trainings and workshops on the 

comprehensive programmatic approach and clinical management of TB, childhood TB and drug 
resistant TB to improve the quality of TB-related care provided at all levels of the health care system. 

 As a result of TB CARE I support, continuous interventions (supporting supervisions, on-the-job 
trainings, regional workshops and PMDT coordination meetings) in 2014, the total patients covered 
with appropriate course of MDR TB treatment regimen in TB CARE pilot sites was 100% (987 of 987 

patients) in comparison with the previous years; in 2012 – there were the following data: Akmola 
oblast - 324 (62,3%), EKO - 473 (64,8%) NKO - 285 (58%).    
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Pictures 

 

Cross visit on experience exchange, Tajikistan, Kazakhstan, Kyrgyzstan May 13-30, 2014 
 

Picture 1. 

 
CAR participants visiting MDR TB 
department in Dushanbe, May 15 

 

Picture 2. 

  
Meetings with jamoats in Tajikobod, May 14 

 
 
Key Challenges 
 
The existing regulatory system through MOH orders is cumbersome as new clinical recommendations 
take months, if not years, to become official policies. Local practitioners are well informed about the 
latest evidence, but often times they are not part of the official regulatory framework unless adopted 

into an MOH order. 
 
In parallel to increased coverage of MDR TB patients with second-line TB drugs some problems occur 

related to adherence to DOT. In Kazakhstan, there are no unified programs of social motivation of TB 
patients and health professionals to ambulatory treatment. Social support is usually one-time, while 
frequency and volume of support vary across oblasts (for instance, on a monthly base in Almaty, 
quarterly in Akmola and North-Kazakhstan Oblasts and only once a year in South-Kazakhstan 

Oblasts). The unified mechanism of social support to TB patients is not available, while volume of 
budget allocations to social support varies across oblasts.  
 
Health care professionals are still not trained to provide palliative care to this category of patients. In 
Kazakhstan, there are no manuals or guidelines on palliative care to TB patients and therefore there 
are no training courses on this theme either. 
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Health System Strengthening (HSS) 

Summary of capacity building activities (Year 1-4) 

TB CARE I sent two epidemiologists from Akmola and East Kazakhstan oblasts (1-male and 1-female) 
to an IC training course in Vladimir on March 1-5, 2013. Four specialists from general and prisons TB 

services from Akmola and East Kazakhstan oblasts (femails-3, male-1) have been trained at the 
international TB course in Tartu, Estonia on August 14-22, 2013. TB CARE I sponsored participation of 
NTP Director Tleaukhan Abildayev at the 44th Union World Conference on Lung Health in Paris for the 
period of October 30-November 3, 2013 to discuss the need to improve or preserve the quality of the 
air we breathe for both healthy and vulnerable persons alike. 
 
TB CARE I Regional Technical Officer Gulnara Kaliakbarova was appointed as a symposium speaker on 

“Psychosocial patient support as essential element for management of DR-TB cases” (Symposium 
“Community-driven psychosocial support: don’t forget medication counseling”) at the 45th Union 
World Conference on Lung Health in Barcelona in early November 2014. TB CARE I sponsored 

participation of the Deputy Director of the National TB Center at the 45th Union World Conference on 
Lung Health in Barcelona in early November 2014 who presented on the “Transition from hospital 
based care to ambulatory care for MDR TB patients based on Kazakhstan experience.” Four 

participants from Kazakhstan participated in the MDR TB advanced training course in Riga from August 
28- September 4, 2014. 
 
Support for Global Fund Implementation 

In Kazakhstan, the primary recipient of Global Fund is the MOH/NTP. Currently, the NTP enjoys a 
performance rating of B1. The budget under KAZ-809-G04-T grant is $50,068,827. Affiliation with the 
NTP allows Global Fund to plan and implement joint activities in close, daily collaboration ensuring 

strong and structured coordination with the NTP. Global Fund provides extensive support to the NTP in 
TB policy development, procurement of diagnostic tools, second line drugs, monitoring and evaluation. 
It is noteworthy to mention that the NTP is gradually picking up some the costs that were originally 
covered by Global Fund, particularly for second line drugs.  

 
TB CARE I enjoys good collaboration with Global Fund in Kazakhstan, in the areas of PMDT, GeneXpert 
and M&E in particular. There is a regular exchange of information between the two projects, including 

joint participation in events. The main contributions of TB CARE to Global Fund funded activities are 
primarily to provide technical expertise in the development of policy regulations or training support by 
utilizing in country or external technical consultants.  

In February of 2013, Global Fund announced the launch of the new funding model. Kazakhstan was 

selected as an eligible early applicant for this grant for approximately USD 34 million program for 
2014-2016. TB CARE I provided on demand support to NTPin the development of the concept note for 
the current application.  The new application calls for a strong focus on expansion of outpatient care 
nationwide, which will be introduced utilizing the experience of TB CARE I pilot in Akmola oblast.   
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Monitoring & Evaluation, Surveillance and OR 

Summary of activities (Year 1-4) 
Kazakhstan is the only country in the region where routine surveillance data is collected through an 
electronic surveillance system. However, electronic surveillance of TB in the general (civilian) and 

penitentiary sectors were organized vertically and was not synchronized. TB CARE I provided regular 
technical support to the national online surveillance database. 

Through the general TB service system, electronic surveillance data is being collected regularly and 
accurately. At this stage, with reliable data in place, it is critical that relevant specialist and policy 

makers can interpret and manage these data for monitoring and evaluation purposes. To support this 
objective, TB CARE I conducted a regional training on the basics of monitoring and evaluation and 
analysis in April of 2013. Through APA3, TB CARE I supported the development of a national 
monitoring and evaluation plan as a follow up to the regional training.  

Following the introduction of a updated electronic surveillance system in civilian sector in APA3, TB 

CARE I introduced newly on-line electronic system in the prison sector in APA 4. TB CARE I provided 
technical assistance for all national (including pilot sites) TB facilities to utilize the indicators 
prescribed in the national M&E Plan. Through the APA4, TB CARE I supported the development of 
indicators of a national monitoring and evaluation plan in an e-surveillance online database, conducted 
a national workshop for measuring performance and developing action plans to address remaining 
gaps based on the measured performance. 

In the prison TB service, e-surveillance had issues with quality of data, and double registration of a 
single patient in particular (this happens when a patient is being transferred from one facility to 
another and is registered in both). TB CARE I supported pilot sites in the proper registration of these 
types of patients in APA2 and 3, and continued to extend this support in APA4 nationwide.. Building on 
this progress, TB CARE I supported the integration of the surveillance systems in the general and 

prison TB services to enable synchronization and exchange of data.  

Since April 2014 a new electronic surveillance database has been installed in the penitentiary system. 
For specialists from institutions responsible for TB data collection and entry, including pre-trial 

detention centers, TB colonies and the central prison system (CPS), were offered training and 

technical assistance on the penitentiary system TB surveillance tool. Afterwards on the job trainings 
were conducted for the regions where large TB prisons are located: Akmola, South Kazakhstan and 
East Kazakhstan regions. 

 
Under operational research TB CARE I supported 3 research projects: on measuring the effectiveness 

of patient support system in EKO; the to focus on effectiveness of GeneXpert for (MDR)TB diagnosis in 
defined TB suspect groups in four pilot sites and on evaluation the effectiveness ambulatory care 
model in Akmola.  

OR study results were published in five manuscripts in peer reviewed journals and 3 abstracts has 

accept to IUATLD conferences in 2013 and 2014 (see Annex II for more details).   

 
Major Successes 

 
With the support of TB CARE I: 

 
 A new electronic surveillance database has been installed in the penitentiary system. The national 

centralized TB online database allows for the exchange of data on TB patients between 
departments; allow staff to receive single summary tables, and increase sensitivity, completeness, 
reliability and surveillance of TB in the country. 
 

 The electronic surveillance database has been revised and updated including a set of indicators 
from National Monitoring and evaluation Plan. 
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Pictures 
Training “Data collection for Information System for TB in the Penitentiary System” 
 

  

Pic 1. Practical exercise of data entry Pic 2. NTP specialists discuss data exchange with 
prison M&E specialists 

 
Key Challenges 
NCPT did not accept new definitions and recording and reporting forms recommended by WHO, 2013 
so currently surveillance database requires careful revision to align with case definitions.  
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The Way Forward 

Based on TB CARE I results and the US Government TB strategy and the Post-2015 Global TB 
Strategy, there are many lessons to learn from TB CARE I and new approaches to prioritize going 
forward. Lessons learned from the project and analyses of strategic priorities for the country are 

summarized below, which can be helpful for the future work and investments in the country. 
 
Universal Access 
Expand ambulatory treatment of TB patients in PHC settings by training PHC physicians on TB 
treatment and management, monitoring of quality of ambulatory treatment, and introducing 
differentiated remuneration of PHC health professionals according to volume and quality of works.  
 

Laboratories 
Supply G-Xpert to rayon and inter-rayon TB dispensaries to improve timely MDR-TB diagnosis, regular 
supply of regents and consumables for all bacteriological and molecular TB and M/XDR-TB diagnostic 

methods through local budgets, including needs of the penitentiary system. 
 
Infection Control 

The national TB IC guideline has been developed and finalized within APA 4. Legalization of developed 
TB IC guideline has taken a lot of time to date. In light of further implementation of the newly 
developed IC guideline, the further activities should be mainly concentrated on administrative 
measures such as for TB prevention, TB screening and case detection, and work with risk group 
populations. 
 
PMDT 

Develop palliative care hospital regulations and clinical guidelines on palliative care. Develop skills of 
health professionals from such hospitals. 
 
HSS 
Taking into account the limited efforts to provide community education to most at-risk populations and 

virtually no efforts to engage civil society organizations who work with these populations in TB 
control this issue should be supported in future. 

 
M&E, OR, and Surveillance 
Some of the errors in the national TB e-register can be solved by using the latest WHO guidelines on 
definitions and reporting (Definitions and reporting framework for tuberculosis – 2013 revision, 
http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf).  
 

http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf
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Kyrgyzstan 

Introduction 

The USAID funded TB CARE I project has been implemented by KNCV in Kyrgyzstan since 2011. Over 
this period the project worked on the establishment of outpatient TB care, coordination between 
prison and civilian TB services, improvement of PDMT and the decentralization of the treatment 
councils, Childhood TB and palliative care, nationwide policy for the use of Xpert testing, TB Infection 
Control, Nationwide planning for TB control and stakeholder involvement, recording and reporting, 
M&E and operational research. This project was a comprehensive program with a focus on the 

continuum of care from detection to treatment options to palliative care. 
 
TB CARE I was implemented in key geographic areas, including the capital of the country (Bishkek) 
and Issyk-Kul oblast. Collaborating partners are government bodies (national TB programs, Ministries 
of Health and the State System for Execution of Punishments), international organizations (USAID 

Dialogue TB/HIV, Quality Health Care, Gauting Supranational Laboratory, MSF, ICRC, AFEW) and other 
donors such as GFATM, World Bank, KFW. 
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Core Indicators 

TB CARE I has seven core indicators that the program as a whole is working to improve across all 
countries. Table 1 summarizes the core indicator results across the life of the project for TB CARE I-
<Kyrgyzstan>, as well as the Tuberculosis Control Assistance Program (TB CAP), the precursor to TB 

CARE I, which our coalition also led.   
 
Table 1: TB CARE I core indicator results for <Kyrgyzstan> 

 C1. 
Number 

of cases 
notified 

(all 
forms) 

C2. 
Number of 

cases 
notified 
(new 

confirmed) 

C3. Case 
Detection 

Rate (all 
forms) 

C4. Number 
(and percent) 

of TB cases 
among 

healthcare 
workers 

C5. 
Treatment 

Success Rate 
of confirmed 

cases 

C6. Number 
of MDR 

cases 
diagnosed 

C7. Number 
of MDR 

cases put 
on 

treatment 

T

B 

C
A
R
E 
I 

2011* 
5980 1537 79% 42 78,4 679 497 

2012 
6159 1594 81% 42 78,9 958 775 

2013 
7209 1667 91% 24 82,6 1160 1123 

*Baseline 

 
TB CARE I developed new guidelines and regulations such as MDR TB guidelines and national 
laboratory plan with Xpert implementation strategy for proper utilization of new rapid tests. The 
introduction of these approaches may have contributed to the following results: 
 
 Increased case detection from 79% in 2011 to 91% in 2013 and the number of MDR TB cases 

diagnosed from 679 in 2011 to 1,160 in 2013. 

 Improved treatment success rate from 78.4% in 2011 till 82.6% in 2013.   
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Universal Access  

Summary of activities (Year 1-4) 
 
TB CARE I started implementation of outpatient care of TB patients with psychosocial support in two 

FMC’s of Bishkek city in 2013 year. TB CARE I trained local PHC and SES specialists on newly adopted 
guidelines on outpatient care of TB patients, and supported study visits of Heads of FMC’s in Akmola 
rayon of Kazakhstan, where TB CARE I implemented outpatient care treatment of TB patients. TB 
CARE I provided assistance in pilot implementation of outpatient care treatment of TB patients in 
FMC’s #9 and #14, conducted regular monitoring and supportive supervision visits with on-the-job 
trainings and consultations. As result of implementing the full outpatient care modelfor TB patients in 
FMC #9 and #14 in 2013-2014 years, city health department approved the expansion of the full 

outpatient care model to four additional FMC’s (#4, #5, #8 and #10) starting in May 2014. 
 
Major Successes 

Six FMC’s of Bishkek city implemented full outpatient care treatment of TB patients with psychosocial 
support for all sensitive smear negative TB cases. The outpatient approach helped to prevent 
nosocomial transmission of TB and improved treatment adherence of TB patients. Percentage of TB 

patients put on outpatient care treatment increased from 18.5% (191/1031) in 2012 to 26.3% 
(181/688) for eight months in 2014 and treatment success rate in Bishkek city remained steady at 
85.4% in 2012 and 85.5% in 2013. 
 
 

 
Picture 1: Training on outpatient care of TB patients provided by CA Regional TB consultant Gulnara 
Kaliakbarova 

 

Universal access 

At the start of TB CARE I in 2011 By 2014 

Nearly all TB patients were hospitalized for at 
least 4 months  

Several pilots are ongoing for ambulatory TB 
treatment for SS negative patients and for 
selected other patients from the start of 
treatment.  
The MoH has adopted ambulatory treatment 
nationally as the way forward.  

Out dated regulation on TB Coordination 
Council  

New regulation on TB Coordination Council 
adopted by MoH  

No regulation for coordination of prison and 
general TB services  

Joint collaboration plan adopted by MoH and 
Prison system  

No data about patient satisfaction on TB 
treatment  

Review and analysis of patient satisfaction on 
receiving care  

 
Key Challenges 
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 Heads and health care workers of TB and PHC facilities were hesitant of outpatient care treatment 
of TB patients. 

 The financial system of TB service does not give the possibilities to relocate funds from TB facilities 
to PHC for outpatient care of TB patients, thus funds are not connected with the patients and do 

not follow the patients.   
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Laboratories 

 
Summary of activities (Year 1-4) 
 

TB CARE I supported the development of regulations and policy documents for the National Reference 
Laboratory and TB laboratory system. TB CARE I conducted trainings for laboratory heads on 
laboratory management, and developed a monitoring tool for review of implementation progress. 
Project also assisted in the implementation of new technologies such as Xpert and supported the 
development of guidelines on the maintenance of laboratory equipment.  
 
Major Successes 

 In August 2014 MoH adopted the National Laboratory plan, which included an Xpert 
implementation strategy, diagnostic algorithm, Xpert data collection tool and laboratory equipment 
maintenance plan. All of these documents were developed with TB CARE I support. 

 TB CARE I assisted in the relocation, installation and proper utilization of two Xpert machines. One 
in Talas oblast relocated from the NRL (after the closing TB REACH project) and another one in 
Batken oblast (supplied by expand TB). Nationwide, Xpert machines were implemented in 

accordance with the Xpert implementation strategy in eight sites. 
 

  
Pic 2. International consultant on laboratory 
maintenance, Franco Ramoso, demonstrates to the 
laboratory specialists the quality of work biodiversity 
box 

Pic 3 TB CARE I Regional Laboratory Officer 
Bela Kim demonstrates Xpert result analysis 
(November 27-30, 2013) 

 

Laboratory 

At the start of TB CARE I in 2011 By 2014 

No laboratory plan for TB service  Laboratory plan developed and adopted  

No Xpert implementation strategy  Xpert implementation strategy developed and 
adopted  

No diagnostic algorithm for Xpert  Diagnostic algorithm for Xpert developed and 
adopted  

No equipment for testing biosafety cabinets  Equipment for testing biosafety cabinets supplied  

 
Key Challenges 
 The National Reference Laboratory in the National TB Center and Interregional Reference 

Laboratory in Osh oblast TB Center are extremely overloaded. Collaboration between laboratory 

specialists and clinicians is not sufficient; the reporting system of laboratory is also not sufficient, 
with clinicians waiting for DST results from HAIN and MGIT for 2-3 weeks. At the same time 
clinicians send samples for DST for all tests - MGIT, HAIN and culture.  

 Staff turnover in the National reference laboratory and TB laboratory system. 
 The large TB laboratory network of 122 microscopy laboratories is not efficient.  Some of the 

microscopy laboratories process only 2-3 samples per day. The network needs to be optimized.  
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Infection Control 

Summary of activities (Year 1-4) 
 
TB CARE I supported the development of guidelines and instructions on TB IC. After MoH approval in 

2012 TB CARE I started implementation of TB IC measures in seven pilot TB facilities in 2013. Based 
on the good practices in seven pilot sites, MoH expanded implementation at the national level. In 2014 
TB CARE I supported the development of TB IC instructions, a universal checklist for monitoring all TB 
facilities, and a monitoring and evaluation plan for SES. The Project also trained and involved 
responsible specialists from SES in regular monitoring of TB facilities. TB CARE I equipped the NRL 
with a particle counter for biosafety cabinet testing.   
 

Major Successes 
 

 Since the beginning of 2014, on a quarterly basis, MoH collects data on TB IC measures implemented 

in the country and reports finding to government.  
 Based on TB CARE I guidance and training support, all seven oblast level TB facilities (National TB 

Center, Bishkek city TB hospital and TB center, Bishkek city TB hospital for children #2, MDR TB 

hospital in Karabalta and Rehabilitation TB center Jetyoguz) have TB IC implementation plans and TB 
IC specialists responsible for implementing administrative, management and individual TB IC 
measures. 

 SES specialists were trained on risk assessment equipped by 3 UV meters and 3 Fit tests; these 
specialists provide regular monitoring visits to TB and PHC facilities.  
 

  
Pic 4 TB CARE I consultant Ieva Leimane 

providing a fit test 

Pic 5 TB CARE I supported participation of 

Maaripatkhan Moidunova, Director of Bishkek City 
TB Center, in the 18th International Training on 
TB Control, Tartu, Estonia, on August 14-21, 201 

 

TB Infection Control 

At the start of TB CARE I in 2011 By 2014 

No specific guidelines and instructions on 
TB IC available. IC measures in TB 
hospitals followed general hygiene concepts  

Specific TB IC guidelines developed in line with 
international recommendations and adopted by MoH.  
 

TB facilities provided mix hospitalization  With TB CARE I support, two TB facilities were 
restructured in accordance with TB IC measures - 
Karabalta TB hospital was specialized as an MDR-TB 
center and Jety-Oguz as a rehabilitation center. 

No TB IC applied in TB facilities  TB IC measures implemented in the Nation TB center, 

City TB hospital and all seven oblast level TB facilities.  

SES specialists not trained on TB IC and do 
not have equipment for risk assessment  

Key SES specialists responsible for TB trained, equipped 
and involved in the regular TB monitoring 

NTP provided just internal monitoring of TB 
activities 

SES specialists involved in regular TB monitoring 
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Key Challenges 
 Lack of knowledge of local experts in TB, PHC and SES on TB infection control  
 Lack of budget for implementation of TB IC measures in TB facilities  
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Programmatic Management of Drug Resistant TB (PMDT) 

Summary of activities (Year 1-4) 
 
TB CARE I provided support in the development of training modules based on MoH guidelines on DR 

TB management, TB management in children and palliative care of TB patients.  TB CARE I also 
conducted a ToT for NTP, Post graduate medical institute and Kyrgyz state medical academy 
specialists with follow up trainings of clinicians. TB CARE I also provided assistance with supportive 
supervision visits for on-the-job trainings and monitoring of implementation.  
 
Cross-monitoring missions between Kazakhstan, Kyrgyzstan and Tajikistan with participation of key 
responsible specialists on MDR-TB from general and prison TB services and responsible specialists 

from SES were conducted at the end of the project. During the mission participants exchanged best 
practices and lessons learnt on MDR-TB case detection and treatment.  
 

Major Successes 
 

 TB CARE I supported the development of the regulations on MDR consiliums, which led to the 

decentralization of the MDR consiliums. Consiliums make a decision to put patients on treatment, to 
stop the treatment or to adjust the second line drugs treatment regimen. TB CARE I introduced the 
regional facilities with newly developed regulations and trained doctors in accordance with newly 
developed guidelines on management of DR TB patients. Now MDR patients can start treatment in the 
regions. Eleven MDR consiliums are available in the country: central – NTP, GSIN, Bishkek, Chui 
oblast, Karabalta, Osh, Jalalabad, Talas, Naryn, Yssyk-Kul and Batken. MDR TB patients no longer 
have to from the regions to the central MDR consiliums for second line drug treatment initiation.  

 TB CARE I improved communication between consiliums through the supply and installation of 
communication equipment for nine MDR consiliums. In general six additional MDR consiliums in Talas, 
Naryn, Chui, Karabalta, Yssyk-Kul and Batken were established with TB CARE I support.  

 Key DR TB responsible specialists from NTP and SES in CAR countries exchanged best practices and 
lessons learnt between Kazakhstan, Kyrgyzstan and Tajikistan. As a result of this mission, 

recommendations, plans and next steps were developed by experts for each country.   
 TB CARE I supported the development of regulations for establishing a new hospital for palliative care 

of TB patients. All staff were trained on the newly developed TB CARE I guidelines on palliative care of 
TB patients. 
 

 
Pic 6 Tatyana Toichkina train doctors form the regional 
consiliums on PMDT training February, 2013 
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Pic 7 Health care workers and volunteers trained on 
palliative care of TB Patients November, 2013 
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Programmatic management of (drug resistant) TB 

At the start of TB CARE I in 2011 By 2014 

No guidelines on DR TB Management, 
Management TB in children  

Guidelines on DR TB Management, Management 
TB in children adopted by MoH  

No guidelines an regulations on palliative care 
of TB patients  

Guidelines and regulations on palliative care of TB 
patients adopted by MoH  

Palliative care not available for TB patients Palliative care of TB patients established in Kemin 
TB hospital  

TB facilities staff not trained on new 
guidelines  

TB specialists and nurses trained on newly adopted 
guidelines and protocols 

No regulations on MDR consiliums  Regulations on MDR consiliums adopted by MoH 

MDR consiliums available only in four sites   MDR consiliums decentralized, eleven MDR 

consiliums available in all regions of country  

Lack of communication between four MDR 

consiliums 

Eleven MDR consiliums equipped by 

communication equipment for regular 
communications  

 
Key Challenges 
 

 Delays in the start of appropriate MDR/XDR treatment.  
 Lack of appropriate drugs for treatment of MDR and pre-XDR (MDR with additional resistance for 

fluoroquinolones or a second line injectable) and XDR TB. 
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Health System Strengthening (HSS) 

Summary of activities (Year 1-4) 
 
TB CARE I provided assistance in the development of the National Program Tuberculosis-IV (2013-

2016) and updated MoH regulations and guidelines on TB. The Project also supported the 
implementation of these newly approved guidelines and regulations.  
 
TB CARE I increased knowledge of local experts on TB. Total in the last three years trained 809 
specialists from NTP, PHC, Prisons, SES and local NGOs in the following areas: Outpatient care - 105, 
Laboratory - 84, TB IC - 64, PMDT - 320, M&E and OR - 128.  In addition, 28 key NTP specialists were 
trained internationally on TB management.  

 
Major Successes 
TB CARE I contributed to the following successes: 

 Support the development of the National program “Tuberculosis IV” (2013-2016) adopted by 
government in June 2013. 

 Develop the National laboratory strategic plan, which was adopted by MoH in August 2014. 

 Develop the National M&E plan what was adopted by MoH in October 2014. 
 The guidelines, protocols, regulations and instructions on DR TB management, TB in children, TB IC 

and palliative care of TB patients were developed with TB CARE I support. These documents have 
been adopted by MoH and implemented nationwide with TB CARE I support.  

 

Support for Global Fund (GF) Implementation 

TB CARE I has collaborated with UNDP, the first Principal Recipient of GF in Kyrgyzstan, in term of 

implementing TB IC measures: in providing review of TB facilities on IC, in conducting fit tests for new 
respirators, and in the instillation of UV lamps.  
TB CARE I has collaborated with Project HOPE, second Principal Recipient of GF in Kyrgyzstan, in 
finalization of recording and reporting forms in accordance with the lastest WHO recommendations 

and included those in the developed electronic data base system. TB CARE I participated in the 
development of the NSP technical areas such as TB IC, TB HIV, palliative care of TB patients and HSS. 
TB CARE I supported the development of the TB Concept Note for NF support by facilitating TWG 

meetings, drafting protocols and advising on the general development process.   
 

 
Pic 8 TB CARE I facilitate the World TB day celebration on the Victory square,  

Bishkek, 24 March, 2012 



39 
 

 

Systems strengthening 

At the start of TB CARE I in 2011 By 2014 

Absence of the National Tuberculosis program 
on 2013-2016 years  

National program Tuberculosis IV adopted by 
government in June 2013. 

No strategy and plan for TB laboratory system  National plan for the development of the TB 

laboratory system adopted in August 2014. 

No M&E plan for TB program  National M&E plan adopted by MoH in October 
2014. 

TB specialists follow old regulations and 
guidelines  

New guidelines and regulations introduced and 
implemented nationwide 

No NTP web site  NCPh web site is created: www.NCPh.kg (TB 
CARE I supported the website development, 
training of support staff and the technical support 

of the website for the first three months) 

 
Key Challenges 
 
 Limited capacity and knowledge of local experts. Just two specialists in the TB system know 

English and have access to the last developments and recommendations; around 30% of TB 
specialist have access and can use the internet. 

 Lack of funding for developments in TB service such as optimization of TB service implementation 

of outpatient care, reducing number of beds and allocation of saved budget for drug supply.  
 Absence of COB DOTS in Kyrgyzstan 
 
Monitoring & Evaluation, Surveillance and OR 

Summary of activities (Year 1-4) 

TB CARE I work in this area in last two years and supported the development of the National 

Monitoring and evaluation plan facilitated updating of Recording and reporting forms in accordance 
with the revised case definitions released by WHO in 2013.  

TB CARE I trained key SES specialists on TB, M&E and data analysis. TB CARE I also supported the 
development of an M&E plan for SES specialists, and provided involvement of SES specialists in 
regular quarterly TB CARE I monitoring visits on TB IC. The Project collaborated with partners such as 
the NTP and Project HOPE/GF implementer to include SES specialists in regular TB monitoring.  

TB CARE I assisted in the development of TB operational research plan. Work on growing capacity of 

local researches and provide support in implementation of three OR:  

 Study risk factors of lost to follow-up of DR-TB patients on second-line treatment 

 Risk factors for late TB diagnostics (patient delay)  

 Risk factors for delay in start of TB treatment (health systems delay) 

Results of the three OR studies were disseminated at the partners meeting on 14 November, 2014 and 

shared with NTP for the next interventions (see Annex II for more information). 

Select participants were supported to attend the international SORT-IT course on TB operational 

research (organized by WHO/EURO, KNCV, UNION and MSF) in Astana. 

 

Major Successes 

 National M&E plan and Recording and reporting forms adopted by MOH in October 2014 

 SES specialists included in regular TB monitoring visits  

 Operational research plan developed and included in the National Strategic Plan. 
 Three operational research studies were finalized (see Annex II) 
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Pic 9 Participants in the “Planning, Monitoring and Evaluation of the TB Program for TB Specialists” 
training discuss WHO guidelines on “New Definitions and Standards and Benchmarks” on June 17-21, 
2013 
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Recording and reporting, supportive supervision and Operational research  

At the start of TB CARE I in 2011 By 2014 

Outdated Recording and &Reporting (R&R) 
forms  

R&R forms updated and adopted by the MoH  

No M&E plan M&E plan developed and adopted by MoH 

SES not involved in monitoring of TB activities  SES involved in regular TB monitoring  

No regular operational research on TB  Three local studies on site effects of 
treatment and patients delay and one 
regional Xpert cost effectiveness study were 
conducted.  

 

Key Challenges 

 National TB program is starting to implement an electronic data base system that was developed 
locally. This database system needs to be improved or replaced with one of the global database 
systems such as e-TB manager. 

 Limited capacity of the national partners and lack of funds allocated by donors and government for 
OR. 

 Limited time for operational research. 
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The Way Forward 

Reflecting on TB CARE I results through the lenses of the US Government TB strategy and the Post-
2015 Global TB Strategy, there are many lessons to learn from TB CARE I and new approaches to 
prioritize going forward. Lessons learned from the project and an analysis of strategic priorities for the 

country are summarized below, which can inform future work and investment in the country. 
 
Universal Access 
 Scale up implementation of outpatient care treatment with patient centered approach and 

psychosocial support to increase access of valuable groups such as: migrants, homeless, drug users 
and others. 

 Increase inter-sector collaboration on TB (between TB facilities, PHC, SES, prison TB service, 

Ministry of Social Affords and NGO’s) to improve access of all people to: knowledge, prevention, 
diagnostics and treatment.  

 

TB in Children  
 Provide outpatient care treatment for all children on IPT and children who do not need 

hospitalization  

 Introduce a sputum collection system for children  
 Provide access to pediatric dosages of TB drugs: first, second and third line drugs    
 
Laboratories 
 URGENTLY enable Xpert testing for the 3 remaining oblasts (and enable collaboration with 

neighboring oblasts as an interim solution)  
 Consider omitting the culture based FL and SL DST for non-Rif resistant TB patients (as identified 

by Hain MTBDRplus 2.0 or GeneXpert), in parallel with the introduction of these molecular test for 
all people with symptoms compatible with TB (as the current risk groups are complicated and 
cover already the majority of suspects and patients)  

 Introducing Hain MTBDRsl testing (second line Hain) for all MDR patients a for FQ, SL injectables 
and E resistance in SS+ and after primary culture for SS-, while at the same time doing 

phenotypic DST for H, E, Am, Cm, Mx, Ofx – at or before start of MDR treatment  
 Omit the performance of SL DST for drugs for which no reliable, reproducible testing is available 

and or for which the clinical relevance of testing is limited (Eto, Z, PAS, Cs, Clarithromicin)  
 Organize a TWG meeting on the laboratory reporting system, ensuring a logic solution to the 

problem of missing laboratory results, inefficient reporting and double testing.  
 
Infection Control 
 Establish coordination mechanism on the national level - platform to discuss TB IC issues through 

TWG  
 Develop IC implementation plan as part of the new NSP  
 Review curriculum of Kyrgyz medical institute on education and retraining ensure TB IC course in 

accordance with Kyrgyz TB IC guidelines (in line with international guidelines)  
 Medical curriculum college of nurses to be updated in accordance with TB IC guidelines  
 TB IC to be applied in all health facilities and other congregate settings  

 Scale up implementation of TB IC measures in TB and PHC facilities  

 Provide regular assessment of TB and PHC facilities by external controller SES   
 
PMDT 
 One of the priorities for future is country wide introduction of new TB drugs and new regimens.  
 
MDR treatment  
 Ensure early diagnosis of pre-XDR by testing all MDR patients for SL resistance as above. In 

parallel changes could be made to the treatment regimens as follows:  
 As soon as the above is realized Cat II treatment should be abandoned  
 MDR patients with any form of SLD resistance should get an individualized regimen, based on the 

resistance pattern as well as the history of previous SL drug use, also considering the use of new 
drugs (BQ or delamanid) and other effective group 5 drugs, especially linezolid, under appropriate 
medical and psycho socio-economic support conditions  
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XDR TB:  
 Revise the guidance for the treatment of pre-XDR and XDR TB making optimal use of the more 

effective group 5 drugs and the new drugs in line with the new WHO “companion guide” on drug 
resistant TB. 

 Start a pilot for XDR treatment, using the more effective group 5 drugs and the new drugs  
 
Palliative care 
 Implement palliative care of TB patients on PHC and TB facilities country wide  
 
HSS 
 Support the development of financial mechanism for refunding saved budget from restructuring TB 

system to service with patient centered approach and TB drugs supply  
 Continue support participation of key local experts on the international TB management trainings   
 Support in development the next National TB program for 2016-2020 years  
 

M&E, OR, and Surveillance 
 Implementation of sufficient electronic data base system country wide   

 Include quarterly interim cohort analysis in the quarterly monitoring routine, to get quick overview 
of patient progress, early diagnose service delivery and system problems and to assure data 
quality.  

 Scale-up of regular external monitoring of TB activities in TB and PHC facilities by SES country 
wide. 

 Consider capacity building for OR into the NSP by: 
o Establishing a TWG on OR with a focal point at National Center of Phtithiology (NCPh) 

o Include in the TWG representatives of the relevant academic institutions  
o Mobilize support and funding for NCPh OR  
o Based on results of three OR develop plans, develop strategies for making decisions to reduce 

TB patients delay and strengthening adherence to treatment. 
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Tajikistan 

Introduction 

In Tajikistan, TB CARE I is implemented from the middle of 2012 by KNCV in the framework of the 
Agreement with the Ministry of Health, dated March 18, 2013. Activities focused on interventions at 
the national and district levels (four districts of Khatlon oblast (Dangara, Temurmalik, Baljuvan and 
Farhor) and five districts of Rasht area (Rasht, Nurobod, Tojikobod, Jirgital and Tavildara), covering of 
651 100 people, that is 9% of total country population. 

Generally, $2,850,000 was obligated to support the TB CARE I program in.  

TB CARE I program worked in six technical areas: Universal Access, Laboratory, TB-IC, PMDT, HSS 
and M&E. Project interventions included the implementation of pilot PMDT programs, support for the 
effective implementation of GeneXpert technology countrywide, strengthening TB-IC at the facility 
level, facilitating the shift from hospital based to outpatient care, improvement of human resources 
capacities in main components of TB Program and conducting of operational researches.   

Activities, implemented in frame of the TB CARE I Project, are in the line of National Strategic Plan, 
which reflects the overall goal of TB control in the country and has aims to decrease the burden of 

tuberculosis in Tajikistan and to ensure universal access to timely and quality diagnosis and treatment 
of all forms of TB and prevent further development of drug resistance.   

 

TB CARE I implemented its activities in close collaboration with MoH, NTP, PIU UNDP GFATM (R8), 
Project HOPE RCC (R3), USAID Quality Health Care Project, Caritas Luxembourg, MSF and some local 
partners working in TB control in Tajikistan.  

 

TB CARE I worked in the following technical areas:  

Universal Access:  

In Universal Access, TB CARE I focused on vulnerable groups such as children with TB by increasing 

knowledge of district pediatricians, family doctors and PHC providers on Childhood TB issues. 
Moreover, within this component, TB CARE I also provided on-demand technical support to program 
implementers to facilitate a shift to ambulatory care in all TB CARE I project pilot sites by development 

and stage-by-stage pilot implementation of the ambulatory care model through introduction of the 
Protocol on Strengthening TB/MDR-TB Patients’ Outpatient Care and Provision of Psychosocial Support 
of Patients in TB CARE I Project Sites. The crucial point of outpatient care implementation in TB CARE 
I pilots was the systematic advocacy and communications with local municipal authorities (Khukumats 
and Jamoats), community activists and religious leaders for improvement of patients’ adherence to the 
treatment.  

 

Laboratory:  

In Laboratory, TB CARE I provided the lead technical assistance to the introduction of GeneXpert 
technology in the country. TB CARE I focused on improving laboratory and clinical management 
procedures to ensure efficient and effective use of Gene XpertMTB/RIF technology in TB CARE I 

project sites. Based on the developed by TB CARE I strategy, which was approved by NTP, TB CARE I 
facilitated the development of a Protocol for Sample Transportation in all Project pilot sites, training 
personnel from TB and PHC facilities and conducting supervisory monitoring visits to GeneXpert sites.  

 

Infection Control:  

In Infection Control, TB CARE I supported NTP in the development of IC plans for TB facilities in 9 pilot 
districts (district TB Centers), as well as for Khatlon Oblast TB Hospital, Temurmalik district TB 
Hospital and TB departments in pilot district Central Hospitals. Health providers responsible for IC in 
the national, regional and facility levels were trained on implementation of the National TB-IC Plan and 

Guideline, as well as in the use of TB-IC measurement equipment. Moreover, with support of TB CARE 
I Project, all pilot districts, Republican TB Center, central and regional SES, “National Center on TB, 
lung diseases and chest surgery (Machiton)” were provided with TB IC measurement equipment.  

 

PMDT:  
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In PMDT, TB CARE I supported the implementation of PMDT program in nine TB CARE I pilots that 
included trainings and regular workshops for TB/PHC clinicians, nurses and managers, quarterly 
supervisory visits to provide mentoring, on-the-job trainings and review progress made in the 
implementation of the program. TB CARE I also provided technical support on the development and 

implementation of clinical algorithms for the treatment of side effects for second line anti-TB drugs 
and providing trainings on these algorithms for TB clinicians of the National, regional and district 
levels. 

 

HSS:  

In HSS, TB CARE I supported training of community activists, religious leaders and volunteers from 
project pilot sites with a focus on preparedness to help TB and PHC staff provide TB care and 

treatment in ambulatory care settings. Within the Project, TB CARE I sponsored participation of MoH, 
NTP, SES, Medical University specialists in international trainings, courses and workshops.  

 

Operational Research: 

TB CARE I Project supported strengthening of NTP professionals’ capacities to conduct operational 
research. As a result, the operational research was conducted to assess risk factors associated with 

loss to follow up on the national level, including 18 districts. Results of this research and main 
recommendations were presented to the MoH, NTP and partner organizations for development of 
strategies and mechanisms on reduction of lost to follow up cases.    

 

M&E:  

In M&E, the significant contribution of the TB CARE I Project was technical assistance in revision TB 
case definitions and reporting framework in accordance with WHO requirements. All 

definitions/reporting and recording forms were revised and instruction developed for use in TB service 
facilities, that was approved by the Order of the Ministry of Health No. 64 dated 8 February 2014. 
Starting from the beginning of 2014, the reporting and recording on TB are implemented using these 

revised definitions and R&R forms.  
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Core Indicators 

TB CARE I has seven core indicators that the program as a whole is working to improve across all 
countries. Table 1 summarizes the core indicator results across the life of the project for TB CARE I-
Tajikistan, as well as the Tuberculosis Control Assistance Program (TB CAP), the precursor to TB CARE 

I, which our coalition also led.   

 

Table 1: TB CARE I core indicator results for Tajikistan 

 

 C1. 

Number of 
cases 

notified 
(all forms) 

C2. 

Number of 
cases 

notified 
(new 

confirmed) 

C3. Case 

Detection 
Rate (all 
forms) 

C4. Number 

(and percent) 
of TB cases 

among 
healthcare 

workers 

C5. 

Treatment 
Success Rate 
of confirmed 

cases 

C6. Number 

of MDR 
cases 

diagnosed 

C7. 

Number 
of MDR 

cases put 
on 

treatment 

 2005 4675 3292 n/a 3 (0,09%) 90,0 0 0 

T
B 
C

A
P 

2006 5917 4204 n/a 6 (0,1%) 89,4 0 0 

2007 7689 5686 n/a 3 (0,05%) 88,5 0 0 

2008 7961 6080 n/a 4 (0,06%) 88,5 0 0 

2009 7482 5864 n/a 5 (0,08%) 88,1 141 52 

2010 7691 5959 n/a 4 (0,06%) 85,8 333 245 

T
B 

C
A
R

E 
I 

2011 7609 5935 44 5 (0,08%) 86,6 598 380 

2012 6929 5484 47 6 (0,1%) 85,1 780 536 

2013 

6494 5306 68 4 (0,07%) n/a 1065 666 

 

Implementation of DOTS was started in the country in 2003; and in 2007, all districts were covered at 
100%. Since 2010, a decreasing trend of notified TB cases is observed; it was connected with the 
start of MDR TB diagnosis, the treatment of which became possible thanks to GF financial support. 
Improvement of accessibility to the rapid methods of laboratory diagnosis (Xpert, HAIN and etc.), 
caused the increase of number of diagnosed MDR TB cases, however due to the lack of SLD not all 
MDR diagnosed cases were enrolled on treatment. 
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Universal Access  

Summary of activities (Year 1-4) 

In Universal Access, TB CARE I focused on vulnerable groups such as children with TB. Within this 
technical area, introduction and application of recent guidelines on TB childhood and development of 

childhood TB protocol was implemented in accordance with the latest WHO recommendations (Rapid 
Advice, Treatment of TB in Children, WHO, 2010). Taking into account the developed MSF Protocol on 
Childhood TB in the National Guideline on Childhood TB, TB CARE I facilitated training of TB clinicians, 
pediatricians and family physicians from national and oblast levels in the revised Guideline on 
Childhood TB based on the latest WHO recommendations. 

 

Within this technical area, TB CARE I also provided on-demand technical support to program 

implementers to facilitate a shift to ambulatory care in all TB CARE I project pilot sites.  This process 
included: 

 The involvement and commitment of local municipal authorities and communities in the provision 
of social support. This support included allocation of land plots to TB/MDR TB patients to establish 
vegetable gardens or orchards, construction of dwelling houses, exemption from property taxes 
and utility payments, and and/or the provision of food packages. This approach had not been tried 

before and gave positive results as well as contributing to the sustainability of patient support 
system. Altogether 192 TB and MDR TB patients received different types of social support from 
Khukumats and local business leaders. Out of 76 MDR TB patients enrolled on treatment in TB 
CARE pilots, 16 patients have completed treatment to date, including 13 successfully treated 
(75%). 

 The elaboration and implementation of orders of local government about improvement of 
ambulatory treatment and social support of TB patients. 

 The use of standard criteria for the selection and implementation of psycho-social support. 

 The use of community groups to help select patients who need support and for managing the PSE 
support program. 

 The coordination of psycho-social support from local government (municipalities and districts), and 
close collaboration between medical workers from the PHC facilities (physicians, nurses, 
responsible specialists for DOTs and sputum collection), TB specialists, and community activists 
and religious leaders. 

 The development and implementation of protocols on strengthening of ambulatory treatment and 
psycho-social support of TB patients in all TB CARE pilots. 

 Involvement of religious leaders and community activists into support of TB patients by providing 
the regular mini-sessions on TB prevention and adherence to the treatment for public community 
in the pilots. This approach was applied due to the fact that psychologists are not available in the 
country. 

Joint NTP and TB CARE I monitoring visits and supervisions are conducted regularly during which 
treatment outcomes for all registered patients in the pilots are analyzed.   

 

Major Successes 

Childhood TB 

 Training curriculum on childhood TB was developed based on the latest WHO recommendations 
and latest National Guideline on Childhood TB.  

 TB CARE I provided several trainings on childhood TB for specialists from national and oblast 
levels (TB doctors, pediatricians and family physicians). 

 Three NTP TB specialists were trained on childhood TB at the international advanced course in 
Riga, Latvia (September 28-October 3, 2013).  

 

Outpatient Care 

 TB CARE I provided technical support in the development and adoption of the “Protocol on 

Strengthening Outpatient Care and Provision of Psychosocial Support of Patients in TB CARE I 

Project Sites” to enhance outpatient treatment and psychosocial support of TB patients in TB CARE 
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I pilot districts. The protocol was developed jointly with TWG members, representatives of the 
local municipal authorities as well as TB patients from TB CARE I pilot sites. The protocol is based 
on current national guidelines for TB control in Tajikistan, and outlines the approaches for the 
administration of outpatient treatment of TB patients based on the capacities of district TB 

facilities, primary health care and local government. The protocol was developed jointly with the 
NTP TWG and approved by the NTP (Order #12, July 15, 2013). In addition to the protocol, the 
monitoring tool for the patient support system as well as TB patient psycho-social profile card 
were developed to be used for monitoring PSS support during the visits in TB CARE I pilots. 

 TB CARE I project provided technical assistance on implementation of outpatient TB/MDR-TB care 
and establishing psychosocial support of the patients in all TB CARE I pilot areas by conducting a 
series of trainings on pilot implementation of outpatient care, interpersonal communication skills, 

DOT provision and stigma reduction for health providers, volunteers, community activists and 
religious leaders.  

 With TB CARE I support, the patient support team (PST) was established at the NTP level. In 2014 

team members started providing effective psychological support to TB/MDR-TB patients in TB 
CARE I pilots during supportive supervision visits and conducting on-the-job training for TB/PHC 
providers on implementation of ambulatory care model. 

 The subgroup on outpatient care and psychosocial support was established at the national level 
under the MDR-TB TWG with participation of key NTP specialists, decision-making authorities and 
specialists from project sites. Currently, subgroup members are actively involved to the 
implementation of the protocol on outpatient care and PSS in the TB CARE I pilot sites by 
advocating for social support at the national and regional levels and involving local municipal 
authorities (Khukumats, Jamoats, and Village committees) as well as community leaders. 

 TB CARE I supported regular supervision visits, conducting working meetings with local 

government and village authorities, TB and PHC services to discuss creating a sustainable patient 
support model as part of the outpatient model of care. As a result, the Khukumats of all TB CARE I 
pilots issued a resolution on providing a quarterly social package to TB /MDR-TB patients at the 
level of Jamoats as well as developed a detailed plan on implementation of the outpatient care in 

the pilot districts. 

 Thanks to the efforts of the TB CARE I Project on implementation of the outpatient care in the 
pilots in the year 2014, 310 (58%) out of 536 registered TB patients were put on outpatient care 

in TB CARE I pilots. As for MDR TB patients, during nine months of 2014 the number of MDR TB 
patients (n=24, 44,4%), who started treatment in ambulatory doubled in comparison with 2013 
(n=11, 21,1%). 

 As a result of Project activities on improvement of patients’ treatment adherence, the number of 
TB patients with missed doses decreased from 29 to 11 and MDR TB patients from 7 to 2. The 
number of lost to follow-up TB patients decreased from 17 to 12; the number of TB patients that 

refused treatment decreased from 3 to 1 and for MDR TB patients from 3 to 2 (comparing the 
2014 cohort to the 2012 cohort). 

 At the end of 2014, sixteen MDR TB patients completed the treatment, from which 12 successfully 
treated, 1 default, and 3 patients died.  

 Successful implementation of outpatient model in TB CARE I pilots is also stipulated by the fact 
that three TB Center doctors from three pilot districts (Dangara, Temurmalik and Rasht) were 
trained on Study Tour “Patient support system” (supported by TB CARE I) in Kazakhstan. This 

advanced experience was used as a basis for initial steps of introduction of ambulatory care model 
in pilots.  
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Graph 1. TB (MDR) patients put on full outpatient care in 9 TB CARE I pilot sites 

 

 

 

Key Challenges 

 

The main challenge was the shortage (and in majority cases the lack) of qualified psychologists and 
social workers in TB CARE I pilots and the fact that the treatment of only about 50-60% of TB patients 
is directly observed by medical workers. 

 

  

Photo 1. Supportive supervision visits on  

psychosocial patient support (meeting with 
community leaders), Temurmalik, August 26, 
2013 

Photo 2. Meeting with the head of the 

municipal authority (Khukumat), Dangara, 
August 01, 2013 
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Photo 3. Training on outpatient care and PSS 
protocol, Rasht, June 16-17, 2014. 

Photo 4. Distribution of food and hygienic 
parcels to MDR TB patients in Dangara district 

  



51 
 

Laboratories 

Summary of activities (Year 1-4) 

TB CARE I project provides technical assistance for the introduction of GeneXpert technology in 
Tajikistan and development of the National Strategy for the implementation of GeneXpert MTB/RIF in 

the country. Since 2011, five projects (PIU GFATM/UNDP, RCC GFATM/Project HOPE, EXPAND TB, MSF 
and TB CARE I) are involved in Gene Xpert implementation in Tajikistan. In total, 12 GeneXpert 
machines are used in the country.  

 

Within this technical area, TB CARE I project is focused on building local capacity for strong 
coordination and management of the GeneXpert implementation in the country. This process included: 

 

 Development of the National Strategy on Implementation of GeneXpert MTB/RIF which outlines 
programmatic approach at the initial stage of introducing the GeneXpert technology, diagnostic 

algorithms and plan of GeneXpert adoption in Tajikistan;  

 Development of sample transportation protocol for TB CARE I pilots  and support of sample 
transportation system to assure the uninterrupted access to the testing with use of rapid methods 
of TB diagnosis;  

 Strengthening of the technical components of use and maintenance of GeneXpert systems and 
standard approach to implementation of GeneXpert MTB/RIF through development of basic SOPs 
for Xpert MTB/RIF laboratories, M&E plan and guidelines on maintenance and troubleshooting; 

 Installation and operation of GeneXpert MTB/RIF machine in the project pilot site (Rasht district) 
that was crucial for detecting MDR-TB cases in the Rasht area and scaling up MDR-TB treatment in 
the pilots; 

 Training of laboratory specialists and TB clinicians to be a trainers on practical use of Xpert 

MTB/RIF for using by other projects for Xpert trainings in their Xpert sites; 

 Training of TB clinicians, PHC providers and laboratory specialists on practical use of Xpert. 

 

Major Successes 

 

 Significant increase of case detection of TB and MDR TB in TB CARE I pilots because of 
introduction of Xpert testing and strengthening of the sample transportation system. In 2013, 

case detection of all TB cases in some TB CARE I districts increased by 92% (Tajikabad),  by 35% 
(Temurmalik), and  by 11% (Rasht and Nurabad) in comparison with 2012. Overall, detection of 
MDR TB cases increased by more than two times (Table 1). It was achieved because of 
introduction of Xpert testing in Rasht area, strengthening of the sample transportation system, 
training of TB and PHC providers on rapid diagnostic technology and sample transportation 
protocol. All detected TB and MDR TB patients were enrolled into treatment with FLDs and SLDs.  

 Developed by the TWG and TB CARE I, the National Strategy on Implementation of GeneXpert 
MTB/RIF was approved by NTP (Order #14, dated February 20, 2013).  

 The TB CARE I Project introduced GeneXpert MTB/RIF testing in Rasht area in February, 2013. 
Installed GeneXpert machine supports 5 pilot sites in Rasht area (Rasht, Nurabad, Jirgital, 
Tajikabad and Tavildara). The site started testing of patients from February 26, 2013.  

 In 2013, among 250 presumptive TB cases tested with Xpert MTB/RIF, the MTB positivity rate was 
14% (36/250) and Rifampicin resistance rate - 22.2% (8/36) (Graph 3). In 37 presumptive MDR-

TB cases tested with XpertMTB/RIF, the MTB positivity rate was 35% (13/37) and Rifampicin 
resistance rate - 69% (9/13). In 2014 (9 months) among 1250 presumptive TB cases tested with 
Xpert MTB/RIF, the MTB positivity rate was 6% (80/1250) and Rifampicin resistance rate - 14% 
(11/80). In 18 presumptive MDR-TB cases tested with XpertMTB/RIF, the MTB positivity rate was 
22% (4/18) and Rifampicin resistance rate - 75% (3/4). 

 TB CARE I facilitated a TOT on use of GeneXpert MTB/RIF. As a result, a pool of trainers (18 
specialists) on GeneXpert MTB/RIF was established at the national level.  

 To ensure a sufficient workload for GeneXpert machines, as well as to improve access to 

GeneXpert MTB/RIF testing, the project developed a sample transportation protocol for all TB 
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CARE I pilot districts. The developed protocol includes the responsibilities of district TB centers and 
PHCs on sample transportation, the delivery schedule and sample storage conditions in each point 
of the sample transportation chain. This protocol also contains a detailed plan of transportation 
activities for each of the seven pilot districts.  

 To ensure appropriate sample storage conditions, refrigerators and air-conditioners were procured 
by TB CARE I and distributed to 9 TB centers and 49 primary health care facilities of project pilots 
where sputum collection points were organized.  

 Regular supportive supervision and monitoring visits were conducted with on-job trainings. The 
majority of recommendations, made during the visits, were implemented. 

 Additionally, TB CARE I supported development and printing of 2 types of posters “Rapid TB 
diagnosis methods” (for health providers and population).  

 

 Graph 2. Morbidity rate (all forms of TB) per 100 000 population  

 

 

 

Table 1. Case notification of TB and MDR-TB in TB CARE I pilots  

TB CARE I 
Pilot Sites  

Notification of TB Cases (All Forms) Notification of MDR-TB Cases 

 TB cases 
registered 

in 2012 
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2014 (9 
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MDR-TB 
cases 

registered 
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MDR-TB 
cases 

registered 
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MDR-TB 
cases 

registered in  

2014 (9m)  

Rasht 72 80 55 1 10 2 

Tojikobod 36 69 46 0 6 1 

Nurobod 45 50 36 0 4 5 

Jirgital 47 35 37 0 6 4 

Tavildara 15 9 8 0 0 0 

Dangara 113 102 103 10 12 9 

Temurmalik 77 104 108 5 7 9 

Farhor 160 121 121 0 4 22 

Baljuvan 24 24 22 0 3 2 

Total 589 594 536 16 52 54 
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Graph 3. Patients diagnosed with GeneXpert (Presumptive new TB) in Rasht area, 2013-
2014 (January-September) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 4. Patients diagnosed with GeneXpert (Presumptive MDR TB) in Rasht area, 2013-
2014 (January-September)  
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Key Challenges 

 

 Turnover of the laboratory specialists.  Due to the regulations of Anti-Corruption Agency, enacted from 
last year, medical personnel were not allowed to work over nominal monthly hour rate, which resulted 

in the decrease of salaries for medical staff (nurses, laboratory personnel) prompting many 
professionals to leave their jobs. TB CARE I raised this issue in the meeting with NTP manager, who 
promised to take this issue up with relevant agencies and MOH. 

 Insufficient coordination at the NTP level. Different organizations were involved with different donor 
regulations, and this fact led to complications in transportation of samples and use of cartridges. It 
might lead also to the delay of test results.  

 

 

  

Photo 5. Installation of GeneXpert MTB/RIF 
machine; Rasht district, February 28, 2013  

Photo 6. TOT on GeneXpert, Laboratory 
training; December 11-14, 2012 

 

  

 

Photo 7. Training on MIS on Xpert MTB/RIF, 
Dushanbe, April 22-23, 2014 

 

 

Photo 8. Storage of collected sputum for its 
further delivery to the Xpert laboratory, 
Nurobod district 
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Photo 9. Training on SOP for Xpert MTB/RIF, 
Dushanbe, December 19-20, 2013 

 

Photo 10. Training on Xpert MTB/RIF  
troubleshooting and maintenance, Dushanbe, 
December 17-18, 2013 

  

Photo 11. Gene Xpert materials developed by 

TB CARE I: Placard on rapid laboratory TB 
diagnosis tools – GeneXpert testing (for general 
population) 

Photo 12. Gene Xpert materials developed by 

TB CARE I: Placard on rapid laboratory TB 
diagnosis tools – GeneXpert testing (for 
medical providers) 

  



56 
 

Infection Control 

Summary of activities (Year 1-4) 

 

In Infection Control, TB CARE I focused on revising of current TB-IC policy and strengthening of the 

capacities  of local specialists at the national, oblast and TB CARE I pilot districts levels by conducting 
training on TB IC and supervision monitoring visits to TB CARE I pilots with on-the-job trainings. TB 
CARE I also supported the training of infection control professionals from general TB services (national 
and oblast levels) and SES to appropriate use of IC measurement tools and equipment.   

 

Major Successes 

 

 TB CARE I supported NTP in reviewing of existing national TB IC normative documents. A report 
was prepared, submitted to NTP and the results from the review of the TB IC regulations were 

presented at the TWG meeting.  

 The team of TB IC national trainers was established during TOT training facilitated by TB CARE I. 
This team will act as trainers in their job settings. 

 Facility level TB IC plans for nine TB Centers, nine PHC facilities in TB CARE I pilots, 3 district TB 

hospitals (Temurmalik, Rasht, Farhor) and TB department of the District central hospital 
(Dangara) were developed and monitored regularly. Personnel, responsible for TB IC activities in 
all abovementioned health facilities, were appointed and trained. 

 TB-IC measurement equipment was procured and distributed to Republican TB Center, Republican 
Clinical TB Hospital in Macheton, TB health facilities in TB CARE I pilots and SES. The personnel 
were trained on use of the equipment.  

 Assessments on TB IC risk transmission was conducted in TB facilities (including laboratories) of 

Khatlon, Soghd regions and Rasht area. As a result of the assessments, recommendations for each 
visited TB health facility were developed and discussed with pilot district TB staff.  

 269 TB managers, PHC health care workers, laboratory specialists and SES representatives from 
national, oblast, district levels, including TB CARE I districts were trained on implementation of the 
national TB IC plan and IC guideline and  using of TB IC equipment. 

 Three types of IC booklets/posters were developed jointly with TWG members, including “Cough 
hygiene” (for general population), “Proper use of respirators” (for medical and laboratory staff) 

and “Using TB IC measurement equipment in health facilities” (for medical staff).  

 Additionally, TB CARE I supported development and printing of copies of targeted training 
materials for specific groups of health care workers involved in providing of TB services (TB/PHC 
physicians, nurses, laboratory specialists).  

 With TB CARE I support, three SOPs on use of TB IC measurement equipment (SOP for fit test; 
SOP for TB IC measurement of UVGI; natural ventilation; and SOP for using respirators) and two 

SOPs to improve TB IC in PHC facilities and patient triage and separation (SOP on 
triage/separation of patients in TB facilities in the Republic of Tajikistan; SOP on TB infection 

control measures in out-patient facilities of the Republic of Tajikistan) were developed, printed and 
distributed among specialists.   

 

Key Challenges 

 

 In spite of the fact that SES representatives were trained by the Project, their involvement in use 
of TB IC monitoring tools, TB IC assessment and monitoring activities is not active and regular 
enough. 
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Photo 13. Training on the implementation of the 
national TB IC plan and guidelines; Dushanbe, April 

10-12, 2013 

Photo 14. Supportive supervision visit; TB 
center, Dangara district, June 17, 2013 

  

Photo 15. Cascade TB IC trainings for PHC 
physicians from 5 districts of Rasht area, February 
17-18, 2014 

Photo 16. Training on development of TB IC 
plans for TB health facilities in Rasht area and 
new pilot districts, Dushanbe, December 11-
13, 2013 
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Photo 17. TB IC materials developed by TB CARE 
I: Poster on cough hygiene (for general population)  

Photo 18. TB IC materials developed by TB 
CARE I: Poster on proper use of respirators 
(for medical staff) 
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Programmatic Management of Drug Resistant TB (PMDT) 

Summary of activities (Year 1-4) 

 

In PMDT, TB CARE I supported the implementation of the PMDT program in all TB CARE I pilots (four 

districts of Khatlon region and five districts of Rasht area), including trainings and regular workshops 
for TB/PHC clinicians, nurses and managers, quarterly supervisory visits to provide mentoring, on-the-
job trainings and review of the progress made in the implementation of the program. TB CARE I also 
provided technical support on the development and implementation of clinical algorithms for the 
treatment of side effects for second line anti-TB drugs and provide trainings on these algorithms for 
TB clinicians at the national, regional and district levels. 

 

Major Successes 

 

 Programmatic management of the drug resistant TB program was introduced in nine TB CARE I 
pilot districts (Dangara and Temurmalik from July 2012; 5 districts of Rasht area from November 
2012; Farhor and Baljuvan from October 2013). 

 In 2013, 28 MDR-TB patients from Rasht area were identified by the GeneXpert MTB/RIF testing 

(in 2012 no one MDR-TB patient was detected in this area). Out of all detected patients, 22 have 
been enrolled in treatment with SLDs procured by USAID (before January 2014, these anti-TB 
drugs were used only for treatment of MDR TB patients, detected in Rasht area). In 2014, 54 
MDR-TB patients were detected in 9 TB CARE I pilots, all of them were enrolled into treatment 
with SLDs. 

 Quality care of MDR TB patients was ensured in all TB CARE I pilots by training of medical 
providers (TB specialists, PHC doctors, managers and DOT nurses of TB and PHC services) 

involved in the treatment of DR TB and regular monitoring and supervision visits.  

 PMDT module for different target groups, involved in providing TB services (TB doctors, PHC 

physicians, TB and PHC nurses, TB and PHC managers), was developed in frame of the project, 
and used as training module for PMDT trainings. 

 With TB CARE support, the Instruction on clinical algorithms for the management of side effects of 
SLDs was developed by the international consultant Kai Blondal and discussed with TWG 
members. The finalized instruction was approved by the Order No 64 of Ministry of Health dated 

February 08, 2014. TB clinicians of national (Republican TB Center and Republican TB Hospital in 
Macheton), regional (Oblast TB Centers and TB hospitals in Khatlon, Soghd, GBAO), city and 
district levels were trained on management of SLDs side effects.   

 The national monitoring system was improved by support of NTP group in the preparation of the 
TB/MDR-TB monitoring and supervision tool for the NTP team at the periphery level. The tool has 
been developed and designed, taking into account the requirements of National Guideline for the 

Programmatic Management of Drug-Resistant Tuberculosis, as well as the latest WHO 
recommendations. 

 Under the TB CARE I project, technical assistance on introduction of palliative care to the cases 

with difficult-to-treat TB, was provided to NTP of Tajikistan. Presently, the country is under the 
process of palliative care establishment and, in this connection, capacity strengthening of key NTP 
specialists is very important. 

 With TB CARE I support cross-monitoring missions to TB CARE I countries were conducted with 

the aim to exchange the knowledge and skills in the tuberculosis management, focusing on 
response measures to the prevalence of drug-resistant tuberculosis. Participants from Tajikistan 
visited TB and PHC facilities in Kazakhstan and Kyrgyzstan, met with leaders and practitioners at 
the national and regional levels and overviewed the best practices in each country. They learned 
more in palliative care, TB management in penitentiary system and organization of ambulatory 
care model in both above mentioned countries.  

 In 2012, 16 MDR TB cases were registered in pilot districts; from this number 12 patients – 75% 

completed their treatment successfully, 3 patients died and 1 patient did not successfully complete 
treatment. Treatment Success Rate for MDR TB patients in the pilots of TB CARE I is better than 
the national TSR (65.8%).  
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Key Challenges 

 

From the beginning of the implementation of PMDT in the pilots till the moment being, two XDR TB 
cases were registered. Due to lack of anti-TB drugs for XDR TB, the treatment of 1 patient was 

unsuccessful (the patient died), the second patient is in the waiting list. 

 

  

Photo 19. Training on TB and MDR-TB M&E; 
Dushanbe, July 11-13, 2013 

Photo 20. Trainings on  SLD management for 
nurses of Baljuvan district, June 17-18, 2014 

  

Photo 21. Advanced TOT training on comprehensive 

programmatic management of DR TB, Dushanbe, 
December 09-13, 2013 

 

Photo 22. Supportive supervision and 

monitoring visits (home visits to TB patients), 
Dangara, February 13, 2014 
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Health System Strengthening (HSS) 

 

Summary of activities (Year 1-4) 

 

In HSS, TB CARE I supported training of community activists, religious leaders and volunteers from 
project pilot sites, with a focus on their preparedness to help TB and PHC staff in providing of TB care 
and treatment in ambulatory care settings. Within this component, TB CARE I sponsored participation 
of NTP specialists in international trainings, courses and workshops. At the national level, TB CARE I 
promoted experience and knowledge exchange on GeneXpert MTB/RIF, PMDT and outpatient support 
through thematic working meetings, national workshops involving key ministries, donors, WHO and 
national and international NGOs (QHCP and Project HOPE) and other partners involved in TB control 

activity. 

 

Major Successes 

 

 According to the activity plans for Y2, Y3 and 4, TB CARE I planned to train 1,934 medical workers 
(Y1-100; Y2-1,010 and Y3-824). A total of 1,991 healthcare workers at all levels were trained using 

TB CARE funds, slightly exceeding the target (see Table 2).  

 TB CARE I supported supportive supervision and monitoring visits in such technical areas as 
Laboratory (GeneXpert MTB/RIF), TB IC, PMDT, Outpatient Care and Psychosocial Support. 

 TB CARE I sponsored participation of four NTP specialists in trainings on MDR-TB, two clinicians in 
training on Childhood TB and 2 TB managers from Regional TB Centers in training course “Role of 
Palliative Care in M/XDR TB management”, conducted by the WHO Collaborating Centre for Research 
and Training in Management in Riga, Latvia. With TB CARE I support, four NTP specialists also 

participated in a training course on tuberculosis control, organized by FILHA in Tartu, Estonia.  

 With TB CARE I support, six representatives of the MOH, National and Regional SES, Medical 
University, as well as engineer from the Republican TB Hospital were trained on TB IC in advanced 
international training courses ("Nosocomial TB Transmission Risk Reduction” and “Engineering Aspects 
of Nosocomial TB Transmission Risk Reduction)”. 

 Six NTP clinicians received support from TB CARE I to take a three-month MDR-TB online course 
facilitated by the National TB Institute of the Russian Academy of Sciences. 

 Five MOH/NTP specialists participated in the Regional Workshop on Monitoring and Evaluation in 
Almaty, Kazakhstan. 

 Six NTP specialists, members of established patient support team, participated in the advance training 
course organized by Khakassia Republican Department of Russian Social Organization "Russian Red 
Cross." Participants received the theoretical knowledge and practical skills on rendering of 
psychological and social support to TB patients. During this training, participants visited the club of 

patients’ support, participated in the work of PSS groups and had the meetings with TB patients. The 
knowledge received will be translated into practical use by the subgroup on outpatient care and PSS 

under the MDR TB TWG.  

 TB CARE I supported participation of 1 participant from NTP in the CAR Regional SORT-IT OR course, 
which was held in Astana, Kazakhstan.  
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Table 2. People trained using TB CARE funds 

 Y2 Y3 Y4 Total 

Technical 
Area 

Males Females Total Males Females Total Males Females Total  

Universal 
Access 

1 1 2 132 83 215 141 25 166 383 

Laboratory 7 13 20 143 54 197 105 96 201 418 

TB-IC 0 0 0 55 9 64 156 49 205 269 

PMDT 33 13 46 188 66 254 114 42 156 456 

HSS 0 0 0 172 69 241 2 1 3 244 

M&E 0 0 0 16 21 37 125 59 184 221 

Total 41 27 68 706 302 1008 643 272 915 1991 

 

Support for Global Fund Implementation 

 

Since December 2013, the Country Dialogue on discussion of NFM commenced. The international 
consultant was hired by the WHO Country Office for development of the National Strategic Plan on TB 
and the Concept Note for Global Fund New Funding Mechanism (NFM). The National Strategic Plan on 
TB was developed and approved by Ministry of Health. International partners and projects such as 

WHO, Project HOPE, TB CARE I, UNDP, Project Quality USAID and MSF were actively involved in the 
process of finalization of the National Strategic Plan on TB.  

The NTP and Project HOPE were nominated by CCM as Primary Recipients for NFM.  

Currently, there are two active Global Fund programs on TB control in Tajikistan: RCC3 (Rolling 
Continuation Channel of Round 3) and Transitional Funding Mechanism (TFM). These two GF projects 
are being successfully implemented. 

The primary recipient of RCC3, Grant Number: TAJ-304-G02-T is Project Hope. The current rating of 

the project since December 2012 is B 2. Total agreement amount is $12,398,456. Presently, this 
project supports DOTS in 37 districts. From mid-2013, the project started implementation of PMDT in 
seven districts (six districts in Soghd Oblast and one district in Khatlon Oblast). The major share of 
this grant is allocated for procurement of FLDs for country, as well as SLDs for 300 patients (from 
2013 to 2015), and provision of laboratory reagents and commodities for microscopy laboratories.  

From October 2013, UNDP is managing the TFM Project (TAJ-809-G09-T), which has two objectives 
(“Ensure High-Quality Diagnosis” and “Address TB/HIV, MDR TB and Other Challenges”). The period of 

project implementation in framework of this grant is from October 2013 to November 2015. 

The GF project is focused on supporting laboratory systems, management of MDR TB cases, 
improvement of TB management among risk groups, including children, and improvement of quality of 
care and nosocomial infection control. Under this grant, the number of trainings is limited and focused 
on MDR TB treatment and quality control in microscopy and culture investigations. Under this grant, it 

was planned to procure second line drugs for 1,600 patients over two years (800 treatment courses in 

2014 and 2015 respectively).  

Currently, in framework of this grant, in the beginning of 2014, injectable second line drug (Cm) for 
814 treatment courses and the rest SLD (Lfx, Mfx, PAS, Cs, Pto) for 407 MDR TB patients were 
procured and delivered to the country.  

 

TB CARE I and Global Fund - TB CARE I involvement in GF support/implementation and 
effect of GF on the TB CARE I workplan 

From the introduction of TB CARE I in the country, effective collaboration was established with both 
projects of Global Fund in Tajikistan, particularly in the areas of GeneXpert implementation, PMDT and 
M&E. There is a regular update and exchange of information among projects, including joint 
participation in TWG meetings. 
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Monitoring & Evaluation, Surveillance and OR 

Summary of activities (Year 1-4) 

 

In M&E, TB CARE I supported revision of definitions and recording and reporting forms following the 

surveillance assessment, as well as provided technical assistance on strengthening capacities of NTP 
professionals to conduct operational research. 

 

Major Successes  

 

 Evaluation of the reporting and recording (R&R) data forms, including the current TB register and 
existing electronic surveillance system, was done during the assessment of the TB surveillance 

system in general and prison TB services by TB CARE I consultants. Technical needs for upgrading to 
ensure effective information management was identified and presented during the briefing with the 

NTP and partner organizations.  

 TB CARE I supported the process of revising TB case definitions and reporting framework in 
accordance with WHO requirements. All definitions/reporting and recording forms were revised and 
instruction developed for use in TB service facilities, that was approved by the Order of the Ministry 

of Health No. 64 dated 8 February 2014. In accordance with this Order, the reporting and recording 
on TB will be implemented using revised definitions and R&R forms. For this purpose, TB CARE I 
supported the printing of instructions and revised R&R forms for use in TB and PHC facilities 
countrywide.  

 National, regional and district TB coordinators were trained with TB CARE I support on revised R&R 
forms and instruction on data collection. Starting from January of 2014 all TB facilities started using 
the revised TB case definitions and Reporting & Recording forms. 

 TB CARE I supported the process of conducting Operational Research on the “Risk factors associated 
with loss to follow-up from tuberculosis treatment in 4 regions of Tajikistan”. The OR aimed to 

assess risk factors associated with loss to follow up and compared their occurrence with successfully 
treated patients. The results and main recommendations of the OR were presented to NTP and 
partners’ organizations during Dissemination Workshop in August 29, 2014 (see Annex II for more 
details). 

 

  

Photo 23. National Workshop on Operational 
Research Agenda; Dushanbe, August 11-12, 
2013 

Photo 24. Data collection within the OR on 
reasons of treatment default, Konibodom, May 
05, 2014   
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Photo 25. Training on revised R&R forms for 
oblast and district TB coordinators, Kurgan-
Tube, February 12-14, 2014 

Photo 26. Cohort Analysis Workshop, Rasht 
district, August 28, 2014 
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The Way Forward 

Reflecting on TB CARE I results through the lenses of the US Government TB strategy and the Post-
2015 Global TB Strategy, there are many lessons to learn from TB CARE I and new approaches to 
prioritize going forward. Lessons learned from the project and the analysis of strategic priorities for 

the country are summarized below, which can inform future work and investment in the country. 

 

Universal Access 

In framework of the TB CARE I Project, the significant results were achieved through the involvement 
of local municipal authorities and communities in the provision of support to TB patients on 
ambulatory treatment. Such an approach had not been tried before, and is of a great importance for 
the future sustainability in ambulatory care of TB and MDR TB control. This practice should be 

expanded country-wide.  

Due to the lack of social workers and psychologists in the country, the involvement of the community 

including village activists and religious leaders is crucial; their involvement to the process of 
ambulatory treatment should be encouraged from the side of PHC and TB medical providers. Close 
collaboration between all health workers (physician, nurses and laboratory personnel), representatives 
of local governments, community and religious leaders, should be established for assurance of 

qualitative medical services and improving patients adherence.     

 

Laboratories 

The experience of Gene Xpert introduction in the TB CARE I pilot districts showed that the results of 
Gene Xpert testing should be analyzed regularly for making of appropriate decisions related to Gene 
Xpert testing and clinical algorithms.  Moreover, the capacity of the country should be taken into 
consideration for Gene Xpert cartridges procurement and maintenance. The sample transportation 

system, established by TB CARE I, plays a key role in early case detection, so it is necessary to assure 
the sustainability of this system by the funding from the state budget.  

 

Infection Control 

The experience of TB CARE I in introduction of TB IC measures at the TB and PHC facility level should 
be expanded country-wide. To assure the qualitative implementation and sustainability of TB IC 
measures in health facilities, it is necessary to increase financing from the state budget for 

maintenance of the TB IC system and to conduct regular training of all involved medical personnel 
with active involvement of Sanitary Epidemiological Service’s specialists.   

 

PMDT 

The important result achieved by TB CARE I, which should be noted, is the fact that all detected MDR 
TB patients in TB CARE I pilots, were started on SLD treatment without any delay. Treatment of 

patients with TB is the responsibility of not only the TB service, but also the PHC health providers and 
the community as a whole. That is why close collaboration between all health workers (physician, 

nurses and laboratory personnel), representatives of local governments, Sanitary Epidemiological 
Service, community and religious leaders should be assured.     

 

HSS 

A great number of medical and community workers was trained as a result of the TB CARE I project. 

In spite of the high rate of medical personnel turnover, it is crucial to keep all trained specialists in 
their local working places by means of improvement of working conditions and other kinds of 
encouragements.    

 

M&E, OR, and Surveillance 

Since 2014, as a result of TB CARE I technical support, Tajikistan started using revised case definitions 
and Reporting-and-Recording Forms, based on the latest WHO recommendations. In the future, the 

surveillance should be strengthened by introducing an electronic system country-wide. It is necessary 

to conduct regular operational research to assess and inform NTP implementation and strategies.   
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Uzbekistan 

Introduction 

 
TB CARE I was led and managed by WHO Country Office in Tashkent in collaboration with the TB Unit 
of the WHO Regional Office for Europe, and KNCV as a coalition partner. As part of the regional TB 
CARE I program, TB CARE I in Uzbekistan was managed and supported by the TB CARE I regional 
office. Between 2012-2014, TB CARE I was implemented in the following technical areas: Health 
system strengthening PMDT, infection control, outpatient care, psychosocial support and 

implementation of Xpert MTB /RIF.  
 
While employing a regional approach, TB CARE I adjusted the focus of these strategies making sure 
they were demand driven, technically sound and sustainable in nature. Utilizing its pool of available 
consultants from WHO, TB CARE I CAR Regional Office, KNCV headquarters and other external 
sources, TB CARE I provided state-of-the-art technical assistance based on the most recent evidence 

and international recommendations.  

 
The project implementation made it possible to improve the quality of TB care services provided at all 
health care levels by way of capacity building of the TB services and primary health care in the area of 
TB prevention, treatment and care, including TB diagnosis using molecular diagnostic rapid tests in 
line with the international standards. 
 
Key achievements from the Project implementation are summarized below:  

 
Outpatient care 
 Admission criteria for outpatient treatment developed jointly by NTP, WHO, KNCV consultants and 

partner organizations in the framework of TB CARE I, have been included into consolidated order 
on TB control approved by MOH in Oct 2014. This will reduce time of hospital stay for most 
patients and allow treatment of eligible patients including SS+ patients in their homes, provided 

appropriate TB-IC measures are implemented.  
 
Laboratories 
 The national Xpert MTB/RIF algorithm and implementation strategy was approved by the MOH. 

NTP upgraded status of the national Xpert MTB/RIF strategy and included it into the consolidated 
order on TB control endorsed by MOH in Oct 2014.  

 Access to TB diagnosis using Xpert has improved in four regions of Uzbekistan reaching about 

24% of the country population (7.4 million people). This makes it possible to detect TB cases and 
start adequate treatment at the same time while also reducing the spread of the disease.  

 
Infection control 
 The national guidelines on “Infection control in TB facilities” were approved by the MoH in January 

2013, and were used as the methodological basis for whole project impact in this technical area. 
National guidelines on TB IC were also translated and published in Russian and Uzbek languages. 

 NTP and staff of ten seven regions were trained on IC measurements and 11 facilities were 

equipped with modern TB IC measurement equipment not available before even in SES service.  
Now both TB IC implementing (TB service) and supervising (SES) parties are ready to reach a 
consensus by keeping effective measurable infection control rules.   

 National TB-IC human resources were improved by training of 184 TB, PHC, SES and prison 
service representatives. They have been trained in TB-IC risk assessment and facility IC plan 

development; 
 
PMDT 
 Comprehensive Plan of Action for the Prevention and Control of M/XDR Tuberculosis for 2012- 

2015 was approved in January 2013. The plan was revised and approved in Sep 2013, to address 
all issues and bottlenecks according to improvements in  PMDT (MDR TB treatment coverage was 
achieved 6000  patients by mid of 2014). 

 Need for unified, standard approach to training PMDT (current trainings tend to focus on separate 
components of PMDT) was addressed through development of training modules on comprehensive, 

programmatic management of DR-TB utilizing cross cutting content. Modules include clinical 



67 
 

management of MDR TB, IC, Xpert MTB /RIF using, provision of care in outpatient setting, TB /HIV 
and side effects. 

 
M&E 

 WHO’s "Definitions and reporting framework for tuberculosis – 2013 revision” was introduced 
during training of national M&E experts to ensure compliance of National M&E system with the 
global TB data collection system. 

 Regular supervisory visits and on-the-job training on all aspects of TB control were organized 
jointly with WHO-USAID “Partnership project for TB control” to provide technical support to pilot 
sites to ensure quality of TB services in pilot regions. Four rounds of M&E visits were conducted. 

 

HSS: 
 TB CARE I and the Ministry of Health of the Republic of Uzbekistan have developed a number of 

important strategic and methodological documents in the area of TB control – the National Plan on 
M/XDR TB prevention and control for 2012-2015, Guidelines on TB infection control, National 

strategy on Xpert MTB/RIF use, Guidelines on psychosocial support to TB patients and a training 
module on clinical management of MDR TB cases, etc. 

 TB CARE I supported NTP to improve its technical capacity on various aspects of TB control - TB 
IC, outpatient care, rapid TB diagnosis, M&E, transitional TB care for ex-prisoners etc. - by 
training of 1,257 specialist (F=645) from all levels of TB service – from central to district level.  
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Core Indicators 
 
TB CARE I has seven core indicators that the program as a whole is working to improve across all 
countries. Table 1 summarizes the core indicator results across the life of the project for TB CARE I-

Uzbekistan, as well as the Tuberculosis Control Assistance Program (TB CAP), the precursor to TB 
CARE I, which our coalition also led. 
 
Table 1: TB CARE I core indicator results for Uzbekistan 

 C1. 

Number of 
cases 

notified 
(all forms) 

C2. 

Number of 
cases 

notified 
(new 

confirmed) 

C3. Case 

Detection 
Rate (all 
forms) 

C4. Number 

(and percent) 
of TB cases 

among 
healthcare 
workers 

C5. 

Treatment 
Success Rate 
of confirmed 

cases 

C6. 

Number of 
MDR cases 
diagnosed 

C7. Number 

of MDR 
cases put 

on 
treatment 

T
B
 C

A
R
E
 I

 2011* 15,913 13,995 52% n/a 81% 1,385 855 

2012 16,810 14,132 66% n/a 78% 1,728 1,489 

2013 25,168 16,555 89% n/a 84% 5,754 2,647 

*Baseline 
 
TB CARE I developed new guidelines, training modules and regulations such as national laboratory 

strategy for Xpert implementation for proper utilization of new rapid tests as well as introduced this 
technology in 4 regions of Uzbekistan. As result of implementation of introduced approaches in TB 
diagnosis and management, TB CARE I, jointly with National TB programme and partners on TB 
control, contributed to the following national indicators: 
- Increased number of detected TB cases from 15,913 in 2011 till 25,168 in 2013 and MDR TB cases 

from 855 in 2011 till 2,647 in 2013 

- Treatment success have been kept on satisfactory level of 78-84% despite significant increases in 
the number of cases notified. 
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Universal Access  

Summary of activities (Year 1-4) 
 
In Universal Access, TB CARE I provided on demand technical support to program implementers to 

facilitate a shift to ambulatory care starting from the first day of treatment.  

In an effort to address excessive hospitalization of TB/MDR TB patients, the WHO country office in 
Uzbekistan in collaboration with KNCV brought together the NTP, local government and health 
departments along with TB practitioners and other players, to design a protocol for an outpatient TB 
care model and took responsibility to facilitate the shift to ambulatory care in Tashkent and 
Samarkand regions, further enabling the primary health care network (PHC) to achieve better 
treatment outcomes, reduce costs and improve patient satisfaction. The protocol on full ambulatory 

care starting from the first day of treatment was included in a consolidated order on TB control, 
approved in October 2014. Psychologists as an essential part of services for TB patient, where 
included on a list of the services to be delivered to TB patients during TB treatment. 

Since psychosocial support for TB patients should be an essential part of outpatient TB (MDR-TB) care, 
WHO provided atechnical assistance to develop a national Psycho-social patient support (PSS) 
guideline - the first ever in Central Asian region - and implement a PSS model in pilot sites. Special 

attention to each region’s specific characteristics, available local resources, and capacities was given, 
to ensure the appropriateness of the developed model. In support of introduction of new PSS model , 
a series of trainings for PHC and TB service providers  on the administration of outpatient care, DOT, 
patient counseling, treatment adherence where conducted. 

Major Successes 
 
Outpatient care  

 National Technical Working Group (TWG) on the implementation of ambulatory TB care was 
established in January 2013. It is a first official MOH’s mechanism to update and improve 
current practices on ambulatory TB treatment.  

 Achieved consensus with the Ministry of Health, National TB Program, international partners 
and national health professionals to work on programmatic approach of outpatient model of 
care and Psycho-social patient support model for TB patients. 

 Developed and agreed on a draft model for outpatient care and Psycho-social patient support.  

 Admission criteria for outpatient treatment developed jointly by NTP, WHO, KNCV consultants 
and partner organizations in the framework of TB CARE I, have been included into 
consolidated order on TB control approved by MOH in Oct 2014. This will reduce time of 
hospital stay for most patients and allow treatment of eligible patients including SS+ patients 
in their homes, provided appropriate TB-IC measures are implemented.  

 A study tour of two rounds to Kazakhstan was organized on the patient support system for 

MOH high officials and PSS TWG members in April 2013 and Sep 2014. The results of the 
study tour was a brief concept note on the establishment of psycho-social services for TB 
patients submitted to the MOH within the consolidated order on TB control. The findings of this 

study tour will be used by Uzbek health officials for development of a new National Strategic 
Plan on TB Control in Uzbekistan for 2016-2020 and other relevant TB policy level documents.  
In addition, the Chief Ministry of Health TB Specialist Dr. Nargiza Parpieva presented the 
findings of the study tour at the meeting of Uzbekistan’s Multi-Expert Council (MEC) which 

includes representatives of ministries of health, labor and social protection, education, justice, 
civil society and parastatal organizations. 
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Table. Before and after: Universal access. 
 

Universal access 

At the start of TB CARE I project in 2011 By 2014 

Patients were not allowed to start treatment in 
outpatient settings. Nearly all TB patients were 
hospitalized for at least 4 months.  

Ambulatory TB treatment starting from Day 1 
is allowed in new consolidated order on TB 
control (according to eligibility criteria).  

No national policies and guidelines on 
Psychosocial support (PSS) for TB patients. 

First guideline on Psychosocial support (PSS) 
for TB and HIV patients was developed jointly 
with “Partnership project for TB control” and 
submitted to MOH for approval. The document 
is fully based on the chapter on PSS in latest 
WHO manual on M/XDR TB, and includes 

experience and practices from Partners in 

Health on Sputnik in Russia, global practices 
on PSS and other relevant experience. 

 
Photo1. Study tour to Kazakhstan, Oct 2014. 
High level officials are visiting Akmola region of 

Kazakhstan to learn about USAID-funded 
outpatient TB treatment model and patient 
support system. 

Photo 2 The National TWG on the 
implementation of ambulatory treatment  is 

taking the responsibility to facilitate a shift to 
ambulatory TB care, 
Feb 2013, Tashkent 

  

Photo. Training for PHC on outpatient TB 
treatment model and patient support system, 
Samarkand, Nov 2014 

Photo. Training for TB doctors and nurses on 
psychological aspects of TB care, Samarkand, 
May 2014 
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Prisons  
 TB CARE I initiated development of a mid-term plan on collaboration of prison and general TB 

health care systems. This plan is for 2012-2015 and includes participation of health care  
institutions at various levels. 

 Brochure on TB for prisoners and ex-prisoners, "TB: manual for patients", was developed, 
approved by the NTP and submitted for printing in September 2013. 1000 copies will be 
distributed in APA4 in the framework of related TB CARE I activities. 

 
Key Challenges 
 
 The main challenges yet to be addressed in the near future have to do with the current regulations 

and funding mechanisms that are focused on hospital, in-patient care, and excessive screening, 
which make almost the entire population eligible for TB screening. Long hospitalization practices 
need to be revised and rationalized with the focus on considering the ambulatory treatment from 
the very beginning of treatment.  

 Targeted social support of TB patients is not established yet. Program of continuity of care for 
prisoners after release should be improved. 

 There is no specialized psychological service available for TB patients, which could ensure strong 
patient adherence, specifically during long MDR-TB treatment. 

 New consolidated order on TB control allowing infectious patients to stay at their homes if TB IC 
measures are kept needs to be introduced and implemented.  
There is a resistance expected from of doctors who follow the outdated practices and are against 
outpatient TB care. Currently this issue is being solved through technical assistance on updating 
SES TB IC regulations organized by WHO for SES central unit in line with WHO-USAID Partnership 

project for TB control. 
 New consolidated order on TB control should be endorsed by the prison sector health service, to 

align civil and prison services on TB control. 
 Using ambulatory treatment from the beginning in settings without PMDT experience could be 

risky in ensuring correct program implementation, patient management, and drug side effects 

management.  It requires a more gradual transition.  
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Laboratories 

Summary of activities (Year 1-4) 
In Laboratories, WHO country office through TB CARE I project provides lead technical assistance for 
the introduction of Xpert MTB/RIF technology in Uzbekistan and, in collaboration with KNCV/TB CARE I 

experts,  developed the national strategy for its implementation in the country. Since 2011, four 
players (PIU GFATM, EXPAND TB/FIND, MSF and TB CARE I) are involved in Xpert MTB/Rif 
implementation in Uzbekistan. TB CARE I project was focused on building local capacity for strong 
coordination and supervision roles of the NTP to effectively implement Xpert MTB/Rif technology in 
Uzbekistan. Also, TB CARE I has made substantial investments to improve case finding by improving 
principles of Xpert MTB/RIF using targeted at high risk groups. Also TB CARE I has improved access to 
TB diagnosis using Xpert MTB/RIF rapid test in four regions of Uzbekistan, reaching about 24% of the 

country population (7.4 million people). 908 TB cases (17%) were found in four TB CARE I regions out 
of 5353 TB cases detected nationwide. The cost of the TB CARE I procured equipment and diagnostic 
cartridges totals $271,000 US dollars. Rapid testing in these regions cuts diagnosis time from 3 

months to a week. In total, 22 Xpert MTB/Rif machines are used in the country as of Nov 2014.  
 
Major Successes 

 With TB CARE I support, the national Xpert MTB/RIF algorithm and implementation strategy was 
developed and approved by the MOH. NTP upgraded status of the national Xpert MTB/RIF strategy 
and included it into the consolidated order on TB control endorsed by MOH in Oct 2014.  

 To build technical capacity and ensure NTP ownership, TB CARE I supported a training of trainers 
on the practical use of Xpert MTB/Rif for laboratory specialists, managers and clinicians of TB and 
PHC services. Event covered 32 laboratory and clinical specialists and managers (F=21).   

 Access to TB diagnosis using Xpert MTB/RIF rapid test has improved in four regions of Uzbekistan 

reaching about 24% of the country population (7.4 million people). This makes possible to detect 
TB cases and start adequate treatment at the same time, as well as to prevent the spread of the 
disease. Currently NTP is developing a new National strategic plan on TB control, where remaining 
four regions of Uzbekistan without Xpert MTB/RIF labs will be equipped with rapid TB diagnostic 
tools.  

 A series of trainings for ten sites where Xpert MTB/Rif machines are placed (Bukhara, Tashkent, 
Khorezm, Kashkadarya, Navoi and Samarkand regions and prisons) covered 240 specialists 

(management, TB specialists and general practitioners) from pilot regions and 120 specialists were 
trained on the introduction of rapid diagnostic methods for tuberculosis, including Xpert MTB/Rif. 

 Technical assistance provided within APA2-APA4 improved the effective use of Xpert cartridges. 
The number of lost cartridges due to initial incorrect testing procedures dropped from 
approximately 10% in the beginning of APA3 (Oct-Dec 2012) to roughly 3.4% by the end of the 
project. 

 
Key Challenges 
 Low access to rapid (MDR) TB diagnosis in regions of Uzbekistan. In light of recent significant 

MDR-TB treatment scale-up, low diagnostic lab capacity is a major bottleneck in PMDT expansion 
nationwide. 

 NTP’s and NRL’s managerial capacity in planning, budgeting, monitoring and maintenance of Xpert 

MTB /RIF machines needs to be strengthened. 

 Selection of patients eligible for Xpert testing were not properly made in the beginning of APA3, 
therefore the MTB positivity rate and RIF resistance rate in NRL nationwide were low. But by the 
end the project, the MTB positivity rate improved by 14% (from 16% in the end of 2012 to 29% in 
Nov 2014) in TB CARE I pilot regions (Tashkent and Samarkand). The RIF resistance rate 
improved by 31% (from 40% to 71%) in those sites. 

 Machines were launched in September 2012, and in initial stage a lot of cartridges were lost due 
to unstable electricity and lack of experience on choosing a priority groups for testing. 
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Photo 5. Training of Trainers on the 
Practical Use of Xpert MTB/RIF. NTP 
manager is explaining his expectations on 
Xpert MTB/RIF implementation, Dec 2012, 

Tashkent 

Photo 6. Series of trainings for Xpert MTB/Rif 
sites, Feb 2013, Tashkent 

  

Photo . Series of trainings for Xpert MTB/Rif 
sites, Jul 2014, Urgench, Khorezm 

Photo . Handover of four Xpert MTB/RIF rapid 
tuberculosis (TB) testing machines to the Ministry of 

Health, July 2014, Tashkent. 

  

Photo Training on the practical use of Xpert 
MTB/Rif for laboratory specialists, Bukhara, 
July 2014 

Photo: Installed equipment in Khorezm regions, July 
2014 
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Infection Control 

Summary of activities (Year 1-4) 
In 2011, the Government of Uzbekistan embarked on a large-scale TB hospital construction program.  
In Infection Control, TB CARE I focused on activities to strengthen the capacities  of local specialists at 

the national, oblast and TB CARE I pilot districts levels by conducting training on TB-IC and 
supervision monitoring visits to TB CARE I pilots with on-the-job trainings. Also NTP’s capacity in TB IC 
was strengthened by introduction of new TB IC guidelines and establishment of TB IC measurement 
teams trained and equipped in APA3. Construction design of four TB facilities were adjusted and 
redrawn to fit modern requirements on TB IC. 
 
Major Successes 

 The national guidelines on “Infection control in TB facilities” were approved by the MoH in January 
2013, and were used as the methodological basis for overall project impact in this technical area. 
National guidelines on TB IC were also translated and published in Russian and Uzbek languages. 

 TB CARE I jointly with “Partnership for TB control” project introduced an updated SES regulation 
on TB IC for TB facilities nationwide. 

 TB CARE I provided infection control technical assistance for 11 TB hospitals in seven regions 

serving population of 15 million people. 
 National TB-IC human resources were improved by training of 184 TB, PHC, SES and prison 

service representatives. They have been trained in TB-IC risk assessment and facility IC plan 
development; 

 The “Comprehensive TB-IC Training” course for specialists from the TB Service and the Sanitary 
Epidemiologic Services (SES) was conducted with TB CARE I support. At this event, improved 
collaboration on TB IC was achieved between the TB Service and SES, as representatives from 

both services worked together to update their knowledge and skills.  
 A team of TB-IC national trainers in ten project sites was established and act as trainers in their 

job settings. 
 NTP and staff from ten regions were trained on IC measurements and 11 facilities were equipped 

with modern TB IC measurement equipment not available before even in SES service.  Now both 

TB IC implementing (TB service) and supervising (SES) parties are ready to reach a consensus by 
keeping effective measurable infection control rules.   

 
Key Challenges 
 Comprehensive TB IC demands very strong financial investments. Due to facilities’ budget limits, 

NTP agreed that a more cost-effective way to implement TB IC measures is to be focused on 
administrative measures and individual protection. 

 TB-IC activities plans with budgets should become an essential part of the national and facility 

level approach on further improvement of TB IC program in all TB facilities in Uzbekistan. 
 National TB-IC guidelines and SES regulatory documents need to be introduced in TB facilities in 

remaining regions of Uzbekistan. 
 Ongoing supervision visits and on-the-job trainings in TB-IC needed to be continued in support of 

the implementation of modern IC standards. 
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Photo Training for SES doctors on TB IC 
implementation (Feb 2014) 

Photo Cover of National TB IC guideline 

  

  

Photo On-job training on administrative TB-IC 
measures planning in Navoi region 

Discussion on how to implement modern 
TB-IC measures in hospital buildings during 
renovation, Navoi Regional TB dispensary 

 

  

  

 

 

 

 

 

 

Photo.  

TB IC assessment mission, visit to laboratory. 
Dec 2012, Samarkand 

Photo 

TB IC mission to Kitab TB hospital, March 
2014 
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Photo 
ToT on TB IC, Jan 2013, Tashkent 

 

Photo Revision of developed TB IC plans in 
Samarkand  Regional TB dispensary
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Programmatic Management of Drug Resistant TB (PMDT) 

 
Summary of activities (Year 1-4) 
In PMDT, TB CARE I supported NTP/MOH in the approval and updating of the national Comprehensive 

Plan of Action for the Prevention and Control of M/XDR Tuberculosis for 2012- 2015.  Since 2012 MDR-
TB diagnosis and treatment is being scaled up rapidly across the country with new oblasts in 2012 and 
an ambitious goal to cover the whole country with enrolment of 5,995 patients by the end of 2013 (4 
times more than in 2012), which was achieved. Currently more than 6,000 patients cumulatively are 
being treated by MDR TB treatment nationwide. With intensive support of WHO, The Global Fund and 
partners, the National M/XDR TB action plan was updated according to latest developments with GF 
supported MDR TB treatment expansion, to address all bottlenecks in growing PMDT program.  

Also, NTP with TB CARE I’s support agreed to use of Xpert MTB/Rif results as direct indication for MDR 
TB treatment, and provided ongoing support and supervision to the PMDT program in Tashkent. 

Major Successes 

 Comprehensive Plan of Action for the Prevention and Control of M/XDR Tuberculosis for 2012- 
2015 was approved in January 2013. The plan was revised and approved in Sep 2013, to address 
all issues and bottlenecks according to improvements in PMDT (MDR TB treatment coverage was 

achieved with 6000 patients by mid of 2014). 
 National PMDT Workshop for key stakeholders involved in MDR TB program implementation from 

TB services, PIU GF, DOTS Center and partners (34 participants) organized in July 2013.  
Gap analysis and recommendations were done for the National M/XDR TB plan for further 
implementation in Uzbekistan.  It was agreed that a detailed operational plan of activities for the 
next two years (2014-2015) would be prepared based on the agreed recommendations. One of 
discussed challenges was that NTP should enroll on MDR-TB treatment 5,995 patients in 2013 (4 

times more than in 2012). National and international partners agreed to joint efforts to ensure 
universal access to TB/MDR TB diagnosis and treatment and to organize a qualitative clinical 
management of those patients by the end of 2013. TB CARE I adjusted implementation plan 

accordingly, to follow workshop recommendations and decisions. 
 Need for unified, standard approach to training PMDT (current trainings tend to focus on separate 

components of PMDT) was addressed through development of training modules on comprehensive, 
programmatic management of DR-TB utilizing cross cutting content. Modules include clinical 

management of MDR TB, IC, Xpert MTB /RIF using, provision of care in outpatient setting, TB /HIV 
and side effects. 

 Policy on using Xpert MTB/Rif results for starting MDR treatment was put under united order on TB 
control. Document was approved in Oct 2014. 

 194 TB doctors were trained within TB CARE I on comprehensive programmatic management of 
DR-TB for new TB CARE I pilot regions (tentatively Bukhara, Navoi, Kashkadarya and Khorezm 

regions). 
 
Key Challenges 
 The NTP started rapid extension of a program in the new oblasts in late 2012 with an ambitious 

goal to cover the whole country with SLD treatment for 5,995 patients by the end of 2013. It 

represents a fivefold increase compared to 2012. Currently 6,000 patients cumulatively are being 
treated under MDR TB treatment. This situation is a challenge for the NTP since the program 

should increase its effectiveness in proper case management of those patients, including 
outpatient stage of treatment. 

 Expansion of PMDT countrywide should be ensured to achieve full country coverage (all 14 regions 
of Uzbekistan instead of 4 current MDR treatment sites) and equal access to treatment and follow 
up. Training, workshops, regular quarterly supportive supervision on treatment, case 
management, and drug management should be part of it, according to WHO recommendations 

 In settings without PMDT experience MDR-TB treatment should be started in specialized hospitals 

with adequatecase management and drug side effects management. Gradual transition to 
ambulatory treatment as soon as patients improve or are stable can be used. 

 Ensure early diagnosis of pre-XDR by testing all MDR patients for SL resistance. 
 Revise the guidance for the treatment of pre-XDR and XDR TB making optimal use of the more 

effective group 5 drugs and the new drugs in line with the new WHO “companion guide” on drug 

resistant TB. Implement palliative care of TB patients on PHC and TB facilities country wide.  
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Photo . Series of trainings on MDR TB  clinical 
management, July 2014, Karshi 

Photo: Stakeholders meeting on development 
of Concept note to GF for next round of 
funding, Nov 2014 

  

Photo: PMDT assessment visit to Bukhara region, 
De 2013 
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Health System Strengthening (HSS) 

 
Summary of activities (Year 1-4) 
In HSS, TB CARE I/WHO provided on-demand technical support to program implementers to facilitate 

a shift to ambulatory care in Tashkent region, while keeping in focus PHC preparedness to provide TB 
care and treatment, patient satisfaction, treatment outcomes and financial implications.   

Under the TB CARE I project in 2012-2014, WHO and the Ministry of Health of the Republic of 
Uzbekistan have developed a number of important strategic and methodological documents in the 
area of TB control – the National Plan on M/XDR TB prevention and control for 2012-2015, Guidelines 
on TB infection control, National strategy on Xpert MTB/RIF use, Guidelines on psychosocial support to 
TB patients; Training module on clinical management of MDR TB cases, etc. 

Additionally, TB CARE I supported NTP in improvement of its technical capacity on various aspects of 
TB control - TB IC, outpatient care, rapid TB diagnosis, M&E, transitional TB care for ex-prisoners etc - 
by training of 1,257 specialist (F=645) from all levels of TB service – from central to district level.  

 

Table. People trained using TB CARE I funds 
 Y2 Y3 Y4 Total 

Technical 
Area 

Males Females Total Males Females Total Males Females Total  

Universal 
Access 

10 7 17 33 33 66 42 136 178 261 

Laboratory 16 21 37 83 70 153 38 86 124 314 

TB-IC 14 12 26 40 36 76 71 27 98 200 

PMDT 15 6 21 29 25 54 67 52 119 194 

HSS 8 7 15 50 54 104 39 48 87 206 

M&E 0 0 0 24 13 31 33 12 45 82 

Total 63 53 116 259 231 490 290 361 651 1.257 

 

TB CARE I collaborated with the WHO-USAID “Partnership project for TB control” to assist the Ministry 

of Health to apply for TB funding from the Global Fund within next grant round for 2016-2017. 
Support was provided for the development of a National strategic plan for 2016-2020 and a concept 
note for a proposal, due to the Global Fund by January 30, 2015. Uzbekistan’s country proposal could 
receive up to $12 million from the Global Fund to support the NTP for the years 2016-2017.  

TB CARE I also addressed the role of local community groups and NGOs in TB control, including 
prevention, patient support and stigma reduction and to improve the capacity of the national health 
system in ensuring continuum of care for released prisoners with TB. 

 
Major Successes 
 WHO country office, in the framework of TB CARE I and the WHO-USAID “Partnership project for 

TB control” assisted the Ministry of Health in developing a new overarching policy that will better 
regulate the entire TB system. The policy, or prikaz, consolidates international best practices from 

USAID, the World Health Organization (WHO) and the international TB community - including the 
recently adopted Infection Control guidelines. The planned prikaz abolishes outdated Soviet-era 

policies, some of which date from 1972. The new consolidated policy will lay the foundation for 
better TB services that save more lives. Further, the prikaz will help the government to shift away 
from an expensive hospital-based model to a more efficient outpatient model, will increased 
access to quality TB diagnosis, treatment and social support for vulnerable Uzbek populations. 

 Principles of registration of TB patients is updated, new WHO definitions have been endorsed, 
dispensary supervision period of recovered TB patients is reduced, seasonal chemoprophylaxis of 

TB is canceled as an ineffective measure, number of dispensary groups of patients now shortened: 
now only two groups – for new and retreatment cases. Role of primary health care in TB control 
has been expanded. 

 Project collaborated with the WHO-USAID “Partnership project for TB control” to assist the Ministry 
of Health to apply for TB funding from the Global Fund to Fight AIDS, Tuberculosis and Malaria 
within next grant round for 2016-2017 by supporting development of National strategic plan for 
2016-2020 and a concept note for a proposal, due to the Global Fund by January 30, 2015. 
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Uzbekistan’s country proposal could receive up to $12 million from the Global Fund to support the 
National TB Program for the years 2016-2017. 

 In total 1257 TB, SES  and PHC specialist from central to district levels of TB service were covered 
with TB CARE I activities in Uzbekistan. 

 Comprehensive training module in line with new MDR-TB guidelines that integrate most recent 
WHO recommendations, including utilization of rapid diagnostic tools, new clinical aspects of DR-
TB case management (dosages & schemes & length of treatment) as well as management of TB in 
children and TB IC was developed. 

 PSS program for TB patients will be strengthened by further introduction of new PSS guideline. 
 

Key Challenges 
 Capacity and knowledge of local experts  should be continuously improved 
 Additional funding for developments on TB should be attracted : to improve financial mechanisms 

of TB service, drug supply  

 National strategic plan for delivering PSS for TB patients should be approved, its implementation 

should be started to ensure good treatment outcomes for all categories of patients. Social workers 
as a member of multidisciplinary teams in delivering social and psychological support should be 
included into staff list of TB facilities. Those persons need to be trained on modern approaches of 
PSS. 

 Partnership and decision-making process should be established based on wide discussions with 
governmental, non-governmental and inter-sector organizations.  
 

 
Photo . Working meeting on development of 
consolidated order on TB control, July 2013, 
Tashkent region. 
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Support for Global Fund Implementation 
 
Global Fund PIU plans and implements activities in close collaboration with MOH, but coordination with 
the National TB Center (the lead organization in TB control) needs to be improved to ensure 

compliance of national and international efforts on TB control.  
 
Global Fund provides extensive support to the country in procurement of diagnostic tools, first- and 
second-line drugs, as well as monitoring and evaluation. As of November 2014, the Global Fund 
signed for National TB Program in Uzbekistan US$ 76,830,860.  GF Round 8 ended on November 30, 
2013. TFM grant UZB-809-Go5-T for $29.2 million covered period January 1, 2014 - November 2015. 
It is important to highlight, however, that the government should gradually start assuming a portion 

of the drug costs. A first step in this direction was MOH’s approval of the National Action Plan to fight 
TB/MDR-TB for 2012-2015, where financial institutions of the government have been asked to develop 
a plan on slowly increasing financing of the М/XDR-TB program. The plan was updated in September 
2013. Also, MOH expressed readiness to start procurement of FLD for the whole country starting from 

2016. 
 

That said, GLC/Europe supports the scale-up and the annual enrolment of 4,000 new MDR-TB 
patients, beginning in 2014, taking into consideration current NTP’s TB diagnostic and clinical capacity. 
 
TB CARE I & Global Fund - TB CARE I Involvement in GF Support/Implementation and Effect 
of GF on the TB CARE I Workplan 
 
WHO country office, under the TB CARE I project, plans and implements its activities in close 

collaboration with the Global Fund. The WHO CO and GF PIU exchange information about ongoing 
activities during regular partner meetings.  
 
The key area for cooperation is PMDT, where TB CARE I complemented Global Fund support in the 
procurement of second line drugs and the introduction of current PMDT guidelines in its pilot regions, 

to ensure utilization of drugs in compliance with current WHO recommendations.  
 

The main contributions of TB CARE I to the Global Fund-funded TB and MDR-TB treatment program 
includes technical expertise in the development of policy regulations through technical working groups, 
support provided by external technical consultants and improvement of MDR-TB detection by 
introducing Xpert MTB/RIF technology in four pilot regions. 
As mentioned previously, starting from Oct 2014, TB CARE I and “Partnership project for TB control” 
projects assisted the Ministry of Health to apply for TB funding from the Global Fund to Fight AIDS, 

Tuberculosis and Malaria within next grant round for 2016-2017 by supporting development of 
National strategic plan for 2016-2020 and a concept note for a proposal, due to the Global Fund by 
January 30, 2015.  

 
Photo. Technical assistance to the Ministry of Health on 
development of a concept note for Uzbekistan’s country proposal 

to access  Global Fund TB funding for 2016-2017. Visit of PMDT 

expert Dr.Agnes Gebhard, Nov 2014, Tashkent. 
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Monitoring & Evaluation, Surveillance and OR 

Summary of activities (Year 1-4) 
In recent years, the country has made significant progress in the implementation of recording and 
reporting according to WHO recommendations. A unified electronic and paper-based system for 

monitoring and evaluation of TB activities is in place, covering all TB facilities and starting with 
primary health care units in institutions at the national level. Additionally, NTP established a new M&E 
department which appointed to coordinate TB M&E nationwide and ensure quality data flow. 

WHO country office (WHO CO) in Uzbekistan supports NTP on M&E in order to increase capacity of 

monitoring and evaluation units of NTP in systematic data analysis and using it for operational 
management on routine basis. 

Major Successes 

 NTP’s capacity to analyze and use quality data for the management of the TB program was 
improved in the following ways: 

o TB CARE I conducted a regional training on the basics of monitoring and evaluation for CAR 
NTPs in April of 2013. 

o Comprehensive training on M&E fundamentals, data processing and analysis was organized for 
M&E central unit of NTP in September 2013.  
It is expected that knowledge and practice received during a 5-day event improved feedback 
provided by NTP regularly from central to intermediate level. 

Comprehensive report on recently finished nationwide 2013 Q3 monitoring of TB service, 
organized by WHO-USAID PARTNERSHIP project, was prepared according to international 
standards. 

 New WHO’s "Definitions and reporting framework for tuberculosis – 2013 revision“ were 
introduced during training of national M&E experts to ensure compliance of National M&E system 
with the global TB data collection system 

 Regular supervisory visits and on-the-job training on all aspects of TB control was organized 
jointly with WHO-USAID “Partnership project for TB control” To provide technical support to pilot 
sites to ensure quality of TB services in pilot regions. Four rounds of M&E visits were conducted. 

 

Key Challenges 

 Starting from 2015 NTP and Prison medical service will swift to the new platform of M&E 
reporting, according to the new WHO’s "Definitions and reporting framework for tuberculosis – 
2013 revision“. New WHO definitions should be properly implemented into routine surveillance 
data management nationwide. 

  

Photo. M&E Training for M&E central unit in 
NTP, Sep 2013, Tashkent 

Photo. Regional TB CARE I training on M&E: 
Uzbek participants exchange National M&E Plan 

specifics with colleagues from Kazakhstan prisons. 
Almaty, Apr 2013 
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The Way Forward 

 

Reflecting on TB CARE I results through the lenses of the US Government TB strategy and the Post-
2015 Global TB Strategy, there are many lessons to learn from TB CARE I and new approaches to 
prioritize going forward. Lessons learned from the project and an analysis of strategic priorities for the 
country are summarized below, which can inform future work and investment in the country. 

Universal Access 
 
Main challenges yet to be addressed in the near future have to do with current regulations and funding 
mechanisms that are focused on hospital, in-patient care, and excessive screening, which make 
almost the entire population eligible for TB screening. Long hospitalization practices need to be revised 
and rationalized with the focus on considering the ambulatory treatment from the very beginning of 

treatment.  

Using ambulatory treatment from the beginning in settings without PMDT experience could be risky in 
correct program implementation, patient management, and drug side effects management.  It 
requires for more gradual transition. Also, there is no specialized psychological service available for TB 
patients, which could ensure strong patient adherence, specifically during long MDR-TB treatment. 

New consolidated order on TB control allowing infectious patients to stay at their homes if TB IC 
measures are kept needs to be introduced and implemented.  There is someresistance from doctors 
who follow the outdated practices and are against outpatient TB care. Currently this issue is being 
solved through technical assistance on updating SES TB IC regulations organized by WHO for SES 
central unit in line with WHO-USAID Partnership project for TB control. 

 
Laboratories 
 
A  central TB laboratory network management unit should be established under the NTP with the main 

tasks to implement and further develop the components of the TB laboratory quality management 
handbook in the entire network, to organize and standardize procurement procedures, to manage the 
maintenance of laboratory equipment, to collect, computerize and analyze laboratory data from the 
network. In light of recent significant MDR-TB treatment scale-up, low diagnostic lab capacity is a 
major bottleneck in PMDT expansion nationwide.  

All Oblast level TB dispensaries and hospitals should be equipped with rapid tests for diagnostics of TB 
and RR/MDR-TB. Yearly maintenance of all medical and laboratory equipment should be ensured by 
experienced, comprehensibly trained and certified engineers. Respective maintenance capacities in the 
country should be built. Uninterrupted provision of supplies should be also ensured. 

 
Infection Control 
Comprehensive TB IC demands very strong financial investments. Due to facilities’ budget limits, NTP 
agreed that a more cost-effective way to be focused on administrative measures and individual 

protection is needed.  

TB-IC activities plans with budgets should become an essential part of the national and facility level 
approach on further improvement of TB IC program in all TB facilities in Uzbekistan. 

National TB-IC guidelines and SES regulatory documents need to be introduced in TB facilities in 
remaining regions of Uzbekistan. 

Ongoing supervision visits and on-the-job trainings in TB-IC needed to be continued in support the 
implementation of modern IC standards. 

PMDT 
 
Implementation of the national algorithm for TB and M/XDR-TB case finding and diagnosis should be 
further intensified by training clinicians and laboratory specialists with technical assistance from 
international partners wherever recommended or needed. 
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In settings without PMDT experience MDR-TB treatment should be started in specialized hospitals with 
adequate patient, and drug side effects management. Gradual transition to ambulatory treatment as 
soon as patients improve is recommended. 

Early diagnosis of pre-XDR by testing all MDR patients for SL resistance should be ensured. Implement 
palliative care of TB patients on PHC and TB facilities country wide.  

 

HSS 
Capacity and knowledge of local experts should be continuously improved. Additional funding for 
developments on TB should be attracted: to improve financial mechanisms for TB service and drug 
supply.  

National strategic plan for delivering PSS for TB patients should be approved, its implementation 

should be started to ensure good treatment outcomes for all categories of patients.  

Social workers as a member of multidisciplinary teams in delivering social and psychological support 

should be included into staff list of TB facilities. Those persons need to be trained on modern 
approaches of PSS. 

Partnership and decision-making process should be established based on wide discussions with 
governmental, non-governmental and inter-sector organizations.  

Potential HR gaps for TB control should be assessed, and a national HR plan should be developed with 
short, medium and long term interventions including a financial statement which takes into account 
the further shift from in- to outpatient treatment. 

 
M&E, OR, and Surveillance 

 
Starting from 2015 NTP and Prison medical service will swift to the new platform of M&E reporting, 
according to new WHO’s "Definitions and reporting framework for tuberculosis – 2013 revision“. New 
WHO definitions should be properly implemented into routine surveillance data management 
nationwide. 

Countrywide a real-time electronic TB-database should introduced covering all integral data, such as 
clinical data, demographic information, laboratory findings, drug regimens used etc. 
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Regional Lessons Learned and Recommendations 

 Lengthy MDR-TB diagnostic processes at rayon and inter-rayon level result from a number of 
factors such as lack of rapid diagnostic methods and challenges in transporting sputum to the 
bacteriological laboratory of the Oblast TB dispensary (due to deficit of vehicles and large 

distances); TB suspects must have access to faster diagnostic options through rapid diagnostic 
methods (Xpert), especially at the rayon level and in PHC settings. 
 

 Since there is no mechanism to transfer the saved resources (from bed reduction) to 
strengthening of ambulatory treatment the financing automatically dropped too. Long 
hospitalization practices need to be revised and rationalized with the focus on considering 
ambulatory treatment from the very beginning of treatment. Expand ambulatory treatment of TB 

patients in PHC settings by training PHC physicians on TB treatment and management, monitoring 
of quality of ambulatory treatment, and introducing differentiated remuneration of PHC health 
professionals according to volume and quality of works.  

 
 At present, patients with chronic incurable TB who do not take TB drugs are recorded in 

dispensary files and isolated in hospital units for symptomatic treatment of such patients. But the 

hospital units are absolutely inadequate in terms of infection control. Given the unsatisfactory 
environment in these hospitals, patients subject to palliative care strongly object to hospitalization 
until they develop severe complications; this continues the spread of M/XDR-TB. Personnel of 
these hospitals are not protected from TB infection either and do not get compensation for the 
high risk of TB and MDR-TB infection nor the psychological and emotional burden. Individual IC 
plans, palliative care hospital regulations and clinical guidelines on palliative care must be 
developed. The skills of health professionals from such hospitals also need to be improved. 

 
 Close collaboration between all health workers (TB, PHC, HIV, prison physician, nurses and 

laboratory personnel), representatives of local governments, community and NGOs, should be 
established for assurance of qualitative medical services and improving patients adherence to 

treatment.     
 

 In spite of the high rate of medical personnel turnover, it is crucial to keep all trained specialists in 

their local working places by means of improvement of working conditions and other kinds of 
encouragements. 
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ANNEXES  

Annex I: Contact Database 

Kazakhstan 

# 
 

Name  Position Contacts 

 

STATE ORGANIZATIONS 

Ministry of Health and Social Development of the Republic of Kazakhstan 
 

 

1.  Salidat Kairbekova Deputy Minister W. +7 7172 74 37 23 
W.+7 7172 74 28 19 

kairbekova@mz.gov.kz 

2.  Gulnara Kulkaeva Chief of Department on organization 

of medical assistance 

W. +7 7172 74 37 23 

3.  Sarsenbayeva Gulnara  Senior Expert ambulatory polyclinic 
care of the Department of medical 
aid organization 

W. +7 7172 74 31 96 
 

Agency on Protection of Consumer Rights of the Republic of Kazakhstan 

4.  Zhandarbek Bekshin Vice-chairman W. +7 7172 74 31 47 

5.  Albina Utemuratova Chief Expert M. +7 777 555 00 85 
a.utemuratova@mz.gov.kz 

Committee of the criminal penal system of the Ministry of Internal Affairs of the Republic 
of Kazakhstan 

6.  Baurzhan Berdalin Chairman of Committee of the 
criminal penal system of the 
Ministry of Internal Affairs 

W. +7 7172 72 30 26 
kuis@kuis.kz 
W. +7 7172 72 31 16 

7.  Ainur Kaniyeva Head of Medical Service Department W. +7 7172 72 31 16 
М.+7 701 916 72 59 

8.  Rashat Mukhametkaliev Deputy of Head of Medical Service 
Department, East-Kazakhstan oblast 

W. +7 7172 72 30 87 
 

9.  Sergey Artemasov Epidemiologist, Institution EC 
166/11, Akmola region 

М. +7 705 303 08 11 

10.  Yessey Karagaev TB doctor of  pretrial detention 
center, Oskemen 

М. 8 777 672 50 220  
steprtd@mail.ru 

National TB Center of Ministry of Health and Social Development of the Republic of 
Kazakhstan 

11.  Tleukhan Abildayev  Director of National TB Center W. +7 727 291 86 57 
M. +7 701 722 67 38 
info@ncpt.kz  

12.  Malik Adenov  Head Doctor  W. +7 7272 91 87 28 

M. +7 701 712 20 64 
m.adenov@ncpt.kz  

13.  Kagaz Serkbayeva National Coordinator on Childhood 
TB 

W. +7 727 291 60 92 

14.  Bekzat Toxanbayeva National Laboratory Coordinator W. +7 727 291 36 74 
М. +7 701 730 28 02 

15.  Saule Ussembayeva National TB Coordinator W. +7 727 291 86 57 
М. +7 777 260 53 71 

16.  Elmira Berikova Deputy Director of science M. +7 777 260 53 72 

17.  Serik Sadykov Coordinator  M. +7 777 705 91 20 
s.sadykov@ncpt.kz  

National Center for problems of healthy lifestyle development 

mailto:kairbekova@mz.gov.kz
mailto:a.utemuratova@mz.gov.kz
mailto:kuis@kuis.kz
mailto:steprtd@mail.ru
mailto:info@ncpt.kz
mailto:m.adenov@ncpt.kz
mailto:s.sadykov@ncpt.kz
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18.  Banu Sagyndykova 
 

Coordinator of Primary Health Care 
and socially significant diseases 
department  

banu.sagyndykova@yande
x.ru 
 

Multiregional Tuberculosis Dispensary of Almaty 

19.  Nurlan Mukushev Non-staff TB Doctor of Multiregional 
TB Dispensary of Almaty 

М. +7 701 363 99 04 

20.  Gulbaram Utepkaliyeva Clinical specialist on MDR-TB, the 
monitoring group Almaty 

М. + 7 701 224 00 17 

East Kazakhstan Oblast 

21.  Vadim Ovsyannikov Head of Health Care Department, 
EKO 

W. +7 7232 52 32 01 

22.  Galiya Zhuassbayeva Head of Health Care Department, 
Semey  

М. +7 777 283 49 48 

23.  Dinara Sadvakassova Head Doctor, OTBD in EKO  W. +7 7172 50 10 45 

Zhansaya_e@rambler.ru 

24.  Lyazzat Bigaliyeva Head of Laboratory, OTBD in EKO М.+ 7 777 147 53  
W.+7 7232 77 03 72 
Zhansaya_e@rambler.ru 

25.  Bakytgul Omarbayeva Head of laboratory, OTBD in EKO М. +7 705 400 87 23 

Zhansaya_e@rambler.ru 

26.  Galina Ovsyankina Coordinator on laboratory, OTBD in 
EKO 

М. +7 705 767 97 18  
Zhansaya_e@rambler.ru  

27.  Bakhyt Temerbekova Deputy Head Doctor on control of 
quality of medical services, PHC 

№1, Oskemen 

М. +7 777 983 48 91 

28.  Nassira Zhaxylykova Head Doctor of the Regional TB 
Dispensary, Semey 

W. +7 7222 51 42 11 
Semeytub2006@rambler.r
u  

29.  Gulzhan Raimova Deputy Head Doctor, Regional TB 
Dispensary, Semey 

М. +7 701 292 80 31 
Semeytub2006@rambler.r
u 

30.  Amangeldy Assylkhanov Specialist on monitoring, Regional 
TB Dispensary, Semey 

W. +7 7222 51 42 11 
Semeytub2006@rambler.r
u 

31.  Makhabbat Zhangassinova Head of monitoring group, Regional 
TB Dispensary, Semey 

М. +7 707 795 62 30 
Semeytub2006@rambler.r
u 

32.  Ainagul Assylbekova Psychologist, Regional TB 

Dispensary, Semey 

М. +7 707 658 43 34 

Semeytub2006@rambler.r
u 

Akmola Oblast 

33.  Kassymzhan Tashmetov Head of Health Care Department W. +7 7162 25 51 87 
Oblzdrav@kokshetau.onlin

e.kz 

34.  Inna Adam Deputy head, Employment 
coordination and social programs 
Department, Kokshetau 

 

35.  Aiman Temirkhanova Head Doctor, Oblast TB Dispensary W. +7 7162 26 31 89 

36.  Zhazira Nyssanbekova Deputy of Head Doctor, Oblast TB 
Dispensary 

W. +7 7162 26 31 17 

37.  Zauresh Murzakhmetova  Head of laboratory M. +7 701 732 72 65 

38.  Tamila Shayakhmetova Head of dispensary department, 
Oblast TB Dispensary 

W. +7 7162 26 66 40 

39.  Lubov Rubezhanskaya Social Fund “Luch Nadezhdy” W. +7 7162 25 35 87 
М.+7 701 494 54 59 

lrubezhanskaya@yandex.r

mailto:banu.sagyndykova@yandex.ru
mailto:banu.sagyndykova@yandex.ru
mailto:Zhansaya_e@rambler.ru
mailto:Zhansaya_e@rambler.ru
mailto:Zhansaya_e@rambler.ru
mailto:Zhansaya_e@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Semeytub2006@rambler.ru
mailto:Oblzdrav@kokshetau.online.kz
mailto:Oblzdrav@kokshetau.online.kz
mailto:lrubezhanskaya@yandex.ru


89 
 

u 

North Kazakhstan Oblast 

40.  Pavel Sobolevskiy Head Doctor, Oblast TB Dispensary W. +7 7152 53 75 41 
М. +7 777 257 35 63 

41.  Raissa Kussainova Deputy Head Doctor, Oblast TB 
Dispensary 

W. +7 7152 53 81 14 
М. +7 705 800 26 67 

Almaty oblast 

42.  Salavat  Sarsenbayev Head Doctor, Oblast TB Dispensary, 

Almaty oblast  

W. +7 7282 21 40 55 

М. +7 701 367 64 56 
tktbd@mail.ru  

43.  Daribek Assemgaliev Head doctor Regional TB 
Dispensary, Talgar 

W. +7 72774 3 13 80 
М. +7 701 734 43 99 

44.  Alma Akbayeva Head of organizational department 

Regional TB Dispensary, Talgar 

W.+7 72774 42 05 93 

45.  Meruert Utepbayeva Psychologist of CRH in Talgar, 
patient support group 

М. +7 705 286 78 82  
 

46.  Yelena Philimonova  Head of laboratory in Talgar M. +7 707351 63 31 

47.  Yelena Radionova NGO «Kos Kanat Zhetysu»  
Taldykorgan, patient support group 

М. +7 701 638 70 24 
 

Kyzylorda oblast 

48.  Gabit Ablazim Head Doctor, Oblast TB Dispensary W. +7 7242 22 38 05 
M. + 701 777 90 95 
tubhosp@rambler.ru  

Karaganda Oblast 

49.  Noyan Bidaybayev Head Doctor, Oblast TB Dispensary W. +7 7212 41 76 36 

M. +7 701 316 39 61 
ftiziatriya@yandex.kz  

50.  Mikhail Egorov Coordinator on penitentiary M. +7 701 338 91 62 

Pavlodar Oblast 

51.  Dauletbek Mussin Head Doctor, Oblast TB Dispensary W. +7 7182 60 73 11 
W. +7 7182 60 70 11 

52.  Natalya Protchenko Head of Dispensary Department, 
Oblast TB Dispensary 

M. +7 705 985 03 90 
Ustimenko_v@uni.de  

53.  Raushan Kalina Doctor on TB, Oblast TB Dispensary M. +7 700 401 41 37 

  Atyrau Oblast  

54.  Zhanabai Sagiyev Head Doctor, Oblast TB Dispensary W. +7 7122 26 80 22 
Atyrau_optd@mail.ru  

  Aktobe Oblast  

55.  Yerlan Tatimov Head Doctor, Oblast TB Dispensary W. +7 7132 21 04 02 
M. +7 701 111 91 68 
aoptd@list.ru  

  Mangystau Oblast  

56.  Kuat Titanov Head Doctor, Oblast TB Dispensary W. +7 7292 50 35 80 
Disp_aktau@mail.ru  

57.  Ibragim Kadyraliyev Deputy on clinic, Coordinator of 

penitentiary  

M. +7 701 468 12 43 

  West-Kazakhstan Oblast  

58.  Maksot Imangaliyev  Head Doctor, Oblast TB Dispensary W. +7 7112 53 48 45 
M. +7 701 544 90 32 

tubdisp@mail.online.kz  

  Zhambyl Oblast  

59.  Aiman Kabdrakhimova Head Doctor, Oblast TB Dispensary W. +7 7262 52 12 31 
M. +7 777 649 91 31 
optd@bk.ru  

  Kostanay Oblast  

60.  Inkar Iskakov Head Doctor, Oblast TB Dispensary W. +7 7142 28 55 11 

mailto:lrubezhanskaya@yandex.ru
mailto:tktbd@mail.ru
mailto:tubhosp@rambler.ru
mailto:ftiziatriya@yandex.kz
mailto:Ustimenko_v@uni.de
mailto:Atyrau_optd@mail.ru
mailto:aoptd@list.ru
mailto:Disp_aktau@mail.ru
mailto:tubdisp@mail.online.kz
mailto:optd@bk.ru
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M. +7 777 441 89 31 
Obltub86@mail.ru  

  South-Kazakhstan Oblast  

61.  Polat Berdaliyev Head Doctor, Oblast TB Dispensary W. +7 7252 32 27 26 
M. +7 701 503 47 77 
Optd_yuko@mail.ru  

  Astana City TB Dispensary  

62.  Beibyt Buldubayev Head Doctor, City TB Dispensary W. +7 7172 54 92 80 
M. +7 701 241 89 70 
Tub_astana@mail.ru  

 Zhezkazgan Regional TB Dispensary 

63.  Kaldybek Issmailov Head Doctor, Regional TB 
Dispensary 

W. +7 7106 33 77 90 
dispan@mail.ru  

Family Doctors Association in the Republic of Kazakhstan 

64. 6 Damilya Nugmanova President of FDA W. +7 727 397 55 84 
М. +7 777 212 10 42 
 

65.  Svetlana Pavlova Manager of Kazakhstan Association 
of Family Doctors (KAFD), Ust-

Kamenogorsk 

M. +7 705 542 88 04 
svetlana.pavlova@asvk.kz 

 USAID Regional Mission in CAR 
41 Kazybek Bi Street 

Tel.:  507612, fax: 507635 

66 Jonathan Addleton  USAID Regional Mission 
Director/USAID Central Asia 

W. +727 507 612 
jaddleton@usaid.gov  

67 David Brown  USAID Regional Deputy Mission 
Director/USAID Central Asia 

W. +727 507 612 
dbrown@usaid.gov  

68 Khadijat Mojidi Director/ Health and Education 

Office/ USAID Central Asia 

W. +727 507 612 

kmojidi@usaid.gov  

69 Elisa Adelman 
 

Deputy Director/Health and 
Education Office/ USAID Central 
Asia 

W. +727 507 612 
eadelman@usaidd.gov  

70 Arman Toktabayanov Regional TB Advisor/Health and 
Education Office/ USAID Central 
Asia 

W. +727 507 612 
atoktabayanov@usaid.gov  

71 Sholpan Makhmudova 
 

Health Project Management 
Specialist/ Health and Education 

Office/ USAID Central Asia 

W. +727 507 612 
smakhmudova@usaid.gov  

72 John Harris Development and Outreach 
Communications Office/ Health 
and Education Office/ USAID 
Central Asia 

W. +727 507 612 
jkbharris@usaid.gov  

73 Ramilya Sazazova Development and Outreach 
Communications Office/ Health 
and Education Office/ USAID 
Central Asia 

W. +727 507 612 
rsazazova@usaid.gov  

74 Hector Gonzalez Communications Specialist/ Health 

and Education Office/ USAID 
Central Asia  

W. +727 507 612 

hgonzelez@usaid.gov  

Partners  

75 Assel Terlikbayeva MD, MSc. Regional Director, 
Columbia University Global Health 
Research Center of Central Asia 

W. +7 727 264 28 88 
at2024@columbia.edu 
 

76 Altynai Rsaldinova Deputy Director of PSI in CAR, PSI 

Dialogue Project    

W. +7 727 263 54 25 

mailto:Obltub86@mail.ru
mailto:Optd_yuko@mail.ru
mailto:Tub_astana@mail.ru
mailto:dispan@mail.ru
mailto:svetlana.pavlova@asvk.kz
mailto:jaddleton@usaid.gov
mailto:dbrown@usaid.gov
mailto:kmojidi@usaid.gov
mailto:eadelman@usaidd.gov
mailto:atoktabayanov@usaid.gov
mailto:smakhmudova@usaid.gov
mailto:jkbharris@usaid.gov
mailto:rsazazova@usaid.gov
mailto:hgonzelez@usaid.gov
mailto:at2024@columbia.edu
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77 Mira Sauranbayeva Coordinator of PSI in CAR, PSI 
Dialogue Project    

W. +7 727 263 54 25 

78 Melita Vujnovic WHO Representative and Head of 
Country Office, Kazakhstan 

W. +7 7172 69 65 36 
М. +7 777 785 07 78 

MEV@euro.who.int    

 
Kyrgyzstan 

 

# 

 

Name  Position  Contacts  

Minister of Health of Kyrgyz Republic 
148, Moscowskay str., Bishkek 

Tel.: 62-18-65; fax: 66-07-17; web-site: http://www.med.kg  

1 Kaliev Marat Prime Minister of MoH  

2 Ibraeva Aelita  Leading specialist  0559222455 
a_ibraeva@mz.med.kg 

3 Bazikov Timur  MoH TB advisor/UNION  mohadvisorkg@gmail.com 

National Center of Phtisiology MoH KR 
90A, Akhunbaeava str., Bishkek 

Tel. 570925, fax:570928, web-site: http://ntp.kg  

4 Kadyrov Abdullat Director  0772691034 
abdylat.kadyrov@gmail.com 

5 Toktogonova Atyrkul Deputy director 0555899320 
atyrkul7@gmail.com 

6 Kalmabetova Gulmira  Director of National Reference 
laboratory 

0550504916 
gulmira.kalmambetova@g

mail.com 

Kyrgyz State medical  postgraduate institute 

144A, Bokombaeva str., Bishkek 
Tel.: 300976, fax: 300918 

7 Chubakov Tulegen 

Chubakovich 

Rector  0772633027 

t_53chubakov@mail.ru 

8 Galieva Raisa  Docent of Phthisiopulmanology 
department  

0543896577 
raisya-gali@mail.ru 

9 Kurmanova Nurilya Assistant of Phthisiopulmanology 

department  

557774505 

Kyrgyz State Medical Academy 
92, Akhunbaeva str., Bishkek 

Tel. 510330 

10 Fedorova Svetlana 

Vladirovna  

Docent of Phthisiopulmanology 0554423380 

fedorova-s.v.@mail.ru 

Bishkek city Health Care Department  

12, Manas str., Bishkek 
Tel.: 318780, fax.318601 

11 Murzaliev Amangeldy  Head  770001703 

Bishkek city of TB center 
137, Bokombaeva str., Bishkek, 

Tel.: 660723, fax: 663563 

12 Maripaatkhan Moidunova Director 0700741047 

13 Abdykadyrova Nestan Deputy director 552507577 
nestan.abdykerimova@yand

ex.ru 

 Karpykova Gulnara Head of laboratory  779679122 

City TB hospital 
221, Elebesova str., Bishkek 

Tel.:679139, fax:663563 

mailto:MEV@euro.who.int
http://www.med.kg/
mailto:a_ibraeva@mz.med.kg
mailto:mohadvisorkg@gmail.com
http://ntp.kg/
mailto:abdylat.kadyrov@gmail.com
mailto:atyrkul7@gmail.com
mailto:gulmira.kalmambetova@gmail.com
mailto:gulmira.kalmambetova@gmail.com
mailto:t_53chubakov@mail.ru
mailto:raisya-gali@mail.ru
mailto:fedorova-s.v.@mail.ru
mailto:nestan.abdykerimova@yandex.ru
mailto:nestan.abdykerimova@yandex.ru
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14 Aidaraliev Kubanychbek  Director  555325768 

15 Bayalieva Tamara Deputy of head doctor  543 882 586 

Chui oblast TB hospital 
79, Pobeda av.,  Lebedinovka village 

Tel. fax:603353 

16 Docturbek Jekshebaev Director 773110033 

TB hospital #2 for children 
71A, Molodaya Gvardiya,  
Tel.: 340424, fax:340412 

17 Mrs. Rahbar Rizaeva   Director 0778771537 

Family medical center#9 
109 A, Kurmanjan Datka str., Bishkek 

Tel.:368633, fax:368830 

18 Sharshembieva Jipar Director 0550201848 

Family medical center#14 
Dordoi residential community, Bishkek 

Tel.: 461502 

19 Charabaeva Damira Director 0550151528 

Republican rehabilitation Hospital, Kara-Balta 
 

20 Karasartova Zamira  Director 0550501011 
rptb_k-b_2007@mail.ru 

Batken oblast TB center  

Tel.: 290119, fax: (03622)51006 

21 Islambekov Mamasaly 
Islambekovich 

Director  0770590428 
ulukmanislambek@mail.ru 

Osh oblast TB center 

Tel.fax.: 0322259154 

22 Istamov Kylych 
Tologonovich  

Director 778280202 
istamovk@gmail.com 

Issyk-Kul oblast TB center 
Tel. /fax:(03922) 40652 

23 Akunova Janyl  Director  

Djalal-Abad oblast TB center,  
Tel.: (03722) 25769, fax (03722) 25065  

24 Arziev Isamamat     773389595 

Talas oblast TB сenter 
Tel. fax: (03422)53057 

25 Ibragimov Raimberdi Director 551804805 

Naryn oblast TB center 
Tel./fax:  (03522)50980 

26 Duishenaliev Akylbek   Director 770306830 

beks-3110@yandex.ru 

Republican scientific and practical center on Infection Control  
Tel.: 90-16-95 

27 Djumalieva Gulmira   0550501011 
gdju@yandex.ru 

Department of Infection Disease and TB, SES 
 

28 Usenbaev Nurbolot  Head of Department of Infection 
Disease and TB 

0772518199 
usenbaev_nurbolot@mail.ru 

29 Abdykadyr Joroev  Deputy Head of Department of 

Infection Disease and TB 

0559696952 

zhoroev.1969@mail.ru 

30 Kulzhabaeva Aizada  Manager of TB Department 0555643030 
a.kulzhabaeva@list.ru 

State service for execution of punishment 

106, Ibraimov str., Bishkek 

mailto:rptb_k-b_2007@mail.ru
mailto:ulukmanislambek@mail.ru
mailto:istamovk@gmail.com
mailto:beks-3110@yandex.ru
mailto:gdju@yandex.ru
mailto:usenbaev_nurbolot@mail.ru
mailto:zhoroev.1969@mail.ru
mailto:a.kulzhabaeva@list.ru
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Tel.:438329, 623863, fax:438909 

31 Asanov Akylbek  Head of Prison Medical Department  

 0772609666 

32 Kukanova Gulsara  TB doctor, Prison Medical 
Department 

0556022667 
kukaracha1968@mail.ru 

33 Djunusheva Meikin  Deputy Head of Prison Medical 

Department 

550951911 

meikindjunushova@gmail.co
m 

USAID mission Kyrgyz Republic 
171, Mira av., Bishkek 

Tel.:  551241, fax: 777203 

34 Michael Greene Mission Director, USAID/Kyrgyz 
Republic 

 

35 Alanna Shaikh 

Acting  

Director, Health and Education 

Office 

ashaikh@usaid.gov 

36 Chynara Kamarli Project Management Specialist  
TB Leading Specialist 
Health and Education Office 
 

0555284999 
ckamarli@usaid.gov 

37 Aisha Zhorobekova 
 

Health Project Management 
Specialist 

 

0770770314 
azhorobekova@usaid.gov 

USAID DEFEAT TB 

38 Adilbekova Rosa  Acting Director,  0557750320 
rzadilbekova@gmail.com 

39 Sheyanenko Oleg  MDR TB advisor  0551165163 
osheyanenko@yahoo.com 

Global Fund grants UNDP Kyrgyzstan 
19, Razzakov str., Bishkek 

Tel. 398214 

40 Paula Ghrist Programme Manager,  paula.ghrist@undp.org 

41 Schelokova Irina  Coordinator of TB grant irina.schelokova@undp.org 

USAID Quality Health Care Project 

195, Tynystanov str., Bishkek 
Tel.: 624322, 622204, fax: 624320 

 
42 

Barton Smith Regional Deputy Director 0775998809 
barton_smith@qhcp.net 

43 Jyldyz Uzbekova  Director  

AFEW  
Office 201, 6 floor, 27-1, Gorkiy str., Bishkek 

Tel.: 596467, fax: 596503 

44 Shumskaya Natalya  Country Director of  0772520824 

natalya_shumskaya@afew.o

rg 

Medecins Sans Frontieres (MSF) 
127, Chokmorova str., Bishkek 

Tel.: 621093, 620937 

45 Richard Walker Head of Mission  MSFCH-Kyrgyzstan-
Hom@geneva.msf.org 

HOPE project in the Kyrgyz Republic 
197/1, Tynystanova str., Bishkek 

46 Niyazov Artur  Program Manager  aniyazov@projecthope.org 

4 Kuhranova Elena  Deputy of Program manager  0555930541 
ekukhranova@projecthope.o
rg 

PSI in the Kyrgyz Republic 
101/1, Manas av.,Bishkek 

 fax: 694803 

mailto:kukaracha1968@mail.ru
mailto:meikindjunushova@gmail.com
mailto:meikindjunushova@gmail.com
mailto:ashaikh@usaid.gov
mailto:ckamarli@usaid.gov
mailto:azhorobekova@usaid.gov
mailto:rzadilbekova@gmail.com
mailto:osheyanenko@yahoo.com
mailto:paula.ghrist@undp.org
mailto:irina.schelokova@undp.org
mailto:barton_smith@qhcp.net
mailto:natalya_shumskaya@afew.org
mailto:natalya_shumskaya@afew.org
mailto:MSFCH-Kyrgyzstan-Hom@geneva.msf.org
mailto:MSFCH-Kyrgyzstan-Hom@geneva.msf.org
mailto:aniyazov@projecthope.org
mailto:ekukhranova@projecthope.org
mailto:ekukhranova@projecthope.org
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48 Alisheva Jamilya  Country Director  0555988521 
 alisheva@psi.kg 

FIND 

49 Mazitov Rais  Regional portfolio manager 0557079970 
rais.mazitov@finddiagnostic
s.org 
 

National Red Crescent Society 
10, Erkindik av., Bishkek 

Tel.: 300190, fax: 300319 

50 Kachkynbaev Marat  Director  m.kachkynbekov@redcresce
nt.kg 

Soros Foundation 
55/а, Logvinenko str., Bishkek 

Tel./fax: 663448, 664346 

51 Mukambetov Aibek  Director of Medical programs amukambetov@soros.kg 

ICRC  
 131/1,Bokombaeva str., Bishkek 

Tel.: 300882, fax: 300837 

52 Chorgoliani Tariel  Medical Delegate tchorgoliani@icrc.org 

NGO “Socium” 
1, Suerkulova str, Biskek, 

Tel.:547324 

53 Estebesova Batma  Director 555970707 
batmaestebesova@mail.ru 

54 Mironenko Olesya  Psychologist 0779787799 
olesya_olesya912@mail.ru 

Association “Partnership network” 
 

55 Sultangaziev Aibar Executive director 0555619558 
partner-net@mail.ru 

  

mailto:alisheva@psi.kg
mailto:rais.mazitov@finddiagnostics.org
mailto:rais.mazitov@finddiagnostics.org
mailto:m.kachkynbekov@redcrescent.kg
mailto:m.kachkynbekov@redcrescent.kg
mailto:amukambetov@soros.kg
mailto:tchorgoliani@icrc.org
mailto:batmaestebesova@mail.ru
mailto:olesya_olesya912@mail.ru
mailto:partner-net@mail.ru
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Tajikistan 

 

# Name Position Contacts 

Ministry of Health and Social Protection of the Republic of Tajikistan 
 

1 Dr. Jafarov N.J. Deputy Minister (992 37) 221 41 08;  
(992 37) 221 13 30 

(992) 93 537 78 70 

 
National TB Program, Republican TB Center 

2 Dr. Bobokhojaev O. I. Director   (992) 98 586 80 80 

Dushanbe City’s TB Center 
 

3 Dr. Murodova 

Khursheda 

Director  919 99 09 90 

 
Rasht district TB Center 

4 Dr. Kodirov Kudratullo Director  (992) 918 22 22 36 

Nurobod district TB Center 

 

5 Dr. Golibov Himatsho Director (992) 918 985029108 

Tavildara district TB Center 
 

6 Dr. Mirzoev Mirzoshoh Director (992) 918 985722171 

 
Tojikobod district TB Center 

7 Dr. Aliev Nazurvali Director (992) 918 918388742 

 

Jirgital district TB Center 

8 Dr. Rahimov Mirali Director  (992) 918 985626720 

 

Dangara district TB Center 

9 Dr. Kurbonov Davlat Director (992) 918 987 60 61 
69 

Temurmalik district TB Center 

10 Dr. Azizov Orzubek Director  (992) 918 918541808 

Baljuvan district TB Center 

11 Dr. Saifuddinov 

Obiddin 

Director  (992) 918 935943159 

Farhor district TB Center 

12 Dr. Kavgov Hazratkul Director (992) 918 900489738 

Ministry of Economy  of the Republic of Tajikistan  

General Department 
(992 37) 2 23 22 61 

Ministry of Foreign Affairs of the Republic of Tajikistan 
General Department 

(992 37) 27 23 52; 27 25 85 

USAID in Tajikistan 
 

13 Kathleen McDonald Country Director USAID/Tajikistan (992) 37 229 26  01 
kmcdonald@usaid.gov 
 

14 William Trigg Health Education Team Leader 
USAID/Tajikistan 

(992) 37 229 26 07, 
12 
wtrigg@usaid.gov  

15 Dilorom Kosimova Manager USAID/Tajikistan (992) 37 229 26 07, 

12 

mailto:wtrigg@usaid.gov
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dkosimova@usaid.gov  

16 Samantha Huffman TB/HIV Advisor USAID/Tajikistan (992) 37 229 26 07, 

12 
shuffman@usaid.gov  

State Foundation of Republican Center of Pharmaceutical Services and Medical Goods 
General Department 
(992) 93 93 93 915 

MSF 

17 Ms. Beatrice Lau Manager  (992) 93-800-29-93 

Save the Children 
Administrator 

(992 37) 224-77-68 

Project HOPE 
Administrator 

(992 37) 224 47 19 

SOROS TJ 

18 Nigora Abidjanova  (+992-47)4410728, 
4410750 

IOM 

19 Rukhshona Qurbonova  (992) 90 505 43 00  

WHO - Tajikistan 
Administrator 

(992) 701 14 72 31 

UNDP - Tajikistan 
Administrator 

(992) 93 99 99 016 

 
 

  

mailto:dkosimova@usaid.gov
mailto:shuffman@usaid.gov
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Uzbekistan 

# 
 

Name  Position Contacts 

Minister of Health of Republic of Uzbekistan 
 12, Navoiy str., Tashkent, Republic of Uzbekistan, 100011 

Tel.: +998 (71) 241-1691, +998 (71) 244-1033; web-site: www.minzdrav.uz 

1 Alimov Anvar 

Valiyevich 

Minister of MoH Tel.:+998(71) 239-48-08 

Fax: +998 (71) 244-10-33 
minzdrav@uzpak.uz 
 

2 Khudayarov 
Asilbek 
Anvarovich 

First Deputy Minister  Tel.: +998 (71) 239-19-54 
info@minzdrav.uz 

3 Sidikov 

Abdunomon 
Ergashevich   

Head, External Economic Relations 

Department 

Tel.: +998 (71) 150-33-74/75 

abdunomon.sidikov@minzdrav.
uz 

4 Mirazimov 

Doniyor  
Botirovich  

Head, Main Department on Organization of 

Medico-prophylactic Care 

Tel.: +998 (71) 244-14-90 

doniyor.mirazimov@minzdrav.u
z 
 
 

5 Omonov Botir 
Oblakulovich  

 

Chief Specialist, Main 
Department on Organization of Medico-

prophylactic Care 

Tel.: +998 (71) 244-14-90 
botir.omonov@minzdrav.uz 

 
 

6 Saydaliyev 
Saydmurod 
Saydganiyevic

h 

Deputy Minister 
Chief State Sanitary Doctor of the Republic of 
Uzbekistan  

Tel.:+998 (71) 239-41-60 
info@minzdrav.uz 

National Specialized Scientific-Practical Medical Center of Physiology and Pulmonology  
Ministry of Health , Republic of Uzbekistan 

Bldg 1, Alimova street, Shaykhantakhur district, 100086 Tashkent, Uzbekistan 
Tel.: +998 (71) 278-0470 

7 Tillyashaykho
v Mirzagaleb 
Nigmatovich  

Director  Tel.:+998 (71) 278-0470 
tmirza58@mail.ru 
 

8 Parpieva 
Nargiza 

Nusratovna 
 

Chief Phthisiatrician  
Ministry of Health, Republic of Uzbekistan 

Tel.:+998 (71) 278-0470 
nargizaparpieva@gmail.com 

 

9 Zayniddin 
Sayfutdinov 

Head of National Reference laboratory Tel.:+998 (71) 278-0470 
zayniddin.nrl@gmail.com 

The Republican Center of AIDS  

Ministry of Health , Republic of Uzbekistan 
Bldg. 12, Farkhad Street, Tashkent 100135, Uzbekistan 

Tel.:+998 (71) 276-3776; +998 (71) 140-0680 

10 Atabekov 
Nurmat 

Satiniyazovich 

Head   Tel.:+998 (71) 278-5946 
uzbekspid@yandex.ru 

 

Secretariat of Country Coordination Mechanism, 
Republic of Uzbekistan 

Bldg. 46, Bunyodkor Street., 700135, Tashkent, Uzbekistan 
Tel: +998(71) 120-0031 

11 Akramova 
Guzalkhon 
Sabitovna  

Manager 
 

Tel.: +998(90) 176-1052 
akrguz@rambler.ru 
 

The Republican DOTS Center  

http://www.minzdrav.uz/en/
mailto:minzdrav@uzpak.uz
mailto:info@minzdrav.uz
mailto:abdunomon.sidikov@minzdrav.uz
mailto:abdunomon.sidikov@minzdrav.uz
mailto:doniyor.mirazimov@minzdrav.uz
mailto:doniyor.mirazimov@minzdrav.uz
mailto:botir.omonov@minzdrav.uz
mailto:info@minzdrav.uz
mailto:tmirza58@mail.ru
mailto:nargizaparpieva@gmail.com
mailto:zayniddin.nrl@gmail.com
mailto:uzbekspid@yandex.ru
mailto:akrguz@rambler.ru
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Ministry of Health , Republic of Uzbekistan 
Bldg. 15, Shota Rustaveli Street., Tashkent, Uzbekistan 

Tel: +998(71) 256-2168; +998(71) 256-2167 

12 Jalolov 
Avazbek 
Jamoldin O’g’li 

Head Tel: +998(71) 256-2168 
a.jalolov@dots.uz 
 

13 Uzakova 

Gulnoz 
Tulkunovna  
 

manager of PIU granted by GFATM (TB) in 

Uzbekistan 

Tel: +998(71) 256-2168 

g.uzakova@dots.uz 
 

Republican Tuberculosis Dispensary #1, Republic of Karakalpakstan 
Bldg.10, J.Aymurzaev str, Nukus, Karakalpakstan  

Tel.:+998 (0) 3612226022; +998 (0) 3612228238 

14 Mambetkadiro

v Atabey 
Amanbaevich 

Chief Doctor Tel.:+998 (0) 3612226022 

kural_77@mail.ru 
 

Tashkent city Health Department 

Bldg.6, Amir Timur avenue, Mirabad district, Tashkent, Uzbekistan 
Tel: +998(71)233-9500; +998(71)233-6567 

15 Mamatjanov 
Bakhtiyor 
Abidovich 

Head  Tel: +998(71)233-9500 
guz_tashkent@minzdrav.uz 
 

Tashkent city TB Dispensary  
Bldg. 33/1, Lutfiy Street., Tashkent 100054, Uzbekistan 

Tel: +998(71) 288-2318; +998(71) 288-2317 

16 Kalandarova 
Lolita 

Nurullaevna   

Chief Doctor Tel: +998(71) 288-2318 
Lola_nur69@mail.ru 

 

Tashkent Region TB Dispensary  

Bldg.7b, Chupon-ota Street, Yakkasaray District, Tashkent, Uzbekistan  
Tel: +998(71) 250-8691; +998(71) 250-2994 

Fax: +998(71) 250-2673 

17 Sadikov 
Abduvakhit 

Chief Doctor +998(71) 250-8691 
tashkent.vssb@minzdrav.uz 

Bukhara Region Health Department 
Bldg.7,Gijduvoniy Street, Bukhara, Uzbekistan 

Tel: +998(0 365) 233-5387; +998(0 365) 223-2308 

Fax: +998(71) 250-2673 

18 Amonov 
Ikrom 
Istamovich 

Head Tel: +998(0 365) 233-5387 
bukhara.vssb@minzdrav.uz 

Bukhara Region TB Dispensary 

240 bldg., Namozgoh str., Bukhara, 210100,Bukhara Region, Uzbekistan 

Tel: +998(90) 510-0320 

19 Radjabov 
Bobokul 
Okmurodovich 

Chief Doctor   Tel: +998(90) 510-0320 
buhtbdots@mail.ru 

Navoiy Region Health Department 
Bldg.18, Tolstoy Street, Navoi, Uzbekistan 

Tel: +998(0 436) 223-2590; +998(0 436) 770-2148 

20 Usmonov 
Fazliddin 

Ruzimurodovi
ch 

Head Tel.: +998(94)657-8789 
navoiy.vssb@minzdrav.uz 

Navoiy Region TB Dispensary 
2A, Navoi str., Navoi city, Navoi Region, 210100, Uzbekistan 

Tel: +998 (0 436) 223-2590; Tel: +998 (90)500-8890 

21 Tolliev Safar Chief Doctor   Tel: +998 (90)500-8890 

mailto:a.jalolov@dots.uz
mailto:g.uzakova@dots.uz
mailto:kural_77@mail.ru
mailto:guz_tashkent@minzdrav.uz
mailto:Lola_nur69@mail.ru
mailto:tashkent.vssb@minzdrav.uz
mailto:bukhara.vssb@minzdrav.uz
mailto:buhtbdots@mail.ru
mailto:navoiy.vssb@minzdrav.uz
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Boboyarovich s.tolliev@ssb.uz 

Khorezm Region Health Department 

Bldg.16a, Gulyamov Street, Urgench, Uzbekistan 
Tel: +998(0 362) 226-3060; +998(0 362) 226-4566 

22 Tangriberdiev 
Kupalbay 
Raimberdievic

h 

Head Tel: +998(0 362) 226-3060 
xorazm.vssb@minzdrav.uz 
 

Khorezm Region TB Dispensary 
Chakka Sholikor village, Urgench, Khorezm region, Uzbekistan 

Tel: +998(0 362) 229-4173; +998(91) 912-5002 

23 Akhmedov 

Bakhodir 
Achilovich 

Chief Doctor   Tel:+998(91) 912-5002 

markina-1962@mail.ru 

Kashkadarya Region Health Department 
Bldg.28, Khanabad road, Karshi, Uzbekistan 

Tel: +998(0 375) 223-0364; +998(0 375) 223-0365 

24 Yuldashev 
Rustam 
Shavkatovich 

Head Tel: +998(0 375) 223-0364 
qashqadaryo.vssb@minzdrav.u
z 
 

Kashkadarya Region TB Dispensary 

114 bldg., Kizil Machit Street, Karshi, 180100 Kashkadarya region, Uzbekistan 
Tel: +998(0 375) 226-1472; +998(0 375) 226-1762 

25 Ashurov 
Tulkin 
Abdullaevich 

Chief Doctor   Tel: +998(0 375) 226-1472 
viloyatsil@mail.ru 

Samarkand Region Health Department 
Bldg.1, Kuksaray Street, Samarkand, Uzbekistan 

Tel: +998 (066) 235-17-68; +998 (066) 233-33-56  

26 Igamberdiev 
Bakhrom 

Nigmatovich 

Head  Tel: +998 (066) 235-17-68 
samarkand.vssb@minzdrav.uz 

 

Samarkand Region TB Dispensary  
Mironkul settlement, 104032 Samarkand region, Uzbekistan 

 Tel: +998 (066) 233-0212 

27 Nurullaeva 
Shoira 
Abdullaevna 

Chief Doctor Tel: +998 (066) 233-0212 
samobltb@mail.ru 
 

28 Yusupova 
Sayiyora 
Zaynievna  

DOTS specialist Tel: +998 (066) 233-0212 
samobltb@mail.ru 
 

USAID  

Bldg. 3, Moykurgan Street, Yunusabad-5, Tashkent, Uzbekistan  
Tel.: +998(71) 120-5450; Fax.: +998(71) 120-6335 

29 John Riordan USAID Country Director for Uzbekistan Tel.: +998(71) 120-5450 

jriordan@usaid.gov  
 

30 Ishanov 
Alisher 
Anvarovich  

USAID Project Management Specialist Tel.: +998(71) 120-5450 
aishanov@usaid.gov  

Medecins Sans Frontieres (MSF Uzbekistan) 
Bldg. 4, Konstitutsiya Street, Tashkent, Uzbekistan 

Tel.: Tel.: +998(71)  252-4031; Tel.: +998(71) 252-3233 

31 Andreas 
Bruender  

Head of Mission  Tel.: Tel.: +998(71)  252-4031 
uzbekistan-hom@oca.msf.org 

 

Project HOPE in Uzbekistan 

mailto:s.tolliev@ssb.uz
mailto:xorazm.vssb@minzdrav.uz
mailto:markina-1962@mail.ru
mailto:qashqadaryo.vssb@minzdrav.uz
mailto:qashqadaryo.vssb@minzdrav.uz
mailto:viloyatsil@mail.ru
mailto:samarkand.vssb@minzdrav.uz
mailto:samobltb@mail.ru
mailto:samobltb@mail.ru
mailto:jriordan@usaid.gov
mailto:aishanov@usaid.gov
mailto:uzbekistan-hom@oca.msf.org
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59, Mustakillik str., Tashkent, 100000, Uzbekstan 
Tel: + 998 (71) 2371634; + 998 (71) 2371635 

 

32 Kuchimov 
Abdunabi 

Director of Branch Office of Project HOPE  Tel: + 998 (71) 2371634 
akuchimov@projecthope.org 
 

Republican informational-educational center «INTILISH» 

45-A Usman Nasir street, Tashkent, Uzbekistan 
Tel: + 998(71)254-9226 

33 Tatyana 
Nikitina 

Director Tel: + 998(71)254-9226 
tatyana.nikitina@intilish.net 
 

  

mailto:akuchimov@projecthope.org
mailto:tatyana.nikitina@intilish.net
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Annex II: Bibliography of project studies and analyses 

 

Kazakhstan 

Evaluation Of A Psychological And Social Support Model For MDR-TB Patients In East 
Kazakhstan (Operational research) 

Main aims of the research were: 

1. What are the effects of individualized psychosocial patient support (PSS) are on treatment 
adherence and treatment outcomes in the region covered by the two PSS groups in 2012, and  

2. How is the program is appreciated by patients, health care staff and community leaders / local 
governments in order to assess how it can be improved further.  

 

Methodology: Data from 2012 collected and analyzed per quarter, divided by patient treatment 

category (I, II, IV) and Interviews with patients, their families’ members and health care staff to 
obtain insight in satisfaction with and bottlenecks for implementation of the PSS model. A cohort of TB 
patients registered in 2012 was included in the evaluation. Data were collected prospectively. The 

study population consisted of all adult TB ( ≥18 years) patients put on anti-TB treatment, registered in 
2012, who were inhabitants of the study area within  EKO:  

 

Summary of results: Provision of TB treatment regardless good program is still challenge due to intra- 
/ inter- and external factors affecting patients’ adherence to prescribed treatment regimen. PSS has 
been developed as support tool for medical treatment as main reasons for patients to discontinue their 
treatment is intrapersonal factors like disbelieve and low motivation to continue treatment, 

interpersonal factors, like miscommunication with HCW and family members and external factors- like 
money for family needs. Many patients were reported to have social risk factors endangering 
treatment completion, such as alcohol abuse and drug use. The proportion of patients with these risk 
factors was higher among MDR-TB patients, hereby explaining the higher proportion in need for 

support. The results from the PSSG assessment form also show that TB knowledge and motivation to 
complete treatment needed improvement. Preliminary results from Semei showed that most patients 

had excellent treatment adherence, but that among patients who interrupted treatment, half of them 
had interrupted more than once. During the in-patient treatment phase, more patients had missed 
anti-TB drug doses than among patients treated as out-patient. Both patient and health care worker 
interviews provided information on satisfaction with and opinions related to the PSS support model 
and TB care in general. They provided lessons learnt to be used for further general and setting-specific 
improvements (full report is available upon request).  

 

Evaluation of outpatient care in Akmola (Operational research) 

Main aim was to document implementation of the outpatient care model in Akmola through 
documenting the change in number and proportion of TB patients treated under the full outpatient 
care (i.e. outpatient care from the beginning or after a short hospitalization period), number and 
proportion of TB patients who receive social support during outpatient care and also documenting 

whether implementation of the outpatient care model (outpatient care with social support) leads to 
changes in treatment adherence and treatment outcomes 

 

Methodology: Data from 2012-2013 collected and analyzed per quarter, divided by patient treatment 
category (I, II, IV) and Interviews with patients, their families’ members and health care staff in the 
first half of 2014 to obtain insight in satisfaction with and bottlenecks for implementation of the 
outpatient care model.  

 

Summary of results: The final report will be available at the end of December 2014 
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Kyrgyzstan 

1. TB patient’s satisfaction poll on outpatient care treatment  
2. Field test of guidelines on TB among Health care workers  
3. Xpert coast effectiveness study  

4. Study of risk factors of lost to follow-up of DR-TB patients on second-line treatment 
5. Risk factors for late TB diagnostics (patient delay)  
6. Risk factors for delay in start of TB treatment (health systems delay) 

 

Tajikistan 

 

The Operational research “Risk factors associated with loss to follow-up from tuberculosis treatment in 

4 regions of Tajikistan” conducted in Tajikistan had 2 objectives:  

1. To assess risk factors for TB patients loss to follow-up (LTFU) in comparison with patients 

successfully treated, with a case control design, using paper based existing records. 
2. To assess what happens to TB patients loss to follow-up for treatment (alive or death/clinical 

status) by interviewing those who were lost to follow-up recently.  

 

Aim of the Operational research “Risk factors associated with loss to follow-up from tuberculosis 
treatment in 4 regions of Tajikistan” under Objective 1: 

The study aimed to assess risk factors associated with loss to follow-up and compare their occurrence 
with successfully treated (ST) patients. It focused on factors noted in the registers. Therefore, along 
with a few health facilities related factors, predominantly patient related factors were assessed. 

Methodology of the Operational research “Risk factors associated with loss to follow-up from 
tuberculosis treatment in 4 regions of Tajikistan” under Objective 1: 

A case control design was chosen for the project due to feasibility. The participants were drawn from 
the registers at all facilities in 20 districts in 4 regions. The sample includes 317 LTFU patients 

registered in 2011 and 2012 as cases and 628 ST patients as controls. Two controls were chosen for 
each case. The data was collected from the TB 03/03U and TB 01/01U registers as well as from the 
patient cards at the facilities. All locations of TB as well as all drug-resistant (DR) and drug-sensitive 
(DS) cases were included.  Multi-drug-resistant (MDR) TB patients were only included for 2011 
because MDR TB patients who started treatment in 2012 may still be on it as the treatment course in 

Tajikistan is 24 month. The Information from the records was directly entered into an electronic 
datasheet using Epi Data. After completion of data collection the dataset was transferred into IBM 
SPSS for statistical analysis. The analysis used was Binary Logistic Regression. 

The main findings of the Operational research “Risk factors associated with loss to follow-up from 
tuberculosis treatment in 4 regions of Tajikistan” under Objective 1: 

The majority of patients in the sample were male, between 19 and 40 years and living in rural areas. 

The majority of patients were sputum smear positive at baseline. The number of MDR TB patients lost 
to follow-up (n =19) were too small to be separately analyzed. 

The Univariate analysis showed an association with lower risk for LTFU for having EPTB (OR 0.51, CI 
(95%) 0.36 – 0.73), all age groups when compared to the most prevalent age group of 19-40 (0-18 
years: OR 0.33, CI (95%) 0.2 – 0.56; 41 – 60 years: OR 0.61, CI (95%) 0.46 – 0.93; >60 years: OR 
0.54, CI (95%) 0.32 – 0.93) and Still studying (OR 0.43, CI (95%) 0.22 – 0.84). Positive association 
was found for having side effects (OR 2.42, CI (95%) 1.48 – 3.96), drug abuse (OR 4.34, CI (95%) 

1.08 – 17.5). The multivariate analysis showed a significantly positive association with LTFU for the 
factors migration to another country (OR 9.1, CI (95%) 6.18 – 13.18), moving within country (OR: 
9.02, CI (95%) 3,9 – 20.83) and male sex (OR 1.8, CI(95%) 1.37 – 2.41). Further no sputum smear 
results at baseline (OR: 0.61, CI (95%) 0.4-0.9) was associated with a lower risk for LTFU.  

Conclusions of the Operational research “Risk factors associated with loss to follow-up from 
tuberculosis treatment in 4 regions of Tajikistan” under Objective 1: 

Migration and Moving within country were the predictors most prevalent with around 50% of patients 

LTFU migrating out or moving. Therefore implementation of measures to complete treatment may 
lower numbers of patients LTFU dramatically. Strengthening communication between health facilities 

within Tajikistan and increase information for patients moving from one region to another about 
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possibilities to continue treatment are crucial measures in order to support this group of patients in 
treatment completion. For patient migrating out of country it is important to expand international 
measures such as the package for TB control and care.  

Methodology of the Operational research “Risk factors associated with loss to follow-up from 

tuberculosis treatment in 4 regions of Tajikistan” under Objective 2: 

This study had an explorative quantitative design. The purposeful convenient sampling was chosen in 
line with the sampling methods of the first study on LTFU (report 1) to increase comparability and 
efficiency. The study population consisted of patients LTFU registered for treatment in the included 
regions in 2013. The expected numbers of patients to be found were estimated based on the numbers 
of LTFU in 2012 due to lack of treatment outcome data from 2013 at the time of design of the study. 
The expected number of patients in the registers was 168. Among those roughly 30% (50) were 

expected to be available for interview. Pre-LTFU information on these patients was taken from the 
registers. The information on the status of patients after LTFU was obtained by questionnaire based 
interviews. The patients were interviewed by telephone or visited at addresses noted in the registers 

and in case of presence and consent interviewed on their situation. Data was entered in SPSS and 
analyzed by using descriptive statistics. 
 

The main findings of the Operational research “Risk factors associated with loss to follow-up from 
tuberculosis treatment in 4 regions of Tajikistan” under Objective 2: 

Among the expected 168 patients expected to be LTFU according to national data only 82 (49%) were 
found in the registers. Among these, according to medical staff, 55% were LTFU due to migration and 
those were likely to be alive. Twenty interviews with patients or their family members could be 
conducted. This low number indicates results should be interpreted in a qualitative rather than 
quantitative way. Nine of those interviewed still had symptoms of whom 5 longer than two weeks and 

three of those were not on retreatment yet. In total 7 patients started retreatment. Therefore at least 
10 patients (50% of those interviewed) still had TB. The socio- economic status of the majority was 
low with 50% just able to pay for food and 15% not having sufficient food. The knowledge on causes 
of TB was rather poor, with none of the patients interviewed being aware of bacteria as causing TB. 

Important reasons mentioned for treatment interruption were perceived treatment to be completed 
(30%) and stigma (15%). 

 

Conclusions of the Operational research “Risk factors associated with loss to follow-up from 
tuberculosis treatment in 4 regions of Tajikistan” under Objective 2: 

The results show that migration to another country, perceived treatment completion and stigma were 
the major reason for loss to follow-up.  At least half the patients LTFU who could be interviewed still 
have TB. Health staff should be supported to find LTFU patients and assist them to restart treatment. 
It is also recommended to increase cross border cooperation in TB treatment and control.  Further 

improved health education and social support should be provided to increase treatment adherence. 
Stigma reduction activities should be developed. 
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Annex III: Bibliography of project tools 

Below is a list of tools that were developed with support from TB CARE I projects in the CAR region 

from 2010-2014. Please contact the project staff for copies of or links to any of the listed documents. 
 
Kazakhstan 

1. Protocol on organization of full outpatient care and psychosocial support to TB/MDR-TB patients in 
Akmola oblast 

2. National Xpert strategy with algorithm and protocol 

3. National Plan for GeneXpert Maintenance and Troubleshooting 
4. PMDT training module 
5. TB IC training module 
6. MDR TB guideline, including 10 PMDT protocols  
7. TB IC guideline 
 

Kyrgyzstan 

1. National program Tuberculosis IV on 2013-2016 years 
2. National M&E plan 
3. National plan of development TB laboratory service with Xpert implementation strategy and 

Guidelines on Maintenance of laboratory equipment  
4. National TB program website: ntp.kg 
5. Guidelines and protocol on management of DR TB 
6. Guidelines and protocol on management TB in children 

7. Guidelines on palliative care of TB patients  
8. Guidelines and instructions on TB IC with check list for external monitoring by SES 
9. Order on implementation of outpatient care of TB patients in Bishkek city 
 
Tajikistan 

1. Protocol on improvement of ambulatory care and psycho-social support of TB patients in pilot 

districts of TB CARE I Project (Dangara, Temurmalik) developed for medical providers of district TB 

Centers  in Tajik, English and Russian languages 

2. SOP/instruction “Right respirators applications” developed for TB and PHC medical providers in 

Tajik and Russian languages 

3. SOP/instruction  “Fit test conducting” developed for TB and PHC medical providers in Tajik and 

Russian languages 

4. SOP/instruction  “Use of TB IC measurement equipment” developed for TB and PHC medical 

providers in Tajik and Russian languages 

5. SOP/instruction on TB IC: “Triage of patients in TB facilities of the Republic of Tajikistan” 

developed for TB and PHC medical providers in Tajik and Russian languages 

6. SOP/instruction on TB IC: “Standard Operation Protocol on TB IC measures in ambulatory facilities 

of the Republic of Tajikistan” developed for TB and PHC medical providers in Tajik and Russian 

languages 

7.  Instruction “GeneXpert MTB/RIF introduction in the Republic of Tajikistan” developed for TB and 

PHC providers in 3 languages (Tajik, English and Russian) 

8. Protocol “Organization of collection and transportation of pathological materials for laboratory 

testing in frame of TB Program of the Republic of Tajikistan (Districts: Dangara, Temurmalik, 

Rasht, Nurobod, Tojikobod, Jirgital, Tavildara, Baljuvan and Farhor) developed for specialists of TB 

centers in 3 languages (Tajik, English and Russian) 

9. Instruction “Revised definitions and order of filling in of the Reporting-and-Recording TB Forms 

accordingly to the last WHO recommendations in framework of National TB Program of the 

Republic of Tajikistan for 2010-2015” developed for TB specialists in 3 languages (Tajik, English 

and Russian) 

10. “National Manual on management of MDR TB patients” was revised, printed in 2 languages (Tajik 

and Russian) 
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11.  SOPs on Gene Xpert MTB/RIF developed for laboratory specialists in Russian language 

12. Manual on palliative care for TB patients developed for TB specialists in 3 languages (Tajik, English 

and Russian) 

13. “Sanitary norms and rules for TB facilities” developed in 3 languages (Tajik, English and Russian). 

 
Uzbekistan 

1. National Consolidated Action plan for 2011-2015, 2012 

2. Update to National Consolidated Action plan for 2011-2015, 2013 

3. National strategy on Xpert MTB/RIF implementation 

4. Protocol on improvement of ambulatory care and psycho-social support of TB patients 

5. Guidelines on TB Infection control 

6. Guidelines on psychosocial support of TB patients (in collaboration with Partnership for TB control) 

7. Consolidated order on TB control (in collaboration with Partnership for TB control) 
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Annex IV: Bibliography of project educational materials 

Below is a list of educational materials that were developed with support from TB CARE I projects in 

the CAR region from 2010-2014. Please contact the project staff for copies of or links to any of the 
listed documents. 

 

Kazakhstan 

1. PMDT training module 
2. TB IC training module 

 

Kyrgyzstan 

Training modules on: 

1. Program management of DR TB for doctor and nurses  

2. Management TB in children 
3. Infection control 
4. Palliative care of TB patients 

5. Guidelines on TB country wide for doctors and nurses. It is implemented in postgraduate 
medical institute. 

 

Tajikistan 

1. Poster on improvement of ambulatory care in pilot districts, developed in Tajik, English and 
Russian languages 

2. Poster on GeneXpert implementation in pilot districts, developed in Tajik, English and Russian 

languages 
3. Poster on PMDT implementation in TB CARE I pilot sites, developed in Tajik and Russian 

languages 

4. Placard “Hygiene of cough”, developed for general population in Tajik and Russian languages 
5. Placard “Right use of respirators”, developed for TB and PHC providers in Tajik and Russian 

languages  

6. Placard “TB IC measurement equipment”, developed for TB and PHC medical providers in Tajik 
and Russian languages 

7. Twelve training modules on TB IC for target medical workers: PHC and TB specialists, 
laboratory assistants, paramedical staff of TB and PHC facilities in Tajik and Russian languages 

8. Training materials for trainings on GeneXpert MTB/RIF, developed for TB and PHC medical 
providers in Russian language 

9. Training module for Trainers “Management of MDR TB patients” developed for TB specialists in 

Russian language 
10. Placard “Rapid laboratory TB diagnosis tools – GeneXpert testing” developed  for general 

population in Tajik and Russian languages 
11. Placard “Rapid laboratory TB diagnosis tools – GeneXpert testing” developed for medical 

providers in Tajik and Russian languages. 

 

Uzbekistan 

1. Training modules on: 
- Programmatic management of DR TB 
- psychosocial support of TB patients  

2. Training materials for trainings on Xpert MTB/RIF, developed for TB and PHC medical providers 
3. Training materials for trainings on TB infection control, for TB medical providers 
4. Brochure “TB is curable”, developed for TB patients , including prisons 
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Annex V: Performance Monitoring Plans 

Below is a list of performance monitoring plans (and results) per country and year that accompany this report.  
 
 

Kazakhstan 

 Outcome Indicators 
 

Year 1 Year 2 Year 3 Year 4 Comments 

Target 
 

Result Target 
 

Result Target 
 

Result Target 
 

Result 

Universal 
Access 

 

Percent of (MDR) TB patients put on full 
outpatient care in Akmola and East Kazakhstan 
regions  
 

10% 
 

25% 27% 491/1,53
4 (32%) 

 

30% 268/983 
(27%) 

30%  
 

167/548(30%
) 

Outpatient  model of the Akmola 
oblast started  from developed 
disciplinary group and 
developed the protocol on the 
outpatient model of care for 
Akmola in 2012. Thanks to this, 
TB CARE I met the target – 
30% of MDR TB patients were 
put on full outpatient care in 
APA4  

National policy document on outpatient care 
introduced at national level 

   
 

No Yes Ministry of Health and National 
TB Program took Akmola pilot 
as a model for scale up in the 
country and included in the 
Kazakhstan National  Strategic 
Plan for 2014 – 2020 (approved 
in May 2014) 

Percent of MDR TB patients in prisons put on 
SLD treatment 

30% 30% 45% 45% 60% 60%  85% 85%  

Laboratories Ensured optimal use of new approaches for 
laboratory confirmation of TB and incorporation 
of these approaches in national strategic 
laboratory plans 

 4 GeneXpert 
machines and 

2,880 cartridges 
were procured for 
pilot sites: Almaty 

city TBD, NRL, 
Akmola and East 

Kazakhstan 

   

Rapid tests conducted  5,900  

 

5,906 

(100%)  

6500 7573 

(116%)  

5500 6435 (117%) The number of Xpert tests 

decreased from 7,573 in APA3 
to 6,435 in APA4 since Xpert 
testing was not conducted for 
1.5 months in Akmola oblast TB 
dispensary due to the issues 
with equipment and in Almaty 
city TB dispensary – only 3 
modules out of 4 worked. Also 
additional Xpert machines were 
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installed in Semey (EKO region) 
and Talgar (Almaty oblast), 
supplied by GF. 

Patients diagnosed with GeneXpert  TB 38% 
RIF res 

48  

TB 2,302 
(39%) 
RIF res 
46,9%  

TB - 42%  
RIF res  

-50% 

TB - 
2,936 
(42%)  
RIF res 
- 50% 

TB – 
44% 

RIF res 
48% 

TB – 2,082 
(44%) 

RIF resistance 
965 (46%) 

The MTB positivity rate was 
lower than it was planned, 
because these: Despite clear 
description of risk groups 
eligible for Xpert MTB/RIF 

testing and risk assessment 
procedure, the quality of 
patients’ selection is still 
questionable particularly at the 
district level because clinicians 
do not fully understand the 
basis of Xpert MTB/RIF test.  
 

Infection 
Control 
 

TB-IC measures included in the overall national 
IPC policy 

   no Yes SES regulatory documents 
(such as SanPin, government 
order# 309) have been revised, 
and is still awaiting MoH 
approval 

“FAST” strategy has been adapted and adopted    NO Yes Two TB facilities in EKO and 
four TB facilities in Akmola 
(50%) are implementing 

FAST strategy 
Facilities implementing TB IC measures with TB 
CARE support 

  18 in EKO 
and 23 
HCWs in 
Akmola  

18 HCWs 

in EKO 

and 23 

HCWs in 
Akmola 

oblast 

from TB 

service 

and SES 

were 

trained in 

TB IC risk 

assessme

nt and 
facility IC 

plan 

developm

ent 

12 12 TB facilities 
of Akmola and 
EKO 
implementing 
IC measures  

 

National TB-IC guidelines that are in 
accordance with the WHO TB-IC policy have 
been approved 

  No No No No National TB IC guidelines 
introduced in all TB facilities 
of Akmola and EKO oblasts 

but not still approved by the 
MoH 
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PMDT 
 

XDR TB protocol on diagnostic, treatment and 
care developed 

 No Yes    

Training module on M/XDR TB care developed  No Yes    

MDR TB guidelines revised and adapted  No Yes    

MDR TB patients put on SLD treatment 
 

  Akmola 
oblast – 

90%  
 EKO - 
90%  

Akmola 

oblast – 

90% 
(396/440) 

 EKO - 90% 

(702/780) 

   

HSS People trained using TB CARE I funds  8 6  
(male 2, 
female 

4) 
(100%) 

182 182 
(100%) 

(male 59, 
female 
123) 

536 539 (male 
136, 

female 
403) 

(101%) 

 

M&E, OR, 
and 
Surveillance 
 

Development of the national M&E plan   No Yes  
 

 

The percentage of penitentiary institutions with 
validated electronic data in a quarter 

   85% 29/35 
(100%) 

 

The percentage of oblast TB facilities using the 
national electronic M&E system for 
implementation of the National Strategic Plan. 

   17 100% (17 
/17) 

 

OR study results disseminated    1  
 

1 (100%) 2  2 (100%)  
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Kyrgyzstan. 

TB CARE I Monitoring and evaluation indicators: APA1 (6 month)-APA4 

 
Expected 
Outcomes 

Outcome 
Indicators 

Indicator 
Definition 

Baseline Targe
t 

Resul
t 

Baselin
e/ 
Y1  

Target Result Baseline/ 
Y2  

Target Result Baseline/ 
Y3  

Target Result 

Y1 Y1 Y2 Y2 Y3 Y3 Y4 Y4 

Universal Access 

 Increased 
quality of 
TB 
services, 
delivered 
among all 
care 
providers 
(Supply) 

Prison with 
DOTS 

Coverage of 
prisons 
providing  
DOTS  
# 

   2/3 
(66%) 
(2011) 

1 
(100%) 

1(100
%) 
 

      

Outpatient 
care model 
approved 
and 
implemented 

Protocol on 
outpatient 
model of care 
(approved). 
Value: Yes/No 
 

   no 
(2011) 

yes no       

Transition 
from prison 
to civil 
sector to 
continue TB 
treatment 

Hand- over of 
ex-prisoners to 
civil sector 
represent.: 
MoH, Social 
protection 
ministry, MIA, 
local and 
municipal 
governments 
and NGOs 

      0 (2012) 10  10    

Implementat
ion of 
outpatient 
care 
 

Status of the 
ambulatory 
care model.  
Value: 0,1,2,3 
 

      1 = The 
country has 
piloted at 
least one 
outpatient 
care 
intervention
s (2012) 

2 = The 
country 
has a 
outpatient 
care 
model 
 

2 = The 
country 
has a 
outpatien
t care 
model  

   

  Outpatient 
care model 
implemented 
in new 
project sites 
(Bishkek) 
 

# of PHC 
facilities in 
Bishkek city 
with 
implemented 
outpatient care 
model. 

         2(10%) 8 FMC/10 
(in two 
rayons; 

53% 
from 19 
in total) 

6 
FMC/8 
Family 
Medicin

e 
Centers 
(75%) 
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Expected 
Outcomes 

Outcome 
Indicators 

Indicator 
Definition 

Baseline Targe
t 

Resul
t 

Baselin
e/ 
Y1  

Target Result Baseline/ 
Y2  

Target Result Baseline/ 
Y3  

Target Result 

Y1 Y1 Y2 Y2 Y3 Y3 Y4 Y4 

Value: # sites  

Laboratories 

 Ensured 
quality of 
laboratory 
testing to 
support the 
diagnosis 
and 
monitoring 
of TB 
patients 

A national 
strategic 
plan 
developed 
and 
implemented 
for providing 
the TB 
laboratory 
services  

 
A national 
laboratory 
plan has 
been 
developed  
Value: 
0,1,2,3 
 

 

      0 (2012) 2= LAB 
annual 
impleme
ntation 
plan and 
budget is 
available 
for the 
current 
year 

2  2  2  2  

 Ensured 
optimal use 
of new 
approaches 
for 
laboratory 
confirmatio
n of TB. 
plans 

Xpert 
strategy 
developed 
and included 
into the 
National 
Laboratory 
plan 

Technical 
working group 
on Xpert 
MTB/Rif 
established at 
National level 
Value: yes/no 

   No 
(2011) 

yes yes       

 Diagnostic 
sites offering 
advanced 
technologies 
for TB or 
drug-
resistant TB 

 
Number of 
diagnostic 
sites, in which 
GeneXpert 
MTB/RIF, 
HAIN 
MTBDRplus or 
liquid 
culture/DST 
are 
implemented 
and routinely 
used.  
Value:#sites 
 
 

 

      3 (2012) 7 7 0 0 2 
(additio
nal 
Xpert 
sites) 
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Expected 
Outcomes 

Outcome 
Indicators 

Indicator 
Definition 

Baseline Targe
t 

Resul
t 

Baselin
e/ 
Y1  

Target Result Baseline/ 
Y2  

Target Result Baseline/ 
Y3  

Target Result 

Y1 Y1 Y2 Y2 Y3 Y3 Y4 Y4 

Infection Control 

 Increased 
TB IC 
Political 
Commitme
nt 

National TB-
IC guidelines 
that are in 
accordance 
with the 
WHO TB-IC 
policy have 
been 
approved 

 
The TB-IC 
guidelines 
must have 
been approved 
by the NTP or 
MOH.  
Value: yes/no 
 

 

   no yes no no (2012) yes yes    

  TB-IC 
measures 
included in 
the overall 
national IPC 
policy 

TB IC 
instructions 
approved by 
MoH.  
Value: yes/no 

         no yes yes 

 Scaled-up 
implementa
tion of TB-
IC 
strategies 

Facilities 
implementin
g TB IC 
measures  

 
Facilities that 
received 
support for 
implementatio
n of TB IC 
measures.  
Value: # of 
sites 

 

      0 (2012) 7/28 
 

7/28 
(100%) 
 

7 13/21 13/21 
(100%) 
total 
implem
entatio
n in 20 
TB 
facilitie
s out of 
28 

  “FAST” 
strategy has 
been 
adapted and 
adopted 

"FAST" 
Strategy has 
been adapted 
and adopted 
in the National 
TB IC 
guideline 
approved by 
MoH.  
Value: 0,1,2,3 

         2 = 
“FAST 
strategy” 
has been 
piloted 
(13 
facilities) 

2  2  

 Strengthen
ed TB IC 
Monitoring 
& 
Evaluation 

Training on 
TB IC M&E 
conducted 

Number of 
specialists in 
country 
trained in TB-
IC and  IC 

0 12 16 
(<10
0%) 
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Expected 
Outcomes 

Outcome 
Indicators 

Indicator 
Definition 

Baseline Targe
t 

Resul
t 

Baselin
e/ 
Y1  

Target Result Baseline/ 
Y2  

Target Result Baseline/ 
Y3  

Target Result 

Y1 Y1 Y2 Y2 Y3 Y3 Y4 Y4 

M&E and 
skilled in use 
of IC 
equipment 

 Improved 
TB-IC 
human 
resources 

Training of 
trainers on 
TB IC 
conducted 

A team of 
trained 
trainers in TB 
IC is available. 
Value: # of 
people 

   0 yes Yes 
(16)  

      

Programmatic Management of Drug-Resistant TB (PMDT) 
 

 Improved 
treatment 
success of 

MDR TB 

MDR TB 
patients who 
have 

completed 
the full 
course of 
MDR TB 
treatment.  

MDR TB 
patients who 
have 

completed the 
full course of 
MDR TB 
treatment 
regimen and 
have ss- . 

      42.2 
(545/230) 
2009 

50 
 
2010 

51.5 
(441/227
) 

2010 

   

A 
functioning 
National 
PMDT 
coordinating 
body 

National PMDT 
coordinating 
body has been 
established, 
recognized by 
the MoH.  
Value: # of 
bodies 

      Yes (1 
National 
PMDT 
coordinatio
n body, 
2012) 

Yes 
(decentra
lization) 

Yes  
(4 PMDT 
bodies) 

Yes  
(4 PMDT 
bodies) 

Yes 
(decentra
lization) 

Yes  
(11 
PMDT 
bodies) 

 Improved 
X/MDR TB 
manageme
nt in 
children   
 

Guidelines on 
TB in children 
are being 
developed 
 

Value: yes/no    no yes yes 
(approv
ed by 
MoH) 

      

Health System Strengthening 

 TB control 
component
s (UA,LAB, 
TB IC, 
PMDT, 
M&E,OR)  

Health care 
workers at 
all levels 
trained 

Health care 
workers at all 
levels trained. 
Value: # of 
people  

   5 
(2011) 

62  
 

50 
(80%) 
  

50 (2012) 342  283 
(82%) 

238 337 471 
(140%) 
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Expected 
Outcomes 

Outcome 
Indicators 

Indicator 
Definition 

Baseline Targe
t 

Resul
t 

Baselin
e/ 
Y1  

Target Result Baseline/ 
Y2  

Target Result Baseline/ 
Y3  

Target Result 

Y1 Y1 Y2 Y2 Y3 Y3 Y4 Y4 

Monitoring, Evaluation & Surveillance 
 

 Improved 
capacity of 
NTPs to 
analyze 
and use 
quality data 
for the 
manageme
nt of the TB 
program 

NTP provides 
regular 
feedback 
from central 
to 
intermediate 
level 

 
NTP prepares 
and 
disseminates 
regular, 
written and 
comparative 
feedback 
based on 
analysis of 
national 
surveillance 
and 
programmati
c data.  
Value: yes/ 
no 
 

 

      No (2012) yes yes    

  OR study 
results 
disseminate

d 

Three OR 
finalized. 
Value: # of 

OR  

         0 3 4 
(130%) 
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Tajikistan 

TA Outcome Indicators  
 

Year 1  Year 2  Year 3   Year 4  Comments 

Target Result Target Result Target Result Target Result 

Universal 
Access 

 

Coordination 
mechanism between 
civil and prison TB 
services exist 

 

  Yes No     The draft Interagency Plan on TB 
control program coordination 
between general and prison TB 
services was developed and 
submitted to Thematic Working 
Group for further consideration. 

 Development of the 
Protocol of 
outpatient model of 
care including 
patient support 
system 
Indicator 

  Yes No     In APA2, the analysis of site 
capacities and needs for piloting 
outpatient model of care was 
performed for pilots sites (Dangara, 
Temurmalik). Given the late start of 
the program, it was only possible to 
conduct an initial review of 
outpatient care in APA2. 

 Analysis of legal 
basis on access to TB 
service for migrants 

        All activities scheduled on APA 2 
related to TB in migrants were 
cancelled at the request of NTP and 
MOH, which do not consider it a 
priority for TB CARE, citing 
involvement of other partners, 
including IOM. 

 Childhood TB 
approach 
implemented 

    3  3   In APA3 it was planned to develop 
childhood TB protocol and train 
pediatricians, TB and PHC doctors 
on developed protocol. However, 
this activity was canceled due to 
the fact that the childhood TB 
protocol was recently developed by 
MSF, and NTP made a decision to 
incorporate this protocol into NTP 
Childhood TB Guideline. TB CARE I 
facilitated childhood TB trainings for 
TB clinicians and family physicians 
from national and oblast levels. 

 Protocol on 
Outpatient Care 
developed and 
implemented in 
pilots 

    Yes Yes   TB CARE I supported development 
of the “Protocol on Strengthening 
TB/MDR-TB Patients’ Outpatient 
Care and Provision of Psychosocial 
Support of Patients in TB CARE I 
Project Sites”. The protocol was 
developed and approved by NTP 
(Order #12, July 15, 2013) 
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 Number of TB/MDR-
TB patients put on 
outpatient care in TB 
CARE pilots 

    320 
(66%) 

274 
(58% 
out of 
472 TB 
and 
MDR-TB 
patients 
registere
d in TB 
CARE I 
pilots in 
APA3) 
 

  Temurmalik – 47 (47 TB/0 MDR-
TB), Dangara – 79 (72 TB/7 
MDR/TB), Rasht – 35 (35 TB/0 
MDR-TB), Nurobod – 20 (20 TB/0 
MDR-TB), Tavildara – 9 (9 TB/0 
MDR-TB), Tojikobod -56 (54 TB/2 
MDR-TB) and Jirgital -28 (28 TB/0 
MDR-TB).  
Due to the fact that implementation 
of outpatient care started at the 
end of July 2013 (after approval of 
Protocol on Outpatient Care and 
PSS by NTP) the target was not 
reached. Implementation activities 
will be done in APA4. 

 Number of TB cases 
(all forms) diagnosed 
in children 0-4 

      20 
(estimated 
number of 
diagnosed 

children (0-
4) in 9 TB 

CARE I pilots 
districts) 

35 Measured annually: 35 is the 
number of TB cases (all forms) 
diagnosed in children 0-14 

 Percent of (MDR) TB 
patients put on full 
outpatient care in TB 
CARE I pilots 
 

      Dangara – 
50% MDR TB 
patients put 
on full 
outpatient 
care,  
Temurmalik – 
45% MDR TB 
patients put 
on full 
outpatient 
care 
Rasht area – 
30% MDR TB 
patients put 
on full 
outpatient 
care 
2 new TBD – 
30% MDR TB 
patients put 

on full 
outpatient 

care 

Percent of MDR TB 
patients put on full 
outpatient care in 
9 TB CARE I pilots 
in APA4: 
 
Dangara – 45% 
(4/9); 
Temurmalik – 33% 
(3/9); 
Rasht area (5 
districts) – 58.3% 
(7/12): 
 (Rasht – 100% 
(2/2); 
 Tojikobod – 100% 
(1/1); 
Nurobod – 20% 
(1/5); 
Jirgital – 
75%(3/4); 
Tavildara – 0%); 
2 new TB CARE I 
pilots in Khatlon 

44,4 % (24/54) of MDR TB patients 
put on full outpatient care in 9 TB 
CARE I pilots in APA4 
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Region: 
Farhor – 36.3% 
(8/22);  
Baljuvan – 100% 
(2/2) 
Total: 44,4% 
(24/54) 

 Percent of (MDR) TB 

patients receiving 
patient support (TB 
CARE I supported) 
 

      100% (100 

MDR TB 
patients from 

TB CARE I 
pilot sites) 

100% (100 MDR TB 

patients from TB 
CARE I pilot sites) 

 

Laboratories Set up a system for 
Xpert MTB/Rif 

implementation in 
the country 

  Yes No     Strategy for Xpert MTB/Rif 
implementation in Tajikistan is 

close to being finalized and will be 
submitted to NTP in October 2012 

 Diagnostic sites 
offering advanced 
technologies for TB 
or drug-resistant TB 

    5 5   1 site (Rasht district) has 1 
functional Xpert machine, installed 
with TB CARE I support. This 
machine supports 5 pilot sites 
(Rasht, Tojikobod, Nurobod, 
Tavildara and Jirgital) in Rasht 
area. 

 Rapid tests 
conducted 

      Xpert 
MTB/RIF in 

Rasht – 
2,000 tests 

Number of rapid 
tests conducted in 
APA4 is 1268 
(1250 for 
presumptive New 
TB and 18 for 
presumptive MDR 
TB) 

Xpert MTB/RIF tests conducted by 
one Xpert MTB/RIF machine 
installed in TB CARE I pilot site 
(Rasht)  

 Patients diagnosed 
with GeneXpert 

      Patients 
detected with 

Xpert 
MTB/RIF in 
Rasht area: 

 
 

TB - 80 
RIF resist - 

32 

Number of patients 
detected with 
Xpert MTB/RIF in 
Rasht area in 
APA4: 

For presumptive 
New TB cases: 
TB - 80 
RIF resist – 11 
For presumptive 
MDR TB cases: 
TB – 4 
MDR TB - 3 

 

Infection 
Control 

Revised National TB-
IC plan and 
addressed TB-IC 

  Yes No     The National TB-IC plan has been 
developed recently (end of 2011) 
by NTP and PIU UNDP. Therefore, 
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 activities in prisons  

 
the revision of the National TB-IC 
Plan was cancelled 

 A team of trained 
trainers in TB IC is 
available 

 

  Yes No     Due to the delay in starting TB 
CARE in Tajikistan some activities, 
including the training of trainers on 
TB IC, were not completed and had 
to be carried over to APA3 

 Revision of 
Normative 
documents on TB-IC 

 

    2 1   TB CARE I supported NTP in 
reviewing the existing national TB-
IC normative documents. A report 
was prepared and the results from 
the review were presented in a 
TWG meeting. In spite of this fact, 
NTP did not initiate the process of 

the revision of the existing TB-IC 
normative documents. 

 Facilities 
implementing TB-IC 
measures with  TB 
CARE support 

    7  7    

 Regular monitoring 
visits from central 
level conducted 

    15 12 (80% 
of 
target) 

  To ensure consistent quality of TB 
CARE I technical assistance the 
numbers of health facilities to be 
visited in APA3 were reduced to 12. 
The rest TB health facilities will be 
visited within APA4. 

 Number of medical 
specialists trained on 
TB-IC in pilots based 
on new Guideline on 
TB-IC 

    60 64 (55 
males/9 
females) 

   

 Facilities 
implementing TB-IC 
measures with TB 
CARE support 

      9 
 

9  
 

 

 Strengthened TB-IC 
Monitoring & 
Measurement  

      13 (100%) 13 (100%)  

PMDT 
 

PMDT in civil TB 
service and prisons 
has been assessed 

  Yes Yes      

 Number of medical 
specialists trained on 
PMDT in pilots 

    228 254 (188 
males/66 
females) 

   

 Number of facilities 
in which regularly  
PMDT monitoring 

    12 12     
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visits conducted 

 MDR-TB patients 
who have completed 
the full course of 
MDR-TB treatment 
regimen and have a 
negative sputum 
culture 

    73 n/a   In TB CARE I pilots Dangara and 
Temurmalik, enrollment of MDR-TB 
patients in treatment was started in 
July 2012. In five districts of Rasht 
area, this process became possible 
in August 2013 after arrival of SLDs 
in July 2013. Now all enrolled 

patients are still under the 
treatment and have not completed 
the full course of MDR-TB 
treatment. 

 Number of MDR 
cases diagnosed 

      60 70 Number of MDR TB cases diagnosed 
in 9 TB CARE I pilots in APA4 is 75 

 Number of MDR 
cases put on 
treatment 

      Dangara, 
Temurmalik – 
35 (80)% in 

2013 
Rasht area 

(Rasht, 
Nurabad, 
Tojikobod, 
Tavildara, 

Jirgital) -15 
(100)% in 

2013  
 2 new 
district 

(TBD)-0% - 
2013 

Dangara, 
Temurmalik – 

100%, Rasht area 
(Rasht, Nurabad, 

Tojikobod, 
Tavildara, Jirgital) 

– 100%, 
 2 new district 

(Farhor, Baljuvan) 
– 100% 

Total number of MDR TB cases put 
on treatment in APA 4:  
Dangara - 14 (100%),  
Temurmalik – 12 (100%), 
Farhor 26 (100%), 
Baljuvan – 5 (100%), 
Rasht – 2 (100%),  
Nurabad – 8(100%), Tojikobod – 3 
(100%),  
Tavildara - 0,  
Jirgital – 5 (100%) 

 MDR TB patients who 

have completed the 
full course of MDR 
TB treatment 
regimen and have a 
negative sputum 
culture 

      70% 75% (12/16)  

TB/HIV 
 
 

TB/HIV care in civil 
and prison sectors 
has been assessed in 
the last year 

  Yes Yes      

HSS 
 

Supervisory visits 
conducted according 
to country 
supervisory 
standards 

  100% 
(2 out 
of 2 
planned
) 
 

0%     Supervisory visits on TB control in 
prisons were cancelled due to fact 
that many other agencies are 
involved in prisons, and MoH 
recommended that TB CARE I focus 
more on other component of TB 
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control. 

 People trained using 
TB CARE funds 
People trained using 
TB CARE funds 

  68 68 
health 

professio
nals (47 
females 
and 21 
males) 
were 

trained 

     

 TB CARE-supported 
supervisory visits 
conducted 

    54 
 

28 (52% 
of 
target) 

  Some visits were combined (visits 
on PMDT with Xpert, monitoring on 
outpatient care with visits on 
psychosocial support). Monitoring 
visits on outpatient care and 
psychosocial support were 
postponed due to late approval of 
the protocol. 

 TB CARE-supported 
supervisory visits 
conducted 

      90  
(10 visits to 

9 sites) 

78  

 People trained using 
TB CARE funds 

      885 915  

M&E, OR, 
and 
Surveillance 

 

An electronic 
recording and 
reporting system for 
routine surveillance 
exists at national 
and/or sub-national 
levels 

  Yes No     In APA 2 Due to the delayed start 
of TB CARE in Tajikistan, the 
activities under this technical area 
were not completed and had to be 
carried over to APA3. 

 

 Recording and 
reporting system 
(paper-based) for 
routine surveillance 
exists at national, 
oblast and district 
levels, revised 
according to latest 
WHO 
recommendations 
and approved by 
MoH 

    3 3   In order to follow up the request 
from NTP to facilitate the process of 
revision of definitions and R&R 
forms in accordance with WHO 
recommendations, TB CARE I 
conducted four TWG meetings in 
August-September 2013. The draft 
of the instruction on data collection 
based on revised R&R forms will be 
finalized and submitted to NTP in  
November, 2013 

 Number of NTP staff 
trained on 
conducting 
operational research 

    15 15 (3 
males/12 
females) 
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 Data quality 
measured by NTP 

      80% 80%  

 R&R forms revised 
according to latest 
WHO 
recommendations  

      Yes Yes  
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Uzbekistan 
TB CARE I Monitoring and evaluation indicators: APA2 (6 month)-APA4 

TA Outcome 
Indicators  
 

Year 1  
 

Year 2  
 

Year 3  
 

 Year 4  
 

Comments 

Target Result Target Result Target Result Target Result 

Universal 
Access 

 

Coordination 

mechanism between 

prison and civil TB 

services 

  Yes Yes      

 Medium term plan for 

implementation of 

integrated framework 

for TB control in 

prisons 

  Yes Yes      

 Transitional care 

mechanism 
  Yes Yes      

 Pilot regional model 

for outpatient care 
  Yes Yes      

 Percent of (MDR) TB 

patients  enrolled in 
outpatient care under 

TB CARE I model. 

 

    10% 0%   In APA3 TB CARE I supported development of 

outpatient treatment protocol with psycho-social 
patient support model. Developed protocol was 

included into MOH’s consolidated order on TB control 

submitted for approval in September 2013 

Enrollment of TB patients  in outpatient care under 

TB CARE I model will be started after approval of the 

consolidated order (expected in November 2013). 
 National policy 

document on 

outpatient care 

introduced at national 

level 

      Yes Yes  

 Percent of TB and 

MDR-TB patients 
enrolled in outpatient 

care under  

TB CARE I model in 

Samarkand region. 

      20% 

TB 
(406/2032) 

MDR TB 

(120/600) 

0% 

(APA4)  
 

Developed protocol was included into MOH’s 

consolidated order on TB control approved in Nov Oct 
2014 

Enrollment of TB patients  in outpatient care under 

TB CARE I model is being started from 1 Dec 2014 

Laboratories A system for Xpert 

MTB/Rif 

implementation in the 

country has been 

developed 

  

Yes Yes 

     

 Number of diagnostic 

sites, in which 

GeneXpert MTB/RIF, 

HAIN MTBDRplus or 
liquid culture/DST are 

implemented and 

routinely used for 

diagnosis, stratified by 

    5 

GeneXpe

rt 

 

5 

GeneXpert 

 

   



123 
 

testing type. 

 Number of rapid tests 

conducted using 
GeneXpert 

    5000 9000 20000 23808 NTP conducted more rapid tests than expected than 

when indicator targets for APA3 were developed 
(August 2013) 

 Patients diagnosed 
with GeneXpert 

     
80% 

(4000 of 

5000) 

Rif-R 

25% 

(1000 of 

4000) 

 
Roughly 

MTB+ 

estimated 

rate: 

 22% ,Rif-

R 

estimated 

rate 40%  

35% (2800 
out of 

8000)  

RIF res–

40% (1120 

out of 

2800) 

30.1% (908 
out of 3011)  

RIF res–38.2% 

(347 out of 

908) 

In the summer 2012 when the APA3 proposal was 
submitted, the positivity rate among those tested by 

Xpert MTB/RIF GeneXpert was overestimate since 

there was no real experience on Xpert MTB/RIF.  

Machines were launched in September 2012, and in 

initial stage a lot of cartridges were lost due to 

unstable electricity and lack of experience on 

choosing a priority group for testing etc.  

 Diagnostic sites 

offering advanced 

technologies for TB or 
drug-resistant TB 

      Ten Xpert 

sites 

offering 
advances 

technologie

s for TB / 

DR-TB 

21 Xpert sites 

offering 

advances 
technologies 

for TB / DR-TB 

 

Infection 
Control 
 

National TB IC 

guidelines have been 

approved and 

disseminated in 

accordance with the 

WHO TB IC policy 

  

  

  

Yes Yes 

 

 Facilities implementing 

TB IC measures with  
TB CARE support 

    6 6 4 4  

 Personnel trained on 
TB IC 

    70 76    

PMDT 
 

An improvement plan 

for PMDT including  

prisons has been 

developed and 

approved. 

  

Yes Yes 

     

 A functioning National 

PMDT coordinating 

body 

    
Yes Yes 

   

 Number of MDR cases 

diagnosed 
      

4,000 5,754 

 
 

 Number of MDR cases 

put on treatment 
      

3,800 2,647 

 
 

HSS 
 

Supervisory visits 

conducted according to 

country supervisory 

standards 

  
100% (2 

out of 2 

planned) 

% (0 out 

of 2 

plan-

ned) 

    Due to the late signing of the MoU between WHO and 

MOI (signed in September 2012), the activity was not 

implemented. 

 People trained using 

TB CARE funds 
  122 122 434 464 506 651  
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M&E, OR, 
and 
Surveillance 

 

The surveillance and 

M&E system in prisons 

has been assessed and 

results have been 

disseminated 

  

Yes  Yes 

     

 NTP provides regular 

feedback from central 

to intermediate level 

    
Yes  Yes 

   

 The M&E definitions 

adopted in nationwide 

(in accordance with 

the latest 

recommendations of 

the WHO 

    

  

100% 

(15 out of 

15 regional 

facilities) 

100% 

(15 out of 15 

regional 

facilities) 
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Annex VI: List of electronic datasets collected using TB CARE I funds 

 

Kazakhstan 
APA 1-APA4 workplans including all technical interventions 
Assessments/Studies, Tools 
Quarterly and annual reports 
Success stories 
Photos 

 
Kyrgyzstan 
APA 1-APA4 workplans including all technical interventions 
Assessments/Studies, Tools 
Quarterly and annual reports 
Success stories 

Photos 

 
Tajikistan 
APA 1-APA4 workplans including all technical interventions 
Assessments/Studies, Tools 
Quarterly and annual reports 
Success stories 
Photos 

 
Uzbekistan 
 
APA 1-APA4 workplans including all technical interventions 
Assessments/Studies, Tools 
Quarterly and annual reports 

Success stories 

Photos 
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Annex VII: List of project success stories & communication materials 

 

Kazakhstan 

1. First person “USAID helps TB patients to be successfully treated” 
2. First person “Xpert machines allow for Life-Saving Rapid Diagnosis of MDR TB” 
3. Case study “Improved Conditions Reduce TB among Prisoners” 
4. USAID’s pilot of TB diagnostic test results in Country-Wide Scale Up 
5. Case Study “New Patient Centered Model Successfully Expands Outpatient Tuberculosis Care in 

the Akmola Region” 
6. Kazakhstan National MDR TB Guidelines Championed by TB CARE I 

 
Kyrgyzstan 

1. Outpatient Tuberculosis Treatment Makes Recovery Easier  

2. First Person “Treatment of a MDR-TB patient supported by a new approach” 
3. Before and After “Introducing Tuberculosis Infection Control Saves Lives” 

4. Improved Infection Control Practices Lead to Safer Hospital Environments for Patients and 
Health Care Workers  

 
Tajikistan 

1. Case study “Hope raised in Rasht”, USAID improves access to multi drug resistant tuberculosis 
treatment in remote areas, 2013 

2. First person, “Fighting stigma and saving lives”, USAID helps to reduce stigma in remote 

communities by raising awareness on proper and timely treatment of tuberculosis, 2013 
3. Success story “Community Engagement Improves Tuberculosis Treatment Adherence”, Social 

services offer incentive for patients to follow care regimen, 2014 
4. Success story “Successes achieved in the ambulatory treatment of patients with drug resistant 

TB”. 

 

Uzbekistan 

1. Success story “USAID Reduces Hospital-Based Transmissions of Tuberculosis (TB)”. 
2. Success story “USAID supports Uzbek Ministry of Health Learning Exchange to Kazakhstan” 
3. Success story «USAID Employs Innovative Technology to Fight Tuberculosis in Uzbekistan» 
4. Success story «USAID-Developed Guidelines on Treating Multi-Drug Resistant Tuberculosis 

Adopted» 
5. Success story «USAID Reduces Hospital-Based Transmissions of Tuberculosis (TB)» 

6. Success story «USAID Assists the Ministry of Health Adopt National Tuberculosis Infection 
Control Guidelines» 


