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ABBREVIATIONS

ART
CD
CS
CTX

DHS

EIA
ELISA
GARPR
GFATM

GSEP

HBC
HBV
HIS
HIV
HTC
IE
IBBS
IFA
KP

KR
KGS
MIS
MSM
NoD
NSC
NSP
OST
PITC
PIU
PMTCT
PWID
RAC
RCN
RH

RP

RS

SE

STI
SWs
B
UNAIDS
UNDP
UNODC
UMIS
VL

VS

Antiretroviral therapy

Condom distribution

Clinical staging (of HIV disease)

Co-trimoxazole

Demographic and Health Survey (MOVKP= Menuko-gemorpacpuueckoe nccnegosaHme
Kbipreizckor Pecny6nankm)

Enzyme immunoassay

Enzyme-linked immunosorbent assay

Global AIDS Response Progress Reporting

Global Fund to Fight AIDS, Tuberculosis and Malaria
State Service for the Execution of Punishments under the Government of the Kyrgyz Re-
public

Hepatitis C virus

Hepatitis B virus

Health information system

Human immunodeficiency virus

HIV testing and counselling

Information and education

Integrated bio- and behavioral survey(s)

=ELISA or EIA! (DA in Russian, “uMMyHHO-cpepMeHTHbIV aHann3")
Key populations

Kyrgyz Republic

Kyrgyz Som

Management information system

Men having sex with men

No data (available)

National Statistics Committee of the Kyrgyz Republic
Needle and syringe program

Opioid substitution therapy

Provider-initiated testing and counselling

Project implementation unit

Prevention of mother-to-child transmission of HIV
Persons who inject drugs

Republican AIDS Center

Republican Center of Narcology

Referred for HIV testing

Reached by prevention

Referred for STI testing

Size estimate

Sexually transmitted infection

Sex workers

Tuberculosis

Joint United Nations Programme on HIV/AIDS
United Nations Development Programme

United Nations Office on Drugs and Crime

Unified management information system (in HIV area)
Viral load

Virus suppression

1 Itis not “indirect fluorescent antibody” but direct translation of the acronym from Russian
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Recommendations

Rethink the national response to the epidemic by
following the consecutive steps:

a)

Define a clear vision of the epidemic in
Kyrgyzstan by 2030 by making a choice be-
tween the two scenarios: committing explicitly

Discuss the responsibility for the

future of the epidemic and obtain
decision at the highest political level

Choice:
“Kyrgyzstan

No . L
epidemic in
2030"

Discuss and agree
without the Yes: on the guiding
approach

Nationa
response is
centered
around a
person

to “Kyrgyzstan without the epidemic by 2030"
at the highest political level, or continuing the
business as usual, and by default subscribing to
“Kyrgyzstan with the generalized epidemic by
2030".

Define the most
important area and
set response targets

Priority area

No is defined

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
! N
|
|
|
|
|
|
|
|
|
|
|
|
|
|
\

“Business as usual”
Continue development
and implementation of

the State Program

b) If the choice is made in favor of “Kyrgyzstan

without the epidemic by 2030” scenario, then
define the two guiding principles of the national
response (with criteria to assess the adherence
to these principles):

Building the response around the human
being to be served, instead of around the
interests or the mandates of implementers
or donors;

Building the response along the continuum
of prevention, care, and treatment of the
key populations;

If the abovementioned principles are defined
and agreed upon by the key stakeholders, dis-
cuss and built consensus on the most important
areas for stopping the epidemic, which should
be fully funded before the resources are allo-
cated to the rest, less important interventions.

and targets
are agreed
The concept of the
national response
to HIV is developed

and approved

Design a
National Plan of

the response to
the epidemic

d) Compile all of the above mentioned decisions
into a “Conceptual framework of the national
response to the epidemic” (conventional title),
and endorse it at the highest political level in
order for it to serve as a long term policy in-
strument which will planning and actions of the
government, NGOs, service providers, and the
partners.

Design a 3 to 5-year strategic plan (conventionally
called The State Program) through the following
consecutive steps:

e) Define a chain of results: from the highest level
result (either impact such as HIV related mor-
tality, or outcomes such as behavioral changes
or viral suppression) down to outputs and in-
puts (see Figure 36 below):

The highest level result should be clearly
linked to (aligned with) the milestone of the
conceptual framework;
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Set targets at each stage of the chain using
at least 10 global indicators as recommend-
ed by the World Health Organization (see
Figure 61 on page 93).

f) Select the most appropriate technical solutions
based on the rich experience accumulated in
the country and abroad in order to reach out-
put and outcome targets in the HIV chain of
results;

Estimate the resource requirements (financial,
human, technological) for each solution / ap-
proaches. If financial resources are insufficient
or capacity constraints are identified, develop
at least two scenarios:

g)

Scenario with a funding gap and/or a ca-
pacity constraint: the original targets and
the funding gap;

Scenario without a funding gap and/or a
capacity constraint: targets (for less import-
ant outputs and outcomes) balanced with
the financing projections (the availability of
resources).

h) Assign one responsible actor to each output
and outcome in the HIV chain of results based
on consultations and thorough assessment
of the balance between the responsibility as-
signed, and the competence (or authority to
assume control over the implementation and
deliverables).

Figure: lllustrative HIV result chain for planning

Prevention Care and Impact
Outputs > .+ ome Outputs > treatment
A outcome
Prevention Behavior HIV HIV ART‘ VS
change Testing Care
;
&
g 2
ot
=3
B
2 Reduced HIV
(%] . .
E> incidence,
HIV
- associated
= morbidity
= - and mortality
)
@
c
:
R
a

Conceptualize the M&E framework as the major
tool for strategic governance and oversight, and
improve the M&E practices by concentrating ef-
forts on the following directions:

i) Define a minimum set of output and outcome
indicators to measure the progress, along with
the progress reporting format;2

2 Irrespective of external reporting commitments, such as GAPRP

Define clearly responsibilities for the data flows,
3 data validation/quality audit, and calculation
of the achievements by selected indicators
and reporting followed by development of en-
forcement mechanisms (administrative and/or

3 ldeally, responsibilities should be separated between implementers
(in charge of data generation) and entities measuring performance and
generating M&E reports

10



)

financial) and the resource requirement projec-
tions (necessary the M&E system to function);

Start streamlining the existing data collection,
storage, and sharing practices advancing to a
unified information management system in HIV
through the following steps:

Define clearly user requirements for the
analysis and reporting at strategic (as de-
scribed in point a) above) and operational/
programmatic level;

Make a full inventory of variables that are
necessary to meet the user requirements
(i.e. to calculate indicators);

Define data flows necessary to collect data
for each variable and business processing
related to data entry, validation, storage,
transmission, and processing;

11

Make a full inventory of the existing data
arrays (stored in different electronic da-
tabases), assess the data quality and the
feasibility of its transfer to the consolidated
information system;

Based on the results of the above men-
tioned efforts, design a comprehensive plan
for the development and operation of the
unified information management system in
HIV area that includes terms of reference
for software developers, mechanism for
ensuring confidentiality of sensitive infor-
mation, and the requirements in hardware
and modern communication technologies.



1 Introduction

R AMONYM A study in the area of HIV in the Kyrgyz Republic

1.1 Background

The State Program for the stabilization of the HIV
epidemic in the Kyrgyz Republic for 2012-2016
aimed at implementation of the objectives of UN
Political Declaration on HIV/AIDS, 2011.

The goal of the State Program is stabilization and
further reduction of the transmission of HIV in the
Kyrgyz Republic by 2016.

The State program includes 5 strategic areas and
17 objectives. The work- plan, the budget and the
M&E plan are integral components of the State
Program.

Implementation of the State program is based on
a multisectoral approach, and given the complex
nature of the problemes, it involves the participation
of all stakeholders including Government, interna-
tional, educational, religious and non-governmen-
tal organizations, as well as at-risk populations and
PLHIV.

The Government of the Kyrgyz Republic carries
out overall management and coordination of activ-
ities in the field of HIV-infection. In accordance with
the State program, the key ministries, government
bodies, and organizations involved in the imple-
mentation of the State program are:

® The Ministry of Health of the Kyrgyz Republic;

® The Ministry of Finance of the Kyrgyz Republic;

® The Ministry of Justice of Kyrgyz Republic;

The Ministry of Defense of the Kyrgyz Republic;

The Ministry of Internal Affairs of the Kyrgyz
Republic;

1.2 Report structure

The current report presents the results of the study
in HIV area in Kyrgyz Republic.

Section 2 “Study Methodology” describes a con-
ceptual framework, and data collection approach-
es and methods for each exercise: the mid-term
review and the assessment of the HIV continuum
of care for PWID.

12

® The Ministry of Education and Science of the
Kyrgyz Republic;

® The Ministry of Youth, Employment and
Migration of the Kyrgyz Republic;

® The Ministry of Culture and Tourism of the
Kyrgyz Republic;

® The Ministry of Social Development of the
Kyrgyz Republic;

® The National Statistical Committee of the
Kyrgyz Republic;

® The State Penitentiary System of the Kyrgyz
Republic;

® The State Drug Control Agency.

According to the M&E section of the State Program,
a mid-term review was envisaged along with other
routine monitoring and evaluation exercises.

Upon the request of the Ministry of Health of the
Kyrgyz Republic, with financial support of USAID,
UNAIDS commissioned a study in HIV area in the
Kyrgyz republic setting the following objectives:

® To evaluate the progress in the implementation

of the State Programme;

To see the gaps and losses in continuum of HIV
service provision for PWID for further refocus-
ing of the state programme (if necessary), and

To develop an action plan for implementation
of the state programme for 2016.

Findings of each exercise are presented in relevant
sub-sections of 3 “The study results”:

e 3.1 "Mid-term evaluation of progress in the
implementation of the State Program on HIV/
AIDS":

» Performance for each of the 17 objectives
is described in sub-section 3.1.1 “Description of
the achievements”: itincludes the measurement



of achievements, followed by the interpretation
of the results of the performance measurement,
and summary of progress in the implementa-
tion of the State Program per given objective;

» The findings are summarized in next
sub-section 3.1.2 “Summary of the progress”.

3.2 Continuum of HIV care for PWID

» Sub-section 3.2.1 “Flow of PWID along the
HIV continuum of care” reviews the data for
2013 and 2014 using a cohort-based HIV cas-
cade method, and compares the flow of PWID
along the cascade by years, geographical areas,
and sectors (civil and the penitentiary);

» In sub-section 3.2.2 “System’s view” the
same data is presented from a point of view of
the system (of the national response) - show-
ing leakages of the PWID along the cascade;

» Sub-section 3.2.3 “PWID’s view” describes
the same picture as can be viewed by a human
being, such as the likelihood of reaching any
point along the cascade of care and time need-
ed to get through the critical stages (from the
first testing to starting ART).

The study team presented its own views and
understanding of the underlying causes of the is-
sues identified in the previous section in section 4
“Discussion and analysis”.

The study team synthesized the findings under
the major issues, and shared solutions in section
5 “Conclusions and recommendations”.

Annexes contain technical details presented as ta-
bles and charts, as well as the list of background
documents reviewed or cited in the report.

1.3 Brief information on the epidemiological situation
in HIV/AIDS in the Kyrgyz Republic

The Kyrgyz Republic is still at the stage of growing
HIV epidemic. Thus, over the period from 2010 the
number of officially registered cases of HIV infection
in the country has more than doubled (from 2718
cases on 01.01.2010 to 6402 cases in 31.12.2015).
The actual number of HIV infection cases accord-
ing to SPECTRUM is 9453. The number of women
since 2010 has increased 3 times (from 656 in 2010

till 2049 in 2015. cumulative). If in 2010 women
accounted for 29.8% among the newly registered
PLHIV, in 2015, they already reached 45.3% (Fig.
1). This is due to the location of the country on
one of the three main drug trafficking routes that
defines the high level of drug abuse, related dan-
gerous forms of drug use and sexual transmission
of HIV to women from their partners PWID.

Figure i: Dynamics of HIV infection registration by sex in the Kyrgyz Republic during 2001-2015.
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Despite the decline in injecting HIV transmission
from 59.6% in 2010 to 51.4% in 2015, this way
of transmission still determines the nature of the
epidemic in the country. However, in recent years
there has been an increase in the number of cases

Figure ii: HIV ways of transmission in the Kyrgyz
Republic during 1987-2015 (cumulative)
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The Kyrgyz Republic remains a country with a
low HIV prevalence. According to the Republican
AIDS Centre as of December 31, 2015 6402 cases
of HIV infection were registered. It includes 694
PLHIV with AIDS manifestation (cumulatively).
1343 PLHIV died, including 416 died of AIDS and
487 of tuberculosis. Incidence of HIV infection in
the Kyrgyz Republic made 10.2 in per 100 000 of
population in 2015, mortality from AIDS increased
from 0.006 per 1000 population in 2010, up to
0.009 in 2014.

HIV infection is registered in all regions of the coun-
try. In absolute numbers the largest number of HIV
infections registered in Chui Oblast, but in terms
per 100 000 population prevails Osh, where HIV
prevalence makes 353 per 100 000 of population,
whereas in Chui Oblast - 195 per 100 000 of pop-
ulation. In four oblasts Naryn, Issyk-Kul, Talas and
Batken there is low level as the prevalence as well
as the absolute number of cases of HIV infection
(from 27 to 100 000 of population in Issyk-Kul to
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of sexual transmission of HIV. Among registered in
2015 PLHIV, drug users accounted for only 26.9%,
whereas sexual way of transmission reached 65.0%
(2010 sexual way amounted to 32.6% (Fig. 2, 3)).

Figure iii: Dynamics of HIV transmission in
the Kyrgyz Republic during 2003-20014
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31in Naryn oblast) (Fig. 4). However, according to
the data of 2014, there is an increase of HIV infec-
tion in all regions of the country except in Bishkek
that has the highest growth rates in regions with
low prevalence of HIV. Thus, the annual registra-
tion of new cases of HIV infection in these areas
increased 3-5 folds. So, in Naryn oblast in 2010,
there were 6 cases of HIV infection, and in 2015
- 20 PLHIV; in Talas oblast-5 and 14; Issyk-Kul-8
and 31; in Batken 5 and 25 respectively. Sentinel
surveillance data also show a rising trend of HIV
infections among key populations in regions with
low prevalence of HIV.

HIV epidemic is at the concentrated stage, the
prevalence among pregnant women remains
low (0.04% in 2015). However, according to
the Sentinel surveillance in three of the four key
populations groups, HIV prevalence exceeds 5%
(PWID-12.4%; 7.6% among prisoners; among
MSM-6.3%).



Figure iv: HIV-infection by cities and provinces of the Kyrgyz Republic for the period of 1996-2014.
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As of December 31, 2015, new HIV infections ap-
pear in the category of working and reproductive
age of 20-39 years - 84.8%. Percentage of HIV-
positive children under 15 years made 9.1% cu-
mulatively (554), 3484 of them through parenteral
way of transmission, vertical -183, sexual way -2,
unspecified-21. According to the routine epidemi-
ological surveillance in 2011 there were tested 65
263 children due to clinical and epidemiologic con-
ditions and 57 children with HIV have been iden-
tified. In 2012 there were tested 110 203 children
and 157 were HIV positive. In 2015, 31 children
aged before 15 years were registered living with
HIV, constituting 5.1% of newly diagnosed PLHIV.
Vertical transmission of HIV tends to decline from
3.5 percent in 2010, to 2.4 percent in 2015.

Key population groups with high risk to HIV
infection

People who inject drugs (PWID) determine
the tempo, nature and stage of the epidemics in
the country. Despite the decline in the absolute
and relative number of PWID in the structure of
registration of new cases of HIV infection, PWID
accounted for 51.4% from the number registered
PLHIV. The increase in HIV cases among women
is probably linked to the sexual transmission of
HIV to women sexual partners of PWID-PLHIV.
The study of sentinel surveillance in 2013 revealed
prevalence among PWID 12.4%, which was 2.2%
lower than in 2010 (14.6%).

Prisoners. According to the State penitentiary
system the number of the imprisoned population,

4 Outof 348 children with parenteral transmission 214 have been identified
during routine screening of 175 466 children aged 3-14, and children treated
in hospitals of Osh, Jalal-Abad oblasts of the Kyrgyz Republic.
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including in penal settlements in 2014 amounted to
10 273 people, 8 045 in custodial institutions.

HIV prevalence rate among prisoners, according to
sentinel surveillance, declined almost in half (from
13.7 in 2010 to 7.6%). Prevalence of HIV depends
on the length of their stay in prison. A positive
development is the lack of identified cases of HIV
infection according to the results of sentinel sur-
veillance among women, and in penal settlements
and colonies for persons serving sentences for the
first time.

MSM n TG (transgender people). According to
population estimates (2013) the number of MSM
in Kyrgyzstan is 22000 people but the number of
high-risk behavior, and having the risk of HIV in-
fection might not reach even half that number. It
should be noted that the assessment of the popula-
tion MSM was carried out only in two major cities
(Bishkek and Osh) and amounted to 3 800 people
(1.5%) from sexually active male population aged
15 - 49 years.

Sexworkers. According to the population estimates
(2013) in Kyrgyzstan there are 6 890 - 7 316 sex
workers, most of them work in large cities (Bishkek
and Osh). According to sentinel surveillance, in
2013 2% of SW were infected with HIV (3.5% in
2010-2011) in the whole country. However, there
is a high prevalence of antibodies to syphilis among
SW (23.9%), the highest in the city of Bishkek,
where every other SW with experience over 4 years
had antibodies to syphilis. Prevalence of antibod-
ies to syphilis directly depended on seniority in the
sex business (the more experience, the higher the
prevalence of antibodies to syphilis).
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2 Study Methodology

2.1 Mid-Term review of the State Program

2.1.1 Conceptual framework and key approaches

The study team developed a matrix for assessment
of the progress in the implementation of five strate-
gies of the State Program against the targets set for
17 objectives based on the following documents:

® Statements of the objectives and the expect-
ed results in the main document of the State
Program

® Monitoring and Evaluation Plan (M&E Plan) of

the State Program

The study team found that the stated expected
results do not always correspond to the objec-
tives. For instance, Objective 1.1 was defined as
“Stabilization of HIV spread among PWID, includ-
ing women who inject drugs” which implies HIV
prevalence among PWID, while the expected re-
sult “>60% of the estimated size of PWID receive
quality preventive, curative and care services by
2016" refers to the coverage with all set of services,
but does not even refer to harm reduction related
behavior change. The same was true for other key
population-related objectives and expected results.

Therefore, the team faced a dilemma due to the
disconnect (a logical gap) between most of the ob-
jectives and the expected results under strategies
1 to 3 (prevention of HIV spread among the key
populations and care and treatment of PLHIV). For
example, how to assess the progress of implemen-
tation if an objective was achieved but the corre-
sponding expected result was not (or vice versa)?
Or, does the achievement of coverage targets (of
expected results) outweigh falling short of the HIV
prevalence targets? Moreover, can the objective be
considered as accomplished if HIV spread is con-
tained but the coverage with services is far below
the targets? Lastly, is a 3-year program implemen-
tation period (2012-2014) sufficient to translate as-
sumed (implicitly) behavior changes into observed
disease spread trends?
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The team opted for a two-step approach:

1. Measuring the achievement of disconnected
objectives and the expected results separately

based on the M&E Plan;

Assessing the progress in the implementation
of the strategies through a careful analysis of
the achievements including some theoretical
triangulation techniques (UNAIDS 2010).

The study team selected a set of indicators from
the M&E Plan for each objective and the expected
result (keeping the original numbering of indica-
tors for easy reference) as shown in Figure 66 on
page 98:

® Whenever an indicator is objective-specific, the
objective and indicator(s) are shaded in the

same color;

Each indicator taken from the M&P Plan has 3
identifications: the order number as defined in
the M&E Plan (e.g. #2.2.1), the reference code
to the GFATM set of indicators (The Global
Fund to Fight AIDS, Tuberculosis and Malaria
2011), and the reference code to the UNAIDS
register of indicators;

Some indicators proposed by the study team
have no reference number to the M&E Plan as
the team considered them more appropriate to
measure the results.

The team reviewed a set of secondary data (offi-
cial reports, published or unpublished technical
reports) to validate some of the findings of the
qualitative data. The team used this together with
the qualitative data collected through interviews
and consultations with the key informants in order
to interpret the findings of the assessment matrix.



2.1.2 Data collection

The team used documents/official publications in
order to collect quantitative data as defined in the
M&E Plan for each indicator.

The data for measuring the achievements of the
major objectives and the expected results in 2014
under strategies 1 and 2 was missing. Thus, the
team used IBBS 2013 as the major data source.
Findings of IBBS 2013 describe the epidemiologic
and behavioral situation in 2013 and can be hardly
attributed to the State Program implementation
in the first year - 2012. Therefore, the team was

2.2 HIV continuum of care for PWID

unable to collect and use the data for the measure-
ment of achievements related to HIV spread and
prevention among the key populations (objectives
1.1and 2.1 - 2.4).

The team discussed and validated the preliminary
findings of the quantitative analysis with the key in-
formants, including the representatives of the RAC
and the partners. The team collected additional
qualitative information through consultations with
the key informants in order to interpret the findings,
and to incorporate them during the final analysis.

2.2.1 Conceptual framework for the assessment of the HIV continuum of care

In order to assess the HIV continuum of care for PWID in KR, the team developed a conceptual framework
consisting of two dimensions of processes as shown below:

Figure 1: Description of a two-dimensional conceptual framework

Data collection

Analysis

Cascade of prevention,
diagnosis, care and
treatment

Steps

“System perspective” breakpoints with
PWID leakages

“Human perspective” - probability of
reaching a destination along the cascade

Process
dimensions

Chronology

Milestones on the timeline

“Human perspective” - time required to
make the “journey”

Cascade of prevention, diagnosis, care, and treatment model

The study team used a framework proposed by WHO (World Health Organization 2013) that differs from
common continuum of care models (used by the CDC in US (CDC 2014) or models used in some coun-
tries in Europe (European Centre for Disease Prevention and Control 2015)) as it a) includes prevention
prior to testing and linking to care, and b) separates the pool of target population by HIV status at 3 initial

stages (till HIV confirmation stage).

17



R AMONYM A study in the area of HIV in the Kyrgyz Republic

Figure 2: Cascade of HIV prevention, diagnosis, care and treatment

All people

Prevention opportunities for negatives

Reached by
prevention in the
health sector

4
People aware
of HIV status
Emﬂi[ed in -
care ira
m On ART suppression
L | | | |
Prevention HTC demand Referral Retained Retained
targeting creation

Source: (World Health Organization 2014, 10)

M Prevention opportunities for people living with HIV

Further, the team customized the framework to fit the country context by adding several stages (by split-
ting 3 stage “People aware of HIV Status” and 5" “On Art” into sub-stages). The customized model
consisting of 9 stages better reflects critical flows and leakages of PWID along the continuum.

Figure 3: Description of the stages of the customized cascade

Cascade stages

Definition

Sources of data

(A) All PWID

The estimated size of PWID in KR, the same as “All
People” in the WHO framework (1* stage)

(O6uLecTBeHHDbI dhoHA,
«LleHTp aHannsa nonntrkm
3pnpaBooxpaHeHus» 2014)

(B) Reached by
prevention

The number of PWID reached by prevention
programs as reported by service providers

the same as “Reached by prevention in the health
sector” in the WHO framework (2" stage)

IBBS 2013 (UokmopoBa,
etal. 2013)

(C) Tested for HIV

The number of PWID who received the first HIV
test (ELISA1 or rapid test) in a given year

RAC

(C3) Aware of
HIV test results

The number of PWID aware of HIV testing
results (negative or suspected positive) be-
fore reaching the confirmation stage

IBBS 2013 (YokmoposBa,
etal. 2013)

(D) HIV confirmed

The number of PWID with HIV infection confirmed
in a given year - HIV infected PWID cohort

The same as “People aware of HIV status”
in the WHO framework (3" stage)

RAC

(E) Enrolled in care

The number of PWID registered with AIDS Centers (in
clinical registration journal) from “HIV confirmed” cohort

Dataset from RAC
electronic database

(F) Started ART

The number of PWID who started ART
from “HIV confirmed” cohort

Dataset from RAC
electronic database

(G) On ART 212

The number of PWID who stays on ART 12 month
or longer from “HIV confirmed” cohort

Dataset from RAC
electronic database

(H) Viral
suppression

The number of PWID on ART at least 12 months
whose viral load was below the threshold (1000
per ml) after 12 months from starting ART

Dataset from RAC
electronic database
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Timeline and milestones

The study team identified the following milestones:

Figure 4: Description of the timeline

Milestones Definition Sources of data
Prevention A starting point of the journey - the date of the first GFATM supported project
record of a prevention service provided to PWID / UNDP database
. - . . . GFATM supported project
HIV Rapid Test The date of receiving HIV testing using rapid tests / UNDP database

The date of receiving the first HIV test (recorded

ELISA 1 retrospectively only for those PWID who registered Paper based records of RAC
for care and surveillance form was filled in)
The date of receiving the second HIV test (recorded
ELISA 2 retrospectively only for those PWID who registered Paper based records of RAC
for care and surveillance form was filled in)
The date of the confirmation test (with .
B Western blot or immunoblot) RAC electronic database
ART The date of starting ART (the first time) RAC electronic database

The major limitation of this model is a gap between
HIV rapid test and ELISA1:

® The dates of starting the prevention and re-
ceiving the HIV rapid test were recorded in the

database of GFATM-supported project;

The dates of the first ELISA test are recorded in
the database of RAC;

These two databases are completely discon-
nected: it is impossible to trace a person who
injected drugs and received prevention services

2.2.2 Data collection and modeling

and rapid HIV testing from the first database
into the second database, as well as to calculate
the time lag between the rapid test and ELISA1.
Theunique identifier used by prevention ser-
vice providers (including community-based
testing) is not carried forward to facility-based
testing (with ELISA or Immunoblot) where full
personal information is recorded.

Therefore, the timeline misses a critical stage (from
HIV rapid testing to ELISA1), and underestimates
the duration of the journey from prevention to HIV
confirmation.

Data collection

The team developed a data entry and modeling
tool (MS Excel based) to streamline data entry,
quality check, and processing.

The team collected statistical data from official
reports for stages “(B) Reached by Prevention”
and “(C) Tested for HIV", cross checked with other
sources, and validated with the representatives of
RAC.

RAC provided a dataset for each cohort of people
whose HIV status was confirmed in 2013 and 2014:

® The datasets contained variable “transmission
routes” that allowed to separate PWID sub-co-
hort from the rest (“Parenteral transmission due
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to injecting drugs™). However, the team could
not identify other key populations (as long as
attribution to key population by risky behavior
was not specified in the RAC database).

® The dataset did not contain data on the dates
of ELISA1 and ELISA2, even though they had
been recorded in the epidemiologic surveil-
lance (“investigation™) paper based forms for
each individual registered for care. The team
extracted ELISA1 and ELISA2 dates from indi-

vidual forms, and entered them into the dataset.

® The team run several logical tests and found
many inconsistencies in the dates entered. The

team cleaned up the dates for PWID through a



series of iterations, but could not do the same
for other HIV infected sub-cohorts due to time
limitations. Therefore, the team did not use the
data for other HIV positive people (e.g. for a
comparison with PWID).

The dataset did not contain a single variable to de-
fine the number of PHLIV staying on ART at least
12 months. Therefore, the team had to generate
such variable using strict or soft (“loose”) criteria:

® Strict criteria implied that PHLIV was con-
sidered on ART at least 12 months if all these
conditions were met: a) the last or current ART
course started after the date of confirmation,
b) the date of death was either empty or was
12 months after the start of ART, ¢) did not
withdraw from ART during 12 months after
starting (variable “the date of stopping ART"
being empty or 12 months after the start), and
d) the date of last visit to healthcare provider
was 12 months after starting the last course
of ART (assuming that all previous scheduled
visits have been made, although not verifiable
in the database).

Soft criteria implied the same rules except for
the last condition.

The team used the following conditions to calculate
the number of PWID whose viral load was unde-
tectable: a) a threshold was set at 1,000 copies per
ml, b) the viral load (VL) test was conducted after
12 months of starting ART, and ¢) PWID retained
on ART at least 12 months (as described above).

The team recognized the data limitation for 2014
PWID cohort - the database for 2014 covered
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the period from January 1 2014 to October 31
2015. Therefore, PWID whose HIV infection was
confirmed in November or December 2014, or
who started ART after October 2014 could not be
counted as “staying on ART at least 12 months”.
Therefore, the flow of 2014 PWID cohort at the last
two stages of the cascade (“On ART > months” and
“Viral suppression”) does not reflect the reality.

The team was unable to receive a dataset from the
GFATM-supported project database to extract the
first prevention service and the first HIV rapid test
dates for all PWID tested in 2013 and 2014. The
reason was purely technical: a user cannot pop-
ulate and export raw data (this functionality was
missing in the software), and a direct access to
the database (bypassing software interfaces) was
restricted (due to property/intellectual rights). The
team used an alternative approach of randomly
selecting 30 individual records of service benefi-
ciaries in each geographic area (Bishkek, Chuy and
Osh), and manually recording the dates displayed
on the screen in MS Excel worksheet. Therefore,
the measurement of the time lag between the first
prevention service and HIV rapid test is rather in-
dicative, and cannot be generalized.

Finally, the team collected qualitative information
through a) semi-structured face-to-face interviews
with HIV infected PWID in Osh and Bishkek regard-
ing their journey through the cascade of services,
and b) focus-group discussion and semi-structured
interviews with key informants (service providers,
healthcare officials, representatives of international
organizations, and researchers).

Modeling

The team processed the RAC database and pro-
duced summary tables for civil sector, prisons and
the entire country grouping results in each table by
years, the category of PHLIV (PWID and others),
and geographic location as presented in the follow-
ing figures:

® Figure 62: The HIV continuum of care statistics
- Civil Sector (on page 94)

® Figure 63: The HIV continuum of care statistics
- Prisons (on page 95)

® Figure 64: The HIV continuum of care statistics

- all sectors (on page 96)

The team used a cohort-based approach to
calculate the flow of PWID from stage D “HIV
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confirmed”, which means that the numbers in the
following stages are only for those PWID whose
HIV infection had been confirmed in a given year
(irrespective of the date of enrollment in care or
starting ART).

The team compiled continuum of care matrixes
by linking dynamically the data from the above-
mentioned summary tables, and the secondary
data sources to relevant stages of the cascade (see
Figure 41: Modeling of PWID flow along the cas-
cade of services in 2013 (on page 82) and Figure
42: Modeling of PWID flow along the cascade of
services in 2014 (on page 83). The team intro-
duced four modeling parameters:



1. Use IBBS 2013 results to estimate the coverage

with prevention services vs. administratively re-
ported data (as shown in sub-table “B Covered
by preventive programs”) - “Y”/" N"; default
value “Y”

Use strict or loose (“soft”) criteria to define the
number of PWID on ART at least 12 months
(as shown in sub-table “G On ART after 12
months™) - “Y”/" N”; default value “Y”

Use only ELISA1 vs. ELISA1 and HIV rapid tests
(RT) to estimate the number of PWID linked to
HIV diagnosis (as shown in sub-table “C Tested
for HIV (1=t IFA or RT") - “Y"/" N”; default value
llYll
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4. Set the ELISA1 and ELISAZ2 specificity - the per-
centage of ELISA1 and ELISA2 positive results
confirmed with the Western Blot test to esti-
mate backward more accurately the number
of PWID who reached the confirmation stage
(irrespective of the confirmation test results);
default value “98%"

The team produced another summary table for
estimating the time lag between HIV testing stag-
es (ELISA1 - ELISA2, ELISA2 - IB), diagnosis, and
ART (see Figure 40 “Timeline (in calendar days) by
different stages from the first HIV test to starting
ART” on page 81) and supplemented with the
results of computation of the data on prevention
and the rapid test dates for three regions (Bishkek,
Chuy and Osh).
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3 The study results

3.1 Mid-term evaluation of progress in the implementation

of the State Program on HIV/AIDS

3.1.1 Description of the achievements

Strategy 1.  Decrease the vulnerability of people who inject drugs to HIV

Objective 1.1 Stabilization of HIV spread among people who inject drugs, including

women who inject drugs

Expected Result 260% of the estimated size of people who inject drugs receive
quality preventive, curative and care services by 2016

Measurement result

The country met the target for the objective in 2013: the percentage of people
who inject drugs who are HIV-infected (indicator 1.1.1, HIV-I5 | #855) was
12.4% in 2013 against the target of <20%, and is below the baseline 14%
(2010) by 1.6 percentage points.

The following indicators were used to assess the progress in the delivery of the
expected result:

20%

Target

Actual Result

Target

Result

1.1.2. Percentage of people who inject drugs reached with HIV pre-
vention programs (HIV-C-P2 | #845, HIV-P5 | #760)

60%

28.2%

1.1.3. Percentage of people who inject drugs that received an HIV test in
the last 12 months and who know the results (HIV-C-P7 | #854)

60%

43% |

1.1.4. Percentage of people who inject drugs tested and counseled for
HIV (in last 12 months) and who received results (HIV-P7 | #537)

50%

33.3% |

3.1.1 Percentage of people who inject drugs receiving ART (from the estimated
number of people who inject drugs eligible for treatment) (HIV-T1 | #649)

35%

19.3% |

3.1.2. Percentage of people who inject drugs with HIV known to be on treat-
ment 12 months after initiation of antiretroviral therapy (HIV-13 | #G3)

85%

77.8% |

3.1.3. Percentage of people living with HIV reached with palliative care
and support out of the number in need (of medical service)

No Data

Discussion of the achievement

Technical soundness of the M&E Plan

The definition of the expected result is not con-  a result at the impact level. Even if the expected
sistent with the objective from a standpoint of the  result is delivered, it is unlikely that it will influence
hierarchy of results - the expected result reflects  the accomplishment of the objective within the
coverage with services while the objective implies  lifespan of the State Program.
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The definition of expected results refers to “quali-
ty”. However, no single indicator in the M&E Plan
measured the quality aspect of either prevention,
care, or treatment. Therefore, the results reflect
only quantitative aspects of the achievement, and
quality can be assessed only indirectly such as by
behavior change (related to high-risk practices),
uptake of HTC, OST or ART.

As defined, the strategy and the expected result
implied a full range of services from prevention
to treatment. However, four key interventions
under the strategy in the Plan of Action for the
implementation of “the State Programme for the
Stabilization of the HIV epidemic in the Kyrgyz
Republic for 2012-2016" (hereinafter referred to
as “Plan of Action™) are mainly focused on preven-
tion (harm reduction), psycho-social rehabilitation,

improvement of interaction between different sec-
tors and of advocacy for financing OST, diagnosis
and treatment of VHC and TB, but is are not fo-
cused on ART and adherence. Only action 1.1.2.1
ensures the access of PWID to diagnosis and treat-
ment of HIV, viral hepatitis, IST, and concomitant
diseases through the establishment of user-friendly
services in specialized and PHC clinics. 400 PWID
served by 7 multidisciplinary teams was defined as
an output of this activity. Similarly to the activities,
no indicator was selected under this strategy to
measure care and treatment outcomes for specifi-
cally PWID. Therefore, the team “borrowed” three
indicators (3.1.1, 3.1.2 and 3.1.3) from the strategy
#3 on ART and care and measured PWID specific
results. Data on the coverage with palliative care
and support of PWID was not available.

Interpretation of the achievements

The achievement of keeping HIV prevalence below
20% among PWID (12.4% prevalence) cannot be
attributed to the implementation of the current
State Program. It can be used as a baseline as the
current program became effective in December
2012. The real epidemic situation among PWID
will be visible next year after conducting next IBBS.
However, the attributing the progress made in the
year of 2016 to the State Program is difficult unless
it demonstrates substantial breakthrough in risky
behavior change as a successful outcome of the

prevention program implemented under the 2012-
2016 State Program.

The recent IBBS among sexual partners of PWID in
KR (OepsabvHa and JoopoHbekosa 2015) revealed
that only 21% had been always using condoms
with PWID partner, 42% had never been tested
for HIV, 5% respondents (n=857, Cl 3.6-6.7) were
HIV infected, and 15.8% (Cl 13.2 - 18.1) were VHC
infected. HIV prevalence was the highest in Jalal-
Abad (7.6%), and VHC - in Bishkek (43.6%).

According to the M&E Plan, progress in the im-
plementation of prevention programs (for all
KPs) should be measured based on IBBS results.
Nevertheless, the team reviewed administrative
coverage reports as well as other sources to fill the
data gap, and run consultations with the key infor-
mants to validate alternative approaches:

® According to the electronic database for track-
ing the prevention services provided to KPs® of
the UNDP PIU (the Principal Recipient of the
GFATM HIV grant in KR), 50.4% of PWID were
reached with a minimum package of preven-
tion services in 2014:

» A total of 11,254 PWID in the civil sector
(including 1,452 women) and 1,344 PWID in
prisons (including 20 women) were reached.

5 The system uses a unique identification code (UIC) to register service
beneficiaries that minimizes double-counting

» 1,673 PWID received OST services at least
once, which differs from the numbers reported
by RAC, 1246 and RCN - 1,277 for 2014.

The coverage with prevention has scaled up in
2015. In total, 14,356 PWID were covered by
harm reduction programs as of July 1%t 2015:

» 12,780 PWID were reached with needle
and syringe programs (NSP) including 1,375
PWID in prisons (51.1%);

1,576 PWID were enrolled in OST (6.3%).

According to the study for PWID size estima-
tion (study sample of 904 PWID in 8 sites),
53% of respondents were benefiting from the
NSP, and 36% were reached with a full package
of preventive services.

>
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There is no single indicator in the M&E Plan captur-
ing any aspect of either scale or the effectiveness of
OST services. According to administrative reports
of the Republican Center of Narcology (RCN):

1,246 PWID has been registered at OST sites
as of January 1%, 2015 (including 103 women)
that constituted 5.1 of the estimated size of
PWID;

54% of enrolled PWID stayed in OST programs
at least for 6 months.

The number of OST sites increased from 20 to 29:
20 in the civil sector and 9 in prisons. The enroll-
ment increased from 1,013 in 2011 to 1,673 in
2014 (or 1,277 as reported by RCN). All OST sites
are financed by partners: CDC supported two OST
sites, and the GF grant covered the remaining 27
sites.
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PWID coverage with OST is discussed in details in
relation to the HIV continuum of care later in cor-
responding section of the report (see Figure 32 on
page 66 and Figure 33 on page 66). The key
informants reported the following causes of the
low enrollment or retention in OST:

® Prejudice among PWID against OST nourished
by myths in mass media (some respondents
even presumed that illicit drug business was
behind it trying to retake the market);

Raids of the law enforcement agencies in the
vicinity of OST centers;

High workload of OST staff, and the lack of us-
er-friendly services.

NGOs started rapid HIV testing of PWID in 2013, which substantially increased the number of PWID

tested for HIV as shown in Figure 5 below.

Figure 5: PWID tested for HIV by types of testing, geographic area/sector and years
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According to the testing algorithm effective in 2014,
confirmed by the key informants, rapid HIV testing
does not replace ELISA testing. If rapid test is posi-
tive, PWID should undergo the testing with ELISA1
and ELISA2 before applying for HIV confirmation
with Western Blot (as shown in Figure 67: HIV test-
ing pathways (in 2013-2014) (on page 104). As
reported by one of the key informants, new stan-
dard operational procedure which was recently
circulated to AIDS centers does not alter the testing
algorithm; it just allows taking blood sample once
for all three tests. Rapid tests accounted for 34%
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of the first HIV test PWID received in 2013 and for
40% received in 2014. It is noteworthy that rapid
tests were used in prisons in 2014. The study team
could not explain the observed variation in testing
patterns (rapid tests vs. ELISA) across regions.

As shown in Figure 41 on page 82 and Figure
42 on page 83, 140 PWID tested positive out of
2,158 PWID tested with rapid tests in 2013, so did
130 out of 2,455 in 2014. HIV detection rate with
HIV rapid testing was 6.5% and 4.6% respectively.
It is noteworthy, that only 40 PWID (out of 104



tested positive) reached RAC for HIV confirmation
in 2014: in 2 cases HIV was not confirmed, and out
of confirmed 38 cases only 12 were new with 26

being detected in the past. Out of a total 170 HIV
confirmed cases among PWID in 2014, 40 (24%)
were first detected with rapid HIV testing.

The study team analyzed registration codes of 168
PWID with HIV confirmed in 2013. Only 78 PWID
were registered as a group that injected drugs
(codes 101.2, 102 and 112.1). The majority of
PWID were registered as patients without risky be-
havior having different health conditions that trig-
gered a referral to HIV testing. Drug injection prac-
tices, as a route of transmission, had been detected
retrospectively during the epidemiologic surveil-
lance. These finding leads to two assumptions:

® The contribution of prevention to the entry of
PWID into care and treatment is even more
modest than expected. Referrals from medical

facilities (provider induced testing) was the
major source of the pool of PWID with HIV in-
fection confirmed in 2013.

® Healthcare providers play more important role
in suspecting HIV infection than preventive
service providers. This is encouraging from a
health care system perspective, and reflects the
benefits of the investment in healthcare profes-
sionals. However, the achievement in general
healthcare facility-based detection and referral
cannot outweigh the failure of the prevention
services targeting PWID through outreach or
specialized facilities.

According to the RAC database, out of a total of
170 PWID with HIV infection confirmed in 2014
only 19 PWID reported that were tested for HIV
in last 12 months and knew their results, which
constitutes 11.2%, up from 4.2% in 2013. This is
below IBBS 2013 finding of 43%, which measured
the awareness of HIV testing results among PWID
regardless of HIV infection status.

Administrative coverage figures are not instrumen-
tal for assessing the achievement against: “1.1.4.
Percentage of people who inject drugs tested and
counselled for HIV (in last 12 months) and who
received results (HIV-P7 | #537)"” as it is hard to
detect what is considered as “counselled for HIV”
and how it differs just from being informed about
HIV test results.

The results for ART related two indicators: enroll-
ment and retention in ART were measured based
on RAC reported figure. The coverage of PWID
with ART (19.3%) was below the target set for
all PLHIV (30%) which itself is very low. The per-
centage of PWID who were on ART by the end of
2014 for at least 12 months was 77.8% - less than
for all PLHIV on art (84.5%), and below the tar-
gets. Nevertheless, this result can be considered
as success taking into consideration the difficulties
related to opioid dependency compared to other
PHLIV. However, the success in retention of PWID
on ART becomes questionable after assessing the
cascade of care and treatment services (described
in section 3.2 “Continuum of HIV care for PWID"
below): the study team can assume that the most
compliant PWID enrolled in ART after substantial
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leakages before confirmation and registration for
care.

The study team also looked at equity aspect of ART
coverage of PWID (as recommended by WHO,
(World Health Organization 2015)) as shown in
Figure 6 on page 26: out of a total of 77 PWID
registered for care, 47 initiated ART in 2011, or
61% compared to 69% of other registered PLHIV.
However, in 2014 slightly higher share of the regis-
tered for care PWID enrolled in ART 68% (69 out
of 101) than other PLHIV (66%). The difference
in ART enrollment rates between PWID and other
PLHIV is higher if the number of HIV confirmed
cases is used as a denominator due to higher leak-
age of PWID between confirmation and registra-
tion for care stages.
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Figure 6: Enrollment in ART (the number of PLHIV on ART as % of either “know-
ing HIV+ status” or “registered for care”) by categories and years
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Summary - Strategy 1/Objective 1.1

The study team cannot assess the achievement of objective 1.1 as required by the M&E Plan due
to the lack of information (the latest IBBS is dated 2013), the logical inconsistencies between the :
objectives and the expected results, and the noted M&E Plan deficiencies (such as the absence of
quality-related indicators, as well as the irrelevance of some of the existing ones) i

Most likely, the objective will be achieved in terms of the HIV spread among PWID (<20%), but
no evidence was found to expect a decline in HIV prevalence among PWID in 2016 from 12.4% in :
2013. '

The review of actual results against expected ones (based on administrative reporting and other
sources) indicates the underperformance in reaching PWID with quality preventive services, and
the inability of the prevention programs to link PWID to care and treatment. i

The review team did not find an inequity in enrolling PWID in ART compared to other groups of
PLHIV even though the retention in ART was much lower. i

Overall, the implementation of the Strategy 1 is unsatisfactory when measured against expected
results despite a lot of efforts on behalf of designated actors.

Strategy 2.  Prevention of sexual transmission of HIV

Expected Result At least 60% of sex workers are covered with a basic package of services by 2016

Measurement result

The country met the target for the objective in 2013: the percentage of sex
workers who are HIV-infected (indicator 2.2.1, HIV-I5 | #855) was 2.2% in <5%
2013 against the target of <5%, which was below the baseline 3.5% (2010)
by 1.3 percentage points.

Target Actual Result
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The following indicator was used to assess the progress in the delivery of the expected result (based on

IBBS 2013 findings) (Uokmoposa, et al. 2013):

Target Result
2.2.4. Percentage of sex workers reached with HIV pre- o o
vention programs (HIV-P5 | #760) 60% 24.8%
2.2.2. Percentage of SWS that received an HIV test in the last 12 559% 56% 1
months and who know the results (HIV-C-P7 | #854) ° °
2.2.3. Percentage of SWs tested and counseled for HIV (in last o o
12 months) and who received results (HIV-P7 | #537) >5% 39% |
2.2.5 Percentage of female and male sex workers reporting the use o o
of a condom with their most recent client (HIV-O4 | #842) 90% 90.6%1
2.2.6 Percentage of SWs who both correctly identify ways of pre-
venting sexual transmission of HIV and who reject major misconcep- 40% 21%\

tions about HIV transmission (modified HIV-C-P1 | #658)

Discussion of the achievement

Technical soundness of the M&E Plan

Similar to the pair of objective and expected result
for PWID (under Strategy 1), the definition of the
expected result is inconsistent with the objective
from a standpoint of the hierarchy of results - the
expected result reflects coverage with services
while the objective implies a result at the impact
level. Even if the expected result is delivered, it is
unlikely that it will influence the accomplishment
of the objective within the lifespan of the State
Program.

However, in distinction from the objective 1.1,
the M&E Plan suggests that the indicators mea-
sure immediate results of prevention: namely,
knowledge of HIV transmission risks and behavior
change (condom use with a client). Technically,
these 2 indicators can be used for interpreting the

Interpretation of the achievements

achievements, but not for assessing the achieve-
ment of either the objective (prevalence) or the
expected result (coverage) directly.

Accordingtothe M&Eplanmanual ((MuHncTepctBO
3opaBooxpaHeHna  Kolprbizckorn  Pecny6nnku
2012), the coverage indicator 2.2.4 implies the
following basic elements of prevention services for
SWs: prevention of STl and HIV, awareness of HIV,
and HIV testing.

For unknown reason, year 2014 target (90%) for
the indicator “2.2.5 Percentage of female and male
sex workers reporting the use of a condom with
their most recent client (HIV-O4 | #842)" in the
M&E Plan was set below the baseline 91% (2010)
and the target for previous reporting year which
was 95% in 2012.

The achievement of keeping HIV prevalence below 5% among SWs (2% prevalence) cannot be attributed
to the implementation of the current State Program. An in the case of PWID for objective 1.1, it can be
used as a baseline as the current program became effective in December 2012. The real epidemic situation
among SWs will be visible next year after conducting the next IBBS.

According to IBBS 2013, the coverage of SWs by
preventive services was measured for 3 types of
packages: a simple package included 2 services -
the distribution of information-education materials,
and condoms, the second (“3-service”) package
included a referral for HIV testing in addition, and
the most advance package included the knowledge

27

of the location of HIV testing (“4-service package™).
The composition of 4-service package was closest
to the indicator definition in the M&E manual of
the State Program. Therefore, the study team used
the IBBS measurement of the coverage for the most
advanced package in order to assess performance
by the indicator 2.2.4. The coverage with lighter,



2-service prevention package was 65% on average
being the highest in Batken (93%) and Issyk-Kul
(90%), while the lowest was 12% in Talas. If the
4-service package is considered to be a standard of
prevention service, then a gap between the cover-
age with 4-service and the coverage with 2-service
packages can indirectly point to the quality of pre-
vention programs. According to the IBBS 2013 re-
sults, the gaps was very high in Chuy - 73 percent-
age points (13% for 4-service package and 86% for
2-service package), in Issyk-Kul - 62 percentage
points (28% and 90% respectively), in Bishkek - 44

R AMONYM A study in the area of HIV in the Kyrgyz Republic

percentage points (1% and 45% respectively) and
in Osh - 38 percentage points (39% and 87% re-
spectively). It can be assumed that the most suc-
cessful coverage with prevention programs both in
terms of scale and content was in Batken (87% and
93% respectively) and Naryn (53% and 66% re-
spectively), while the implementation of the State
Program with regards to the prevention among
SWs was mostly focused on the scale in Osh, Issyk-
Ku and Chuy (the coverage light 2-service package
was above 60%), as well as in Bishkek and Jalal-
Abad, but failed to reach 60% target.

According to the administratively reported cover-
age figures, 5,579 SWs received “consultations” in
2014 (GFATM, UNDP 2015). The report for the pre-
vious year did not specify the total number of SWs
reached with prevention (GFATM, UNDP 2014),
only showing the number reach with “a minimum
package of service to prevent HIV” in the 2nd half
of 2013 - 3,020 (less compared to 3,653 for the
same period in 2014) 6. If we assume that “con-

6 The reported numbers of SWs reached in the 1% and the 2" half of the
year cannot be summed unless some of the beneficiaries were reached in
both periods. For instance, 3,663 SWs were reached in H1 2014, 3,653 in H2
2014, but the total number reached in 2014 was 5,579, not 7,316 (=3,363 +
3,653).

sultations” referred to in the report is equivalent of
“a minimum and need-based extended packages of
services”7, then the administratively reported cov-
erage of SWs with prevention was 79% in 2014 (of
the size estimate of 7,100 (M-Vector 2013), much
above the target of 55% in 2013 (or >60% in 2016):

® Asreported by the UNDP, 5,214 SWs were re-
ferred for STI testing, which constitutes 93% of
SWs reached by prevention (RP or 73% of the
SWs size estimate (SE) as shown in Figure 7:

7 The study team noted that the beneficiaries of “consultations” and “the
minimum package of services” were counted separately for MSM in the same
report, table 11 (GFATM, UNDP 2015).

Figure 7: Coverage of SWs with prevention and the flow of SWs in 2014

SWs size estimate (SE)
7,100

Reached by
prevention (RP)
5,579
79% of SE

Referred for STIs
testing (RS)

5,214
73% of SE
93% of RP

Tested for STIs
1,573
22% of SE
28% of RP
30% of RS
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® 1,573 SWs were tested for STI, which is 30% of
5,214 SWs referred for STl testing (RS), 28% of
SWs reached by prevention (RP), or 30% of the
size estimate (SE).

® 1,665 SWs were referred for HIV testing to
AIDS Centers, that is 30% of 5,579 of SWS
reached by prevention (RP), or 23% of the size
estimate (SE).

® 1,882 SWs were tested for HIV in 2014, more
than those referred for HIV testing (RH) to
AIDS centers. The study team did not find an
explanation for this phenomena in the report.

Nevertheless, it accounted for 34% of the SWs
reached by prevention, and for 27% of the size
estimate.

The administrative coverage of HIV testing of SW5s
(22%), as reported by prevention service provid-
ers (GFATM, UNDP 2015), was lower compared
to IBBS 2013 findings for both indicators of HIV
testing - 56% (tested and knew results) and 39%
(tested and were counselled for HIV). This is the
opposite of the observation on PWID coverage
where prevention was higher to the administrative
reported than measured by IBBS 2013.

Routine statistics of the RAC does now allow for
tracing testing of SWs with ELISA. The coding used
originally (code 105 “Persons with random sexu-
al relationships™) included sex workers and their
clients. Registered with this code, 1,112 persons
were tested for HIV in 2013, and 1,242 in 2014.
HIV was confirmed in 6 and 3 cases (HIV detection
rate 5.4% and 2.4% respectively).

8 NGOs provided rapid HIV testing to 1,453 SWs
in 2013 and to 1,355 SWs in 2014. Only 9 out

of a total of 16 SWs with positive rapid HIV test
results reached AIDS center, while HIV infections
was confirmed in 8 cases. If all SWs had reached
AIDS centers for the confirmation, the estimated
HIV prevalence in the cohort of SWs tested with
rapid HIV saliva-based testing would have been
1.0% (as shown in Figure 8 on page 29). This is
quite close to 2.2% HIV prevalence among SWs as
detected by IBBS 2013.

Figure 8: HIV Rapid test stasticis by KPs in 2014 KPs (as reported by RAC)
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PWID 2,256 104 4.6% 4 38 12 26 1.7% 12.0%
MSM 852 27 3.2% 12 11 9 2 1.3% 7.1%
SWs 1,355 16 1.2% 8 8 0.6% 2.1%
Total 4,463 147 3.3% 61 57 29 28 1.3% 7.9%

The study team could not understand a relation-
ship between 1,882 SWs tested at AIDS Centers
(see Figure 7 on page 28) and 1,355 SWs who
received rapid HIV testing as reported by UNDP
(see Figure 8 on page 29). Assuming that they

represent different cohorts, the total number of
SWs tested for HIV in 2014 amounts to 3,237 that
is 46% of SW size estimate - still below the target
of 55% for HIV testing.

High level of using condoms with last client (90.6%)
as reported by SWs in IBBS 2013 should be inter-
preted carefully: although marginal, is shows a
decline from the baseline 91%, and is below the
95% target for 2012. Taking into consideration ex-
tremely low level of awareness of HIV transmission

(21%) and, most importantly, the high prevalence
of syphilis (23.6%) among the SWs (discussed lat-
er under objective 2.3), this number seems to be
more reflective of the knowledge of the “correct
answer” as opposed to the knowledge of safe sex
practices.
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As noted by the key informants, the environment
was not conducive toward scaling up prevention
programs for the SWs. Sex work is decriminalized
in Kyrgyzstan, but there have been a series of at-
tempts to tighten the regulation, and to amend
the Administrative Code of the Kyrgyz Republic.
Access to SWs for reaching by prevention re-
mained restricted. The city police established a unit
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for control of the violation of social morality 8and
for human trafficking, having the right to register
SWs (including taking photos and fingerprints).
The study team noted that none of the 3 interven-
tions under the objective 2.1 implied addressing
this issue.

8 In Russian:
HPaBCTBEHHOCTV>

«no 6opbbe Cc HapyweHuaMM  O6LLECTBEHHOW

Summary - objective 2.1

i v The study team cannot assess the achievement of objective 1.1 as required by the M&E Plan due
: to the lack of information (the latest IBBS is dated 2013), the logical inconsistencies between the
objective and the expected results, and the noted M&E Plan deficiencies (such as irrelevance of
some and the absence of quality related indicators) i

Most likely, the objective will be achieved in terms of the HIV spread among SWs (<5%), but no

evidence was found to expect a decline in HIV prevalence among SWs in 2016 from 2.2% in 2013.

e

The review of actual results against the expected ones (based on administrative reporting and :

other sources) indicates underperformance in reaching SWs with quality preventive services, and
inability of the prevention programs to link SWs to HIV testing. H

Overall, the implementation of the objective 2.1 is unsatisfactory when measured against the

expected results despite of a lot of efforts of the designated actors.

Expected Result

More than 30% of the estimated size of MSM are covered

with a basic package of services by 2016

Measurement result

The country failed to meet the target for the objective in 2013: the
percentage of MSM who are HIV-infected (indicator 2.3.1, HIV-14

| #850) was 6.3% in 2013 against the target of <5%, which was o

far above the baseline 1.1% (2010) by 5.2 percentage points (i.e. <5%

almost a six-fold increase).

The following indicator was used to assess the progress in delivery of

the expected result (based on IBBS 2013 findings) (Uokmoposga, et al.

2013):

Target Actual Result
Target Result

2.3.4. Percentage of men who have sex with men reached 30 % 47.9% 1
with HIV prevention programs (HIV-P5 | #760) (2014) 20
2.3.2. Percentage of MSM that received an HIV test in the last 12 o o
months and who know the results (HIV-C-P7 | #854) 60% 40% ¥
2.3.3 Percentage of MSM tested and counseled for HIV (in last 60% 17.9% 4

12 months) and who received results (HIV-P7 | #537)
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2.3.5. Percentage of men reporting the use of a condom the last

o, [¢)
time they had anal sex with a male partner (HIV-O5 | #664) 60% 83% 1
2.3.6. Percentage of MSM who both correctly identify ways of pre-
venting the sexual transmission of HIV and who reject major miscon- 80% 56.8% |

ceptions about HIV transmission (modified HIV-C-P1 | #658)

Discussion of the achievement

Technical soundness of the M&E Plan

A logical gap between the definitions of the objec-
tive and the expected result for MSM is not as wide
as for PWID and SWs (objectives 1.1 and 2.1).
Even though the expected result reflects coverage
with services, the objective refers to vulnerability
(not to HIV prevalence). The concept of “vulnera-
bility” was not still clear: does “vulnerability” refers
to “insecurity” of those MSM not covered by pre-
vention? Or does it imply “vulnerability” caused by
risky behavior? The definition of the expected re-
sult interprets “vulnerability” as the level of cover-
age with preventive programs. However, inclusion
of behavior and knowledge indicators in the M&E
Plan demonstrates that the concept is more than
just a service coverage.

Interpretation of the achievements

The failure to keep HIV prevalence below 5%
among MSM (6.3% prevalence) cannot not be
attributed to the implementation of the current
State Program. As in the case of PWID and SWs
for objective 1.1 and 2.1, the result can be used as
a baseline as the current program became effective

The study team noted a serious inconsistency in
the targets between the expected result and the
corresponding indicator 2.3.4 in the M&E Plan: the
State Program calls for covering more than 30% of
MSM with prevention (so any coverage number
above 30 could be a success), while twice higher
threshold was set in the M&E Plan at 60%?°.

The study team noted that the targets for the indi-
cator 2.3.5 (condom use with the last male part-
ner) were set below the baseline of 70.5% in 2010
to 50, 60% and >60% for 2012, 2014, and 2016
respectively.

9 As experts reported, 60% of MSM coverage was included into M&E Plan
mistakenly.

in December 2012. The real epidemic situation
among MSM will be visible next year after conduct-
ing the next IBBS. However, the observed sharp
increase of the epidemic, particularly in Bishkek
(from 1.1% to 13.3%), is alarming.

Progress towards the accomplishment of the ob-
jective — decreasing vulnerability - is more appro-
priate to be assessed with behavior and knowledge
indicators. According to the IBBS 2013, safe sex
practice was reported by 83% interviewed MSM,
which is above the 2014 target of 60% and the
baseline of 70.5%. However, this behavior is hard
to associate with an adequate level of understand-
ing of HIV risks - only 56.8% of MSM demonstrated

the proper knowledge of HIV transmission. Most
importantly, the high level of using condoms with
male partner does not match the upward trend
in the spread of HIV and syphilis (7.9%, up from
5.7% in 2010). The logical inconsistencies between
knowledge, behavioral, and serological results
were well noted in the IBBS 2013 report, question-
ing the reliability of some of the measurements.

If 30% target is used for the coverage indicator (as
defined in the expected result) instead of 60%, the
result was delivered. However, 48% coverage level
is inadequate to respond to the observed upward
trend of the epidemic among MSM, and cannot be
considered to be a success.
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According to the administrative reports, 2,203
MSM were reached with a comprehensive package
of preventive services in 2014 (including the distri-
bution of condoms and lubricants, and testing for
STI and HIV testing). UNDP claimed that “82% of
the interviewed MSM reported the use of acondom
with their most recent partner in 2014, showing



11.5% improvement in comparison with 2010
data” (GFATM, UNDP 2015, 45). No source of this
data was indicated, and the study team assumes
that the authors used IBBS 2013 findings (com-
paring to IBBS 2010) which cannot be attributed
to the success of prevention in 2014. Furthermore,
the UNDP, in the capacity of the PR of the GFATM
project supporting prevention interventions for
KPs including MSM (i.e. the implementation of the
corresponding strategies of the State Program),
reported that the target agreed with the GF for the
coverage of MSM was exceeded by 1,400 persons,
or 157%.
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The study team cannot argue regarding the perfor-
mance against the GF agreed target for the preven-
tion service coverage However, 2,203 MSM which
was reached through prevention in 2014 translates
into 10% coverage of the total estimated number
of 22,000 of MSM (M-Vector 2013) or 24.5% if
calculated only for so called 9,000 “accessible” or
“available” MSM? as shown in Figure 9:

10 Although the study report refers to so called “visible” 6,960 MSM in
Bishkek and 4,730 MSM in Osh (or 11,690 it total) (M-Vector 2013, 77)

Figure 9: Coverage of MSM with prevention and the flow of MSM in 2014
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® As reported by the UNDP, 2,066 MSM were
referred for STI testing, which constitutes 94%
of MSM reached by prevention (RP), or 23% of
the “accessible” MSM size estimate (SE);

597 MSM were tested for STI, that is 29% of
2,066 MSM referred for STI testing (RS), 27%
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Referred for HIV
testing (RH)
1,203
13% of SE
55% of RP

Tested for HIV
852
8% of SE
39% of RP
71% of RH

of MSM reached by prevention (RP), or 7% of
the size estimate (SE);

1,203 MSM were referred for HIV testing, that
is 55% of 2,203 MSM reached by prevention
(RP), or 13% of the size estimate (SE);



Figure 10: Flow of MSM referred for HIV testing in 2014
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® 852 MSM were tested for HIV in 2014 (by AIDS
Centers and NGOs), that is 71% of 1,203 re-
ferred for HIV testing, 39% of MSM reached
by prevention, and 8% of the size estimate of
accessible MSM. Presumably, this number
includes both HIV rapid testing and ELISA as
long AIDS Centers and NGOs were mentioned.

According to RAC statistics, 852 MSM were tested
with rapid HIV tests in 2014 (see Figure 8 on page

29) - the number corresponds to the number
of MSM tested for HIV as reported by the UNDP
(see Figure 9 on page 32), which implies that all
referred MSM were tested with rapid tests (even if
they were referred to AIDS center as stated in the
UNDP report).

According to the RAC routine statistics:

® In 2013: 77 persons registered with the code
103 “Homo- and bi-sexual” were tested (with
ELISA), and HIV infection was confirmed in 12
cases or among 15.6% MSM tested in AIDS
Center. As reported by the UNDP ((GFATM,
UNDP 2014), two NGOs tested 343 MSM HIV
with rapid tests. Presumably, some MSM with
positive results of rapid HIV testing (the num-
ber was not specified in the report) reached the
AIDS center, and were among 77 tested with
ELISA.

® In 2014: 265 persons registered with the code
103 were tested (with ELISA), and HIV infection
was confirmed in 16 cases or among 6.4% of
MSM tested in AIDS Center. The same year, out
of 27 MSM receiving positive results of rapid
HIV testing, 12 reached the AIDS center, and 9
new cases of HIV were confirmed. It means that
out of 16 HIV confirmed cases in 2014, 7 MSM
bypassed the pool of 852 MSM tested with rap-
id HIV tests (but could be among 1,203 MSM
referred by NGOs for HIV testing) as shown in
Figure 10 above.

Until the upcoming IBBS, there is no evidence of
MSM changing behavior other than seeking testing
for STl and HIV, which were at the level of 7% and
8% respectively in 2014 as shown in Figure 9 and
Figure 10 above. The coverage with prevention
could have been worse in the past, and has in-
creased after the intensification of efforts with the
GF financial support. However, the level reached
(24% of the modest size estimate) seems neither
adequate, nor even close to the State Program tar-
get. Therefore, the study team considers that the
reported statement of the UNDP “the resultant sig-
nificant change of MSM behavior is due to UNDP
intensified efforts in HIV prevention, treatment,
care and support” (UNAIDS 2014, 46) cannot be
substantiated, and is misleading in relation to pre-
vention and behavior change of MSM.

According to RAC routine statistics, MSM were
diagnosed at the early stages of HIV disease - out
of 12 MSM with HIV infection confirmed in 2013,

no clinical signs of the disease were found in 5
cases, while 5 patients were diagnosed with HIV
disease at clinical stage |, and 2 at clinical stage



lll. The same pattern was observed in 2014, when
out of 17 newly detected HIV cases, 8 patients had
no clinical signs, 7 patients were diagnosed with
HIV disease on clinical stage |, and 2 patients were
found to have HIV disease on state lll. Such pattern

R AMONYM A study in the area of HIV in the Kyrgyz Republic

can be partially explained by the fact that 4 out of
12 MSM with HIV infection confirmed in 2013 had
been tested in 2008-2012 years, and 8 MSM out of
the 2014 cohort were tested in 2012-2013.

According to various key informants, the MSM
community has been experiencing sever stigma
and discrimination even from the family members
and relatives. Together with self-stigmatization, all
these factors make it difficult to reach them with

prevention programs, which creates demand side
barriers to the access to HIV care and services (be-
ing afraid of the disclosure of their behavior and
HIV status).

i v Similar to PWID and SWS, the achievement of the objective in terms of HIV spread among MSM
i could not be assessed due to the lack of bio- and behavioral-surveillance information.

Py

Most likely the objective will not be achieved by 2015, and the HIV prevalence will remain above
5% taking into account the scale of coverage with preventive programs. i

Expected results related to coverage with HIV testing (even the results based on administrative
reporting) were below acceptable levels and program targets H

If next IBBS proves that the level of safe sex practice remains high among MSM and exceeds
2013 achievements, attributing the result to the implementation of the prevention programs will
be difficult, unless supported by the performance against indicators (such as awareness of HIV
transmission, syphilis prevalence, etc.). H

Overall, the implementation of the objective 2.2 is unsatisfactory when measured against the

expected results or objective-specific target despite of the efforts of the designated actors.

Expected Result

Syphilis spread among the high risk groups decreased by 50% by 2016

Measurement result

In 2013, the country failed to meet the targets for access (and the utilization) of the key populations to STI

prevention and treatment services (set for 2014):

Target Result
2.4.6 Percentage of sex workers with STI symptoms who received treatment 80% 28%
2.4.7. Percentage of people who inject drugs with o o
STl symptoms who received treatment >0% 21% ¥
2.4.8. Percentage of men who have sex with men with 70% 66.7% L

STl symptoms who received treatment

As to halving syphilis spread among the key populations, according to IBBS 2013, syphilis prevalence was

above the 5% threshold in all groups:

Target Result
2.4.1. Syphilis prevalence among people who inject drugs <5% 8.4%\
2.4.2. Syphilis prevalence among sex workers <5% 23.6%\
2.4.3. Syphilis prevalence among men who have sex with men <5% 7.9%\
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Discussion of the achievement

Technical soundness of the M&E Plan

The stated objective and the expected result are
consistent in terms of logical hierarchy - if the
coverage through prevention and access to STI
treatment is effective, the decline in syphilis spread
in the target population could be an expected re-
sult. However, the objective 2.3 does not envisage

Interpretation of the achievements

Syphilis prevalence increased in all KPs from 6.6%
(2010) to 8.4% (2013) in PWID, from 10.4%
(2010) to 23.6% (2013) in SWs, and 5.7% (2010)
to 7.9% in MSM.

Side factors as demand of services or behavior pat-
tern cannot explain this upward trend of syphilis
epidemic. As noted under the objectives 2.1. and
2.2, SWs and MSM reported high level of safe
sex practices that are in consistent with such high
syphilis prevalence, especially among SWs (23.6%
prevalence when 90,6% SWs reported the use of
condom last time with the client). Most likely, the
respondents’ answers on safe sex practices did not

any STI preventive intervention: they can be found
under the objective 2.1 for SWs and the objective
2.2 for MSM, but were overlooked for PWID.
Therefore, in terms of strategic design, it is unclear
how syphilis could be controlled among PWID oth-
er than by diagnosis and treatment.

reflect the reality, and should be interpreted cau-
tiously. 5% HIV prevalence among PWID sexual
partners (not injecting drugs) in 2014 (OdepsbviHa
and JoopoHb6ekoBa 2015) is one of the striking
examples.

As to supply side, less than one third of PWID and
SWs availed themselves for STI treatment, which
ultimately contributes to its high prevalence and
further transmission, paired with unsafe sexual
practices (according to IBBS 2013, 81% of PWID
use condoms with last commercial sexual partner,
65% with occasional partner, and only 40% with
regular sexual partner).

It is noteworthy that the number of cases of syphilis has been increasing over the last 5 years from 878 in
2010 to 1,082 cases in 2014 according to the official routine statistics:

Figure 11: The total number of syphilis cases detected by gender and years

2010 2011 2012 2013 2014
Number of cases - male 501 520 409 497 439
Number of cases - female 397 417 377 560 643
Total number of cases 898 937 786 1,057 1,082
Number of cases per 100,000 population 16.5 17.0 14.0 18.5 18.5

Considering a cyclic character of epidemics, it could be assumed that a new wave of syphilis spread emerg-

es following the previous one in 90,

Summary - objective 2.3

v The real progress in the implementation of the State Program under the objective 2.3 cannot be
: assessed as IBBS is the only source of information for all indicators in the M&E Plan under the

Objecive 2.3.
v Upcoming IBBS is unlikely to detect substantial improvement in either syphilis prevalence among
the KPs or in the access to STI treatment among PWID and SW5s i
v

In overall, the implementation of objective 2.3 is unsatisfactory when measured against the

expected results (syphilis prevalence) or objective specific targets (access to STI treatment) using

the latest IBBS data available
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Expected Result Ensure access to HIV prevention programs of at least 60% of
young men and women aged 15 to 24 years by 2016

Measurement result

According to routine statistics, HIV infection was confirmed in
0.03% of the pregnant women and in 0.007% of young women
and men aged 15-24, against <1% target of the state program.

People aged 15-24 years constituted 12.1% of all HIV infection o
cases confirmed in 2014, against <8% target (for 2016), above <8%
the 9.5% baseline (2010).

The following indicator was used to assess the progress of de-
livery of the expected result (based Demographic Health Survey
2012 findings) (NSC, MOH and IFC International 2013):

Target Actual Result

Target Result

2.1.3. Percentage of young women and men aged 15-24 years who both
correctly identify ways of preventing the sexual transmission of HIV and who 60% 23.4% |
reject the major misconceptions about HIV transmission (HIV-C-P1 | #658)

2.1.5 Percentage of women and men aged 15-49 years who have had
more than one sexual partner in the past 12 months reporting the use 90% 71.4%\,
of a condom during their last sexual intercourse (HIV-O3 | #843)

Discussion of the achievement

Technical soundness of the M&E Plan

An expected result of “reducing the vulnerability of  years who are HIV infected (HIV-12 | #844)" is am-
young people to HIV and STI” should be a decline  bivalent (refers to both young women and men),
in HIV and STI spread in this specific age group, although the M&E Manual specifies that only the
as opposed to the coverage with prevention as  pregnant aged 15-24 years should be assessed
defined in the State Program. Therefore, the objec-  through sentinel surveillance. Most importantly,
tive and the expected result, as defined in the State  this indicator does not seem relevant to the con-
Program, are not logically consistent. centrated profile of the epidemic in the country,
but can supplement the measurement by indicator
2.1.6 which better captures the inflow of young
people in the cohort of PLHIV.

Out of 6 indicators proposed in the M&E Plan to
measure the performance under this objective,
indicator “2.1.6. Percentage of people aged 15-24
years among new cases of HIV infection” is most  The M&E Plan does not include indicators to mea-
relevant to measure the outcome. The definition  sure STI prevalence among young people despite
of another objective-specific indicator “2.1.1.  the fact that the objective definition refers to STI
Percentage of young women and men aged 15-24  as well.

Interpretation of the achievements

Findings of the DHS 2012 used by the study team  Program achievements in this regard (knowledge
for measuring the achievement of the expected re-  of HIV transmission and safe sex practices among
sult were even more outdated than IBBS 2013 find-  young people) can be measured after conducting
ings used for other indicators. Therefore, the State  next DHS or an equivalent sociological study.
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The achievement against indicator 2.1.6 implies
that the share of young people in new cases of
HIV infection remained high in 2014 (1.5 times
higher than planned). Such a result indicates that
the implementation of 8 major interventions under

the objective 2.4 were insufficient (even if each in-
tervention was fully implemented) for preventing
young people from risky behavior and from be-
coming vulnerable to HIV and STI.

According to administrative reports, the Ministry
of Education and Science conducted 49 trainings
on prevention of HIV infection and drug abuse
for school teachers in 2014 (under the program
“Healthy life style”). 10 guidelines on promoting
healthy life style, and on prevention of HIV infection

and drug abuse were prepared and published
in 2014. HIV prevention topics were included in
the curriculum of 55% schools and all profes-
sional (technical) colleges (MexBegomcTBeHHas
pabouas rpynnna M3 KP 2015).

v The expected results of the objective 2.4 cannot be assessed due to the lack of information: the
i only source of information, DHS, is dated year 2012. i

v The share of young people in new cases of HIV infection in 2014 remained 1.5 higher than
planned, and the implementation of the state program is considered unsatisfactory for meeting :

the objective-specific target.

Expected Result By 2016, achieve the coverage with HAART of 80% in need, and retain

85% of them in the antiretroviral treatment more than 12 months

Measurement result

According to routine statistics, 29% of the eligible adults and chil-
dren received antiretroviral therapy by the end of 2014 (indicator
3.1.1, HIV-T1 | #649), against 35% target set for 2014 (in the

M&E Plan).

The study team measured the expected result for this objective

using the following indicators from the M&E Plan:

35%

Actual Result

Target

Target Result

3.1.2. Percentage of adults and children with HIV known to be on treatment
12 months after initiation of antiretroviral therapy (HIV-16 | #860)

85% 84.8% 1

4.1.2. Percentage of people living with HIV who received CD4 testing in reporting year

90% 50.3%\
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Discussion of the achievement

Technical soundness of the M&E Plan

The study team found that for the first time a) the
definitions of the objective and the expected result
were logically consistent, and b) relevant indicators
were suggested in the M&E Plan.

There was no indicator under this objective refer-
ring to the quality or adherence to ART. Therefore,
the team used one of the indicators in M&E plan
(4.1.2) to assess the achievement of the expected
result. The study team acknowledged that testing

Interpretation of the achievements

Figure 12 below shows four versions of ART cov-
erage for 1,718 PLHIV on ART by the end of 2014
(based on routine statistics). The coverage was

for viral load was not available in 2011, and thus,
a CD4 count related indicator was suggested for
measuring adherence to or quality of ART.

The only technical inconsistency found it ART cov-
erage targets between the expected result of 80%
by 2016 according to the State Programme and the
35% in the M&E Plan (40% for 2016 and 35% for
2014).

below the 80% target (as defined in the expected
result) even for the registered, or for those who are
ready for ART PLHIV (76% and 68% respectively).

Figure 12: Coverage with ART (in red) of 1,718 PLHIV on ART by PLHIV cohorts, as of 31.12.2014
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PLHIV was higher than the number of the regis-
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The State Program could not reach the target de-
spite a 55% year-to-year increase in the enrollment
in ART in 2013, and the 60% increase in 2014 that
resulted in 3.4 fold expansion of the PLHIV on ART
during the period of beginning of 2012 (510) to
the end of 2014 (1,718) as shown Figure 13 below:

Figure 13: Dynamics of patients on ART by years (all ages)

2012 2013 2014 2015
On ART at the beginning of the reporting year 510 691 1,074 1,718
Started ART in the reporting year 253 491 891 455
Stopped ART in the reporting year 72 108 313 185
On ART by the end of the reporting year 691 1,074 1,718 1,982
Annual increment in % 55% 60% 15%
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Although the number of PLHIV that started ART  The trend in the enrollment of children in ART was

almost doubled in 2014 compared to the previous  upward, but not as steep as in case of adults (see

year, while the number of PLHIV that left the treat-  Figure 14 below), resulting in the gradual decrease

ment tripled for the same period. of the share of children in PLHIV on ART from 32%
in 2012 to 22% in 2014 (and to 19% as of October
2015).

Figure 14: Dynamics of patients on ART by years (only children)!
2012 2013 2014 2015

On ART at the beginning of the reporting year 171 233 284 375
Started ART in the reporting year 70 70 99 66
Stopped ART in the reporting year 19 8 24 16
On ART by the end of the reporting year 222 295 375 383
Annual increment in % 33% 27% 2%

PWID constituted one third of PLHIV on ART by the end of 2014 as shown in Figure 15 below. 176 PLHIV
where on ART in prisons, or 10% of all PLHIV on ART and resulted in 36.1% the coverage of PLHIV in
prisons with ART (488).

Figure 14.1: Description of PLHIV on ART by categories (2014)
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The distribution of 1,718 PLHIV on ART in 2014 by gender, age groups, and geographical areas are pre-
sented Figure 60 on page 92.

11 According to NAC data (some data is incorrect). The evaluation team keeps the data as presented by NAC.

The adherence to ART was 82.6% in 2013 and by RAC (see Figure 13 on page 38). If retention
84.8% in 2014, according to the officially re- on ART in 2014 was measured for 2013 cohort of
ported figures under the Global AIDS Response  PLHIV that started ART (in 2013), the denominator
Progress  Reporting  (GARPR) framework should be 491, and the achievement would be 432
(MexBepomctBeHHasa pabouasa rpynnna M3 KP /491 =88% (not 84.8%). If, on the other hand, 432
2015). As indicated in the implementation assess-  PLHIV on ART at least 12 months belong to 2014
ment matrix (see Figure 66 on page 98), 84.8%  cohort, then the adherence would be 432 / 891 =
adherence for 2014 was calculated as 432 (on ART  42%.

at least 12 months) divided by 512 (presumably
the initial size of the cohort of PLHIV who started
ART). However, the cohort size of 512 does not
match any figure in the ART statistics table provided

According to the electronic database of RAC, out of
479 PLHIV whose HIV infection was confirmed in
2013, 202 started ART (any time from 01.01.2013),
while 121 remained on ART for at least 12 months,
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which constitutes 59% out of those 202 PLHIV on  Finally, the study team discussed an algorithm with
ART. As to 2014 cohort of PLHIV, retention on ART  the RAC specialists, which is used for calculating
was 39% (out of the 321 PHLIV who started ART  the number of PLHIV on ART for more than 12
any time after January 12014, 125 PLHIV were on  months in the electronic database. RAC uses loose
ART as of 31 October 2015). These calculation can-  criteria to filter records of PHLIV who started ART,
not be compared with the previous one because it  who did not stop (empty column for the date of
uses different cohort (cohort of people with HIVin-  stopping ART) or stopped after 12 months from
fection confirmed either in a given year, as opposed  the start of ART, and are alive (empty column for
to the cohort of PLHIV who started treatment in  the date of death) or have died after 12 months of
a given year). However, at least it shows that the  uninterrupted treatment. However, most often, the
retention of PLHIV on ART with recently detected  calculation is done manually using different sourc-
HIV infection was far below the target of 85%. es of routine data recording and reporting.

The study team used registration form #4 as a pri-  infection were tested for CD4 count- the figure that
mary source for measuring the result for indicator  differs from 308, recorded in registration forms #4.
4.1.2: 612 persons were registered for care with
HIV infection confirmed in 2014, and 308 were
tested for CD4 count (50.3% = 308 / 612), which
is more than 44.8% (215 / 480) in 2013 -but still
below the target.

The study team analyzed the RAC electronic da-
tabase, and found completely different numbers.
Out of 614 persons with HIV infection confirmed
in 2014, 434 registered for care, and 400 received
CD4 test. If the numbers are accurate, the coverage
According to the official report GARPR for 2014  was 92% of those new cases of HIV infection who
((MexBepnomctBeHHas pabouas rpynnna M3 registered for care (and became available for CD4
KP 2015), 327 persons with newly detected HIV  count), or 65% out of all new cases of HIV con-
firmed as shown in Figure 15 below:

Figure 15: Coverage with testing for CD4 by years (electronic database of RAC)

CD4 count
HIV confirmed Registered for care as % of as % of HIV
Persons tested . .
registered confirmed
2013 479 262 245 94% 51%
2014 614 434 400 92% 65%

The study decided to use calculations based on It is noteworthy, that out of 1,718 on ART in 2018,

registration forms #4. In any case, the result re- 1,111 PLHIV received testing for viral load (cover-

mained far below 90% target, and the choice of  age withtesting-65%), while virus was suppressed

data source could not affect the assessment of the  in 269 cases (or 24% of those tested), and the viral

performance against this indicator. load was below 1,000 copies per ml in 720 cases
(or 65% of those tested).
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v None of the targets under the objective 3.1 were achieved in 2014 except for one, namely, retention :
of PLHIV on ART more than 12 months. i

v The team was able to measure the results for this objective based on routine statistics. However,
the team faced difficulties in identification of appropriate figures that differ across official reports
and sources. This does not affect the assessment of the results against all targets as long as the :
results were far below the target, except for retention on ART (indicator 4.1.2). The study team :
used the highest reported result which met the target, but has serious concerns about its validity.

v Overall, the implementation of the State Program was unsatisfactory if measured by reported
results against the targets, despite the fact that retention on ART was at the target level. The team
considers that high retention on ART has impact on the epidemic when a) coverage with ART is
reasonable (not 29% as was in 2014) and b) there is a strong evidence suggesting that staying
on ART is accompanied by adherence to the treatment (measured by CD4 count) and, most
importantly, by results in viral suppression (not in a low as 24% in 2014). '

Objective 3.2 Provide PLHIV a universal access to diagnosis and prevention of
opportunistic infections, including tuberculosis and viral hepatitis C

Expected Result Decrease TB related mortality among PLHIV by 20%-50% by 2016

Measurement result

The percentage of people who died of tuberculosis out of all who died in the 35.0%
reporting period due to HIV/AIDS-related causes was 32.8% (72 / 219), below 32.8%
the target of 35%.

Tuberculosis-related morbidity among people living with HIV was 284 (72 x 1000
/ 2538) in 2014.

The study team used the following indicators to measure progress in the accom-
plishment of the objective:

Target Actual Result

Target Result

3.2.2. Percentage of adults and children enrolled in HIV care who had TB
status assessed in the reporting period all adults and children enrolled in 60% 84.6% 1
HIV care and seen for care in the reporting period (~TB/HIV-1 | #768)

3.2.3.Percentage of estimated HIV-positive incident TB cases that re-
ceived treatment for both TB and HIV (C-TB/HIV | #651)

3.2.4 Percentage of adults and children enrolled in HIV care and eligi-
ble for co-trimoxazole prophylaxis (according to national guidelines) 60% 100% 1
currently receiving Cotrimoxazole prophylaxis (HIV-CS1 | #764)

60% 72.8% 112

12 For 2013; now result was stated for 2014 in GAPRP 2014.
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Discussion of the achievement

Technical soundness of the M&E Plan

The objective and the expected results are consis- “The number of PLHIV who died from TB per
tent logically: the definition of the two assumes that 1,000 PLHIV” in order to assess the expected
a universal access to diagnosis and prevention of 20%-50% decrease in TB-related mortality.

TB, as well proper treatment, reduces TB related

° . - . .
mortality among PLHIV. There is no indicator related to diagnosis of

VHC, even though it is mentioned in the defini-
The study team noted the following deficiencies of tion of the objective 3.2.

the M&E Plan: Targets for indicator 3.2.4 were set far below the
® ‘The M&E plan misses a key impact level indica-  baseline of 88% with a gradual increase from 40%
tor to measure the TB related mortality among  in 2012 to 80% in 2016.
PLHIV. Therefore, the study used the indicator

Interpretation of the achievements

According to routine statistics, all targets set for objective-related indicators were met. Although the share of
new HIV infection cases checked for TB increased dramatically from 22% in 2010 to 85% in 2013, there is
still a room for improvement. Nevertheless, the TB detection varied between 3.4-5.9% as shown in Figure 16
below. It has to be noted that the highest detection (5.9%) was recorded in 2010 when only 22% of new HIV
cases were checked for TB.

Figure 16: Description of TB and HIV co-infection by years

PLHIV
among  TB patients Number Numberof TB related death
TB HIV HIV/ TB among of PLHIV TBrelated among all cases

Years cases cases TB patients PLHIV3 died death of death of PLHIV
2009 6,358 687 88 1.4% 3.4% 47 25 53.2%
2010 6,595 570 183 2.8% 5.9% 46 31 67.4%
2011 6,666 599 153 2.3% 4.1% 58 41 70.7%
2012 5930 724 151 2.5% 3.4% 89 69 77.5%
2013 7,209 480 203 2.8% 4.1% 96 70 72.9%
2014 6,390 648 222 3.5% 3.9% 117 75 64.1%
Total 3708 1249 21.7% 1096 407 37.1%

13 The data is calculated for cumulative number of PLHIV, as TB cases are registered as among new detected PLHIV, as those who are at the care connected
with HIV.

New clinical protocol for “The treatment of TB and ~ UNDP GF report also refers to the same number
HIV co-infection among adults and adolescents”  of 421 patients with TB-HIV co-infection on ART in
endorsed in the reporting period requests all 2014 (up from 19 in 2009). Interestingly, UNPD GF
PLHIV to be screened for TB. 91.2% of PLHIV reg-  report for 2014 claimed that:

istered for care were questioned about TB at the
last visit in 2013. According to RAC presentation in
November, out of 6,390 TB cases detected in 2014
(Or 97%), 6,198 TB patients were tested for HIV,
and HIV prevalence was 3.58% (more than in SWs

® the treatment coverage of TB patients with TB-
HIV co-infection was 92%, or 1,149 patients out
of the cumulative number of 1,248 registered
cases of TB-HIV coinfection.

in 2013). ® 110 PLHIV received both TB and ARV treat-
ment in 2014 (compared to 112 stated in
According to GARPR 2014, ART coverage of peo- GARPR 2014)

ple with TB and HIV co-infection increased to 62%
in 2014: out of 679 PLHIV with a diagnosed TB,

421 were on ART ((MexeegomcTBeHHas pabouas 14 UNDP GF counted 221 new cases of TB-HIV co-infection in 2014,

rpynnna M3 KP 2015). therefore the cumulative number is 1,248 instead of 1,249 as counted by the
RAC (222 new TB-HIV co-infection cases in 2014)
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Figure 17: Coverage of patients with TB-HIV co-infection
detected in 2014 with both ARV and TB treatment

178 on TB
treatment

136 on ART
treatment

112 on both ART
and TB treatment

The study team could not define which report
(GARPR 2014 or UNDP GF 2014) was the pri-
mary source of these calculations (despite minor
discrepancies in the numbers). Nevertheless, the
team could not find any explanation of using cu-
mulative numbers of people with TB-HIV co-infec-
tion to arrive to 92% coverage with both TB and
ARV treatment. From a technical point of view,

cumulating new TB cases (or TB-HIV co-infection
cases) makes no sense as most of the patients with
TB detected 3 or 4 years ago had been treated suc-
cessfully a long time ago (hopefully), and cannot
be counted for measuring “cumulative coverage”
in 2014.%

If 222 new cases of TB-HIV co-infection were diag-
nosed in 2014, and 112 received both TB and ARV
treatment, the coverage had to amount to 50.5%
instead of 62% or 92% claimed in GARPR 2014 or
UNDP GF reports, or to 72.8% used to measure
the result.

The observed use of so called cumulative numbers
of TB-HIV co-infection or combined treatment can
indicate the lack of technical qualification (which is
very unlikely), or the deliberate data manipulation
to show “success”.

According to the same routine statistics of RAC,
the coverage with both TB and ARV treatment was
78% in 2012 (118 / 151), but declined to 54.2% in
2013 (110 / 203).

15 The study team noted that “cumulation” approach is popular - it was
used with regards to pregnant women with HIV-infection to estimate
“cumulative coverage” with PMTCT, another nonsense from a technical point
of view.

Although the country reported that almost all new cases of TB and HIV were covered with co-trimoxazole
(indicator 3.2.4) (and the same was stated in UNDP GF report for 2014 (GFATM, UNDP 2015), the recent

statistical report of the RAC shows a different picture:

Figure 18: The number of new TB and HIV co-infection case and the number of pa-
tients with TB-HIV co-infection receiving co-trimoxazole (CTX)
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If that is true, the coverage declined from 68% in 2010 to 54% in 2014 (ignoring the strange phenomena
in 2009, when the number of patients who received CTX exceeded the total number of patients.
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Despite the abovementioned achievements in  The TB related mortality per 1,000 “accessible” for

access to diagnosis and treatment of TB and HIV ~ ART PLHIV was 284 in 2014 (72 TB related death

co-infection, TB related death among PLHIV re-  of PLHIV in 2014 / 2,583 PHLIV available for ART

mains high. Formally, the target for the indicator  in 2014 x 1,000). When TB related mortality rate

in the M&E plan was achieved, but the study team  was calculated per 1000 of the cumulative num-

considers this indicator as inappropriate. ber of HIV cases, it increased from 9.76 in 2010 to
70.62in 2014.

Summary - Obijective 3.2

v Targets set for objective-specific indicators were met, although the reported result for indicator
: 3.2.3 still has to be verified. The targets set for the diagnosis and treatment were low, and there
is a room for the improvement toward a universal access to the diagnosis and prevention of co-
infections. i

i v Formally, the expected result-related target was met, but the study team believes that neither :
i the indicator nor the stated target were relevant to reflecting the expected 20%-50% decline in :
TB related mortality. TB related mortality indicator used by the team shows that the TB related
mortality has increased, and remains high. :

v Overall, the implementation of the State Program was satisfactory in terms of meeting the stated
targets. However, the study team doubts that it would be sufficient to have an impact on TB and :
HIV co-infection and TB-related mortality among PLHIV. i

Objective 3.3 Provide HIV-positive pregnant women with a complex of services for the
prevention of mother-to-child transmission (PMTCT)

Expected Result Vertical transmission of HIV does not exceed 3% of
children born to HIV-positive women by 2016.

Measurement result

Two children with HIV infection were born to 59  The study team used the following indicators to
HIV-infected women in 2013, which accounts to  measure progress in the accomplishment of the
3.4% that was below 4% target set for 2014 (but  objective:

still above the target for 2016).

Target Result
3.3.1. Percentage of pregnant women who were tested o o
for HIV and who know their results (#467) 80% 94.6% T
3.3.2. Percentage of HIV-positive pregnant women who received antiretroviral 50% 96.1% 1
tratment to reduce the risk of mother-to-child transmission (HIV-P13 | #856 #528) ° e
3.3.3. Percentage of infants born to HIV-infected women who are provided with 50% 96.5% 1

antiretrovirals to reduce the risk of HIV transmission during breastfeeding (N2882)

Discussion of the achievement

Technical soundness of the M&E Plan

The objective and the expected results are consis-  performance both in relation to the objective and
tent and logically connected: the connection as-  to the expected result.
sumes that a complex of PMTCT services ensures

keeping vertical transmission equal to or below 3%. It is unclear why the targets for the indicators 3.3.2

and 3.3.3 in the M&E Plan were set so low.
The team found that the indicators suggested in
the M&P plan were instrumental to assessing the
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Interpretation of the achievements

The coverage of pregnant women with HIV testing
was 94.5% according to the statistics from Republic
Medical Information Center (RMIC), where data
from 3 sources, namely, pregnancy medical card,
PMTCT ledger, and laboratory register, are com-
piled. According to the source, out of the 189,422
pregnant women tested for HIV in 2014, 179,131
pregnant women were tested for HIV and knew the
results. The study team noted that the number of

pregnant women who tested for HIV reported in
GARPR 2014 differed, and amounted to 195,845
(189,422 were tested with ELISA, and 6,423 with
rapid tests). Another report of RAC stated that out
of 226,208 pregnant women registered in 2014,
189,845 were tested, yielding the coverage of
86.5% (compared to 93.2% in 2012, and to 92.7%
in 2013).

According to the official report
((MexBepomcTBeHHas pabouas rpynnna M3 KP
2015), the percentage of children with HIV infec-
tion born to HIV-infected women varied between
3.6% in 2011 to 3.5% in 2014 (up from 2.9% in
2013). It has to be stressed that the result for
2014 reflects the situation of 2012 - while 89 HIV-
infected women delivered in 2012, only 59 children
were tested for HIV (the status of remaining 30
children is unknown), out of which 2 were with HIV
infection. Therefore, the result reported in 2014
should be interpreted carefully - if the remaining
30 children had been tested for HIV, the result
would have been different. Nevertheless, inability
to test 30 children born to HIV-infected women
raises a lot of questions.

PCR method was introduced for early detection
of HIV in children born to HIV-infected women.
However, only 48% of children born to HIV-infected
women were tested at the age of 8 weeks. The low
coverage with early HIV diagnosis can be explained
by the refusal to test the newborn by some parents,
as well as by inadequate efforts of medical service
providers, and insufficient supervision by RAC.

One child was born with HIV infection to 86 HIV-
infected mothers receiving PMTCT services in 2013
(vertical transmission - 1.2%).

According to the GARPR 2014, in 2014 114 chil-
dren were born to HIV-infected women, out of
which only 110 received PMTCT services (or
96.5%). This slightly differs from the numbers
that the study team used to calculate the result for
indicator 3.3.2: out of 117 HIV-infected pregnant
women, 114 were reached with PMTCT. The same
report stated that HIV infection was confirmed in
134 pregnant women in 2014 (79 new and 55 pre-
viously detected cases), and presumably, only 114
out 134 HIV-infected women continued pregnancy.

According to RAC database, 110 HIV-infected
women delivered in 2013 - there was one case of
stillbirth. Out of 109 live births, 6 infants died be-
fore reaching the age of 18 months. Out of 103 sur-
viving infants (born to HIV-infected women), only
65 children (63.1%) were tested, and HIV infection
was detected in 3 children meaning that vertical
transmission amounted to 4.62%. The number is
much higher than the measured result, and the
target for 2014.

Finally, the team used RAC reported statistics for calculating PMTCT coverage. However, one of the statis-
tical reports circulated by RAC shows a different coverage trend in the coverage with PMTCT services (see

Figure 19 on page 46).
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Figure 19: The number of HIV infected pregnant women and the num-
ber of them reached by PMTCT by years (RAC statistics)
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Summary - objective 3.3

v Formally, all targets related to the access to PMTCT or vertical transmission were met.

v The study team is concerned that there were discrepancies in the official reports even for such a
simple indicator as the coverage of pregnant women with HIV testing. It is unclear how vertical
transmission is calculated and reported, or whether the same methodology had been applied
consistently.

v Regardless of the ambiguity with the methodology for the measurement of vertical transmission, :
the noted high leakages of surviving infants born to HIV-infected women from the point of HIV
testing to before reaching the age of 18 months, combined with a low level of early diagnosis of
HIV with PCR, raises concerns about the effectiveness and efficiency of the implementation of the
State Program.

v Overall, the implementation of the State Program is satisfactory in terms of meeting stated targets
both for the objective and expected result. However, the measured results might be different if the
abovementioned methodological issues are clarified, and inconsistencies in reported statistics are
sorted out.

Objective 3.4 Provide access of HIV-positive men, women, children and their family
members to care and social support

Expected Result More than 90% of HIV-positive women and children are covered
with care and social support programs by 2016.

Measurement result

Out of 1,039 PLHIV in need of medical services, 142 were covered with palli- 60%
ative care and support, or 13.6% against the target of 60%.

Target Actual Result
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The study team measured the achievement of the expected result using the following indicators:

Target Result
3.1.4. Percentage of people living with HIV (adults and children) 91.6%
entitled for social support (pension and social allowances) and 60% 6%"/ 2
(e

receiving in the reporting period (HIV-CS3 | #765)

Discussion of the achievement

Technical soundness of the M&E Plan

The definitions of the objective 3.2 and the expect-
ed result are consistent. However, the expected
result is formulated as an indicator of the objective
rather than an outcome which supposed to be
one level up in a logical hierarchy if the objective

Interpretation of the achievements

The coverage with cash social benefits was sub-
stantially higher than with palliative care. 432
adults (out of the entitled 475) and 119 children
(out of the entitled 176) received cash benefits.
Presumably, social cash benefits contributed to the
adherence to ART and care. However, the study
team could not find the evidence to substantiate
the assumption.

Atthe same time, only 142 PLHIV received palliative
care out of 1,039 in need of medical services. The
coverage (13.6%) in 2014 was below the baseline
of 15% in 2010. Two hospices in Bishkek and Osh
for serving PLHIV in terminal stage of the disease
were closed due to ineffectiveness:

=  The hospices were established at narcolog-
ical clinics in Bishkek and Osh, and provid-
ed palliative care to 27 PLHIV in 2010;

is accomplished (for instance, improved self-per-
ceived wellbeing (monetary or non-monetary) or
quality of live, reduced deprivation, improved ad-
herence to care and treatment, and etc.).

= As reported by RAC to the Government in
2015, there was no demand for the services
in these two hospices considering that the
Institute of Narcology started the provision
of the services in accordance with the strat-
egy on palliative care;

= The study team did not find a quantified
description of the utilization of palliative
care in the Institute of Narcology, or any at-
tempt of understanding the low utilization
of palliative care in the two original hos-
pices (27 patients for two facilities in 2010
could be considered as suboptimal load,
but the study team cannot assess whether
or not it was far below the projected capac-
ity of these 2 facilities).

i v The achievement for the objective (coverage with palliative care of PLHIV in need) was far below :
i the target, while the coverage with cash benefits was above the targets. i

i v Theimplementation of the State Program was only partially satisfactory due to the failure to provide :
access to adequate care to PLHIV in terminal stage of the illness.

services

Expected Result

Develop potential of PLHIV community in ensuring universal access to

60% of newly identified HIV-positive have access to care

and support provided by PHLIV community

Measurement result

Representatives of the PLHIV community reached 1,710 PLHIV with the support (out of the total of 2,266
PLHIV linked to care), which constitutes 75.5%, far above the target.
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Discussion of the achievement

Technical soundness of the M&E Plan

The expected result reflects the ability of the PLHIV
community to support it members after capacity
building; therefore, the objective and the expected
result are logically linked and consistent.

The only indicator in the M&E Plan, namely, 3.4.1,
suggested to measure the result “Percentage of
people living with HIV who receive at least one

Interpretation of the achievements

The coverage of PLHIV with at least one service
(treatment adherence, peer consulting) provided
by the PLHIV community increased dramatically
from 17.1% in 2010 to 75.5%2014, reaching 1,710
PLHIV out of 2,266 PLHIV linked to care (including
297 PLHIV in prisons).

The relationship between 1,710 PLHIV reached by
the support and 1,1718 on ART was unclear. The
team cannot assess to what extent the support
services contributed to the enrollment in or adher-
ence to the treatment. Considering the fact that
the services provided by the PLHIV communities
included counselling for adherence to ART, paired
with the incentives (for 85% adherence to ART), it
definitely played a positive role even if it cannot be
quantified. At the same time, there is still a room

service (treatment adherence, peer counselling)
provided by CSO/NGO representing people liv-
ing with HIV community”. The indicator and the
the expected result’s definition are inconsistent as
the latter refers to the coverage of newly identified
HIV-infected people and not all of the PLHIV linked
to care.

for improving the care and support as only a half of
PLHIV (2,266 out of 4,412 PLHIV being alive) has
been linked to care.

A wide range of challenges still exist related to the
capacity of the community to contribute to the pol-
icy making, as well as to get sustainable financial
support from domestic sources, identified by WHO
in 2011. Despite the existence of encouraging ex-
perience of fruitful cooperation of the PLHIV com-
munities with state and non-governmental actors
in areas with high concentration of PLHIV (Bishkek
and Osh), the level of integration of NGOs repre-
senting the communities into the program imple-
mentation is not effective as noted by numerous
key informants.

Summary - objective 3.5

v The implementation of the State Program under this objective was satisfactory. However, the team
admits that the potential of PLHIV community and related NGOs has not been fully exploited.

Expected Result Decrease HIV- related stigma and discrimination in the society, so that above

60% of socially important cycles demonstrate tolerance to PLHIV

Measurement result

Only 2.9% of the respondents expressed accepting attitudes toward people living with HIV in 2012 (indi-
cator 3.4.2), against 60% target for 2013.

Discussion of the achievement

Technical soundness of the M&E Plan

The objective was formulated as an action, not as a statement of a result. However, the expected result and
the suggested indicator are clear in terms of what was planned to achieve.



Interpretation of the achievements

The only study that measured the level of tolerance
in general population toward people living with
HIV was DHS 2012. Therefore, the study team can-
not assess the progress made by the State Program
in this regard.

The study team noted that GARPR 2014 refers to
57.2% (2013) as a response on the question in
DHS 2012: “Would you buy fresh vegetables from
a seller knowing that the person is HIV infected?”

(presumably, meaning the percentage that an-
swered “Yes").

Although the national legislation does not allow
stigmatization and discrimination in relation to HIV
infection (subject to administrative and criminal
punishment), and almost all programs and inter-
ventions include the issues to address stigma and
discrimination, tolerance toward PLHIV is quite low
(as expressed by the numerous key informants).

i v The study team cannot assess the implementation of the State Program due to the lack of :

information.

v The study team believes that the level of tolerance toward PLHIV will be higher than in 2010, but

is unlikely to reach the 60% target.

Strengthening and ensuring sustainability of the healthcare system

in the response to HIV epidemic

Expected Result

60% of PLHIV will receive quality medical services at the primary healthcare level

Measurement result

Percentage of health facilities providing counseling and testing was as high as 98.4% - 191 out of 194

health facilities, far above the target (indicator 4.1.1).

Discussion of the achievement

Technical soundness of the M&E Plan

The objective and the expected results are consis-
tent and logically linked. However, the study team
found 2 indicators proposed in the M&E Plan for
measuring the expected results which are com-
pletely irrelevant:

® |[ndicator 4.1.1 “Percentage of health facility
providing counseling and testing” (equiva-
lent to “Number of service outlets providing
counseling and testing according to national
or international standards (¥429)") is able to
show integration of HIV related service (such

Interpretation of the achievements

In general, PLHIV can receive HIV related ser-
vices in primary healthcare facilities (such as
Family Medicine Centers or Groups of Family

as testing and counselling). However, unless
“counselling” is clearly defined as a service, the
availability of testing for HIV is insufficient to
count the number of health care facilities;

® |Indicator 4.1.2 (share of CD4 testing among
new HIV infection cases) implies neither inte-
gration of HIV related services into healthcare
(because the indicator considers CD4 testing at
regional AIDS centers), nor the coverage with
“quality services at primary healthcare level.”

Physicians), including testing for HIV and coun-
selling. However, only 76 medical organizations
provide ART (up from 66 in 2011) including 43



serving HIV-infected children as stated in GAPRP
2014 (MexBepomcTBeHHas pabouas rpynnna M3
KP 2015).

According to the National Statistics Committee,
the number of hospitals in 2014 was 182, while
the number of clinics was 172, including 65 Family
Medicine Centers (FMC), and 18 independent
Groups of Family Physicians (GFP) (NSC KR 2015).
Therefore, the total number of healthcare facilities
providing primary and secondary care equaled to
354 in 2014.

According to the data entry form for GAPRP 2014,
233 healthcare facilities provided HIV testing and
counselling services (191 public institutions, 20
NGOs, and 22 private healthcare providers). If the
information is accurate, the result for the indicator
4.1.1 should be 233 / 354 = 65.2%in case of all
organizations being counted, or should equal 54%
(191/354) if only public healthcare providers are
considered; In any case, both results are above the
target of 50%.

As the study team assumed under the objective
1.1 (analyzing the codes used by the AIDS centers
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for facility registration), the majority of PWID with
HIV-infection who were confirmed and registered
for care were referred to the AIDS centers from
general healthcare facilities.

The study team noted that all of the interviewed
PWID a well as some of the key informants believe
that services are more user friendly in specialized
clinics such as AIDS centers, compared to general
healthcare facilities were PLHI- especially PWID-
are exposed to stigma (coming mostly from nurses
and auxiliary medical staff) and are often discrim-
inated. The PWID interviewed in Osh preferred to
receive all services in AIDS Centers rather than in
general healthcare facilities. They also feel more
secure in AIDS Center, because PHC facility they
are assigned to is located in the community, and
confidentiality is not guaranteed.

15 multidisciplinary teams were established in the
reporting period comprising healthcare profession-
als, and the representatives of PWID and PLHIV.
These teams contribute to better adherence to
ART, support, and care by peers.

result against objective-specific indicator target.

The implementation of the State Program under this objective was satisfactory if measured by the :

At the same time, the study team could not assess the achievement of the expected result due to

the lack of a relevant indicator in the M&E, or the absence of information.

Expected Result Nosocomial transmission of HIV is eliminated by 2016

Measurement result

Out of 37 children with confirmed HIV infection in 2014, in 14 cases HIV infection was transmitted in
medical facilities, against zero target of the State Program.

Discussion of the achievement

Technical soundness of the M&E Plan

The proposed indicator (4.2.1) is inappropriate for
measuring either the objective, or the expected re-
sult in the reporting period. As defined in the M&E
Manual, the indicator is calculated as a number of
HIV infection cases with intra-hospital transmission
in the reporting period. Therefore, the indicator
does not capture HIV transmission within medical

facilities in the reporting period. Thus, even if HIV
transmission in medical facilities has not occurred
since 2012, in 2016 new HIV cases can be detect-
ed with HIV transmission which in fact happened
before 2012, and the proposed indicator will
count such cases as new cases of HIV nosocomial
transmission.



Interpretation of the achievements

According to RAC, all cases of intra-hospital HIV in-
fection among children are linked to HIV outbreak
among children in Osh in 2007. All 14 HIV-infected
children diagnosed in 2014 with intra-hospital HIV
transmission were born between 1998 and 2006.

However, out of 37 new cases of HIV infection
among children in 2014, in 9 cases the transmission

route still has been undefined. 3 children out of the
9 were born in 2010, 2013, and 2014 (to HIV in-
fection free women). Therefore their HIV-infection
cannot be linked to 2007 outbreak in Osh, or to
vertical transmission. Thus, instead of admitting
that intra-hospital transmission (even sporadic)
still happens, these 3 children remain with unde-
fined route of transmission.

Summary - objective 4.1

i v Thetarget for this objective was not met, although the indicator is not appropriate for assessing the
: achievement. The detection of 14 new cases of HIV infection among children with instar-hospital
infection in 2014 does not imply that the transmission occurred in 2014. The RAC associates these
new cases detected with the 2007 outbreak in Osh (although cannot be proved). i

If not for the 9 children with HIV infection confirmed in 2014 (and 3 in 2013) with undefined
transmission route (out of which 3 were born after 2007), the implementation of the State Strategy :
would have been considered satisfactory (="no nosocomial transmission of HIV since 2007"). Even
though the study team cannot prove that in all of the 9 cases the children were infected in medical
facilities, their undefined transmission route status raises serious concerns about the achievement :
of the objective. :

80% of healthcare professionals engaged in HIV-related service
provision and infection control at all levels of healthcare system
are trained and receive specific certificate by 2016

Measurement result

15.5% of healthcare professionals were trained, and received specific certificate against the 60% target.

Discussion of the achievement

Technical soundness of the M&E Plan

Expected Result

The indicator proposed in the M&E Plan is inadequate because it cannot measure the achievement. It cap-
tures only 1-year period, while the medical doctors are trained under certified programs once in every five
years. Thus, the 60% coverage of medical doctors with certified training in any given year is unachievable.

Interpretation of the achievements

1,576 specialists were trained in HIV-related issues with the support of international donors in additional
to professional training certification course which all healthcare professionals are oblied to attend every
5 years. Additionally, all certified program in Kyrgyzstan include 8-hour training module on HIV infection.

Summary - objective 4.3

v Although the target was not met (due to irrelevancy of the indicator), the implementation of the
State Program was satisfactory under this objective. i



policy administration
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Improvement of strategic coordination and management and public

Expected Result

Three Ones principles are operationalized and sustainable: one state program, one

national coordination system and one national monitoring and evaluation system by 2016

Measurement result

The HIV Policy Index was 0.8, the same as the target (but lower than 0.9 in 2012).

Discussion of the achievement

Interpretation of the achievements

The State Program under the review, which was
approved by the Government of Kyrgyz Republic
(order 867, 29 December 2012, is the only policy
instrument for the implementation of the national
response). Ministries, other state agencies, and the
local governments developed plans of action for
implementation of the State Program.

The legislation has been improving in the reporting
period:

® The Government of KR approved Anti-Drug
program (order #54, 27.01.2014) that includes

harm reduction programs;

The Ministry of Health issued
“Recommendations on organizing a universal
access of PWID to HIV prevention, treatment
and care in the Kyrgyz Republic” (order #532,
22.09.14)", “Standards for the implementation
of harm reduction programs and services for
PWID" (order #482, 22.08.14), which estab-
lished a more conducive environment for PWID
coverage with services;

The Ministry of Health changed the rules for
registration of the key populations with prima-
ry healthcare provider.

The only coordination body “Country
Coordination Mechanism” continued functioning
in the reporting period. It comprised 23 members

(and the same number of alternates). The CCM
meetings were mostly focused on the oversight of
GF supported grants. However, as reported by re-
spondents, efforts have been made to improve the
structure and functionality of the CCM for better
coordination of programs in the areas of HIV and
tuberculosis.

Despite the high political activity and support for
HIV programs, the country faced several challeng-
es due to some initiatives at the Parliament and
Government levels against the key populations.
Thanks to strong advocacy efforts of different
stakeholders, the recent bill on introducing admin-
istrative punishment for sex work was withdrawn.
The Parliament began review of the bill on respon-
sibility for promoting positive attitude towards
non-traditional sexual orientation (“anti-gay bill").
If passed, the bill can make reaching MSM, which
face the fastest growing HIV epidemic, even more
difficult.

Many stakeholders interviewed during the review
are not satisfied with the CCM performance due to
several reasons including a focus on GF-supported
project rather than a full range of interventions/
programs, and the lack of legal power (for deci-
sion-making or execution), which implies that it
remains a consultative body.



v The country coordination mechanism is in place, but did not meet the expectations of a wide range :
of stakeholders, including the key populations. :

v
legislative initiatives are alarming.

The legislation remains to be conducive to the national response on the epidemic, but recent

The implementation of the State Program was satisfactory under this objective as measured by

the HIV Policy Index. However, the study team subscribes to the concerns of a wide range of :
stakeholders on the effectiveness of coordination, administration, and M&E. :

Expected Result

Share of the government’s contribution in the financing

of the Sate program is at least 20% by 2016.

Measurement result

The share of “domestic AIDS spending” was 40.8% above the target of 15% for 2014, and even for the

target for 2016.

Discussion of the achievement

The government general health expenditure was
277.6 million US$ in 2012 and 284.6 million US$
in 2013 (according to the WHO GHED). It con-
stituted 60% of the total health expenditure, and
12-13% of the general government expenditure.
External sources of healthcare financing amounted
to 56 million US$ in 2012, and to 42 million US$

in 2013 (or 12% and 8.7% of total health expendi-
tures respectively),

According to the State Program, the funding gap
was 16% of the total resource requirements, and
the financing from the state budget accounted
for 16% of the total financing, and to 13% of the
total resource requirements as shown in Figure 20
below:

Figure 20: Summary of the State Program resource requirements and financing (in US$)

2012 2013 2014 2015 2016 Total

Total resourse requirements 20,362,585 20,058,988 18,129,282 19,004,442 18,986,918 96,542,215
Financing by sources

State budget 2,542,522 2,542,522 2,542,522 2,542,522 2,542,522 12,712,610

External sources (preliminary figures) 14,813,855 13,673,545 13,775,735 13,035,265 13,035,265 68,333,665

Total financing 17,356,377 16,216,067 16,318,257 15,577,787 15,577,787 81,046,275

Funding gap 3,006,208 3,842,921 1,811,025 3,426,655 3,409,131 15,495,940

15% 19% 10% 18% 18% 16%

Share of the financing from State Budget in TRR 12% 13% 14% 13% 13% 13%

Share of State Budget in total financing 15% 16% 16% 16% 16% 16%

According to the GARPR 2014, the government’s
share in the financing of the national response to
the epidemic increased gradually from 36.9% in
2012 to 40.4% in 2014 as shown in Figure 21 be-
low. A 5-fold increase in government expenditures

financing occurred in 2013 from 1.4 in 2011 to 6.9
million US$ in 2013. In 2013, the total financing
(18.8 million US$) exceeded the financing fore-
cast of 16.2 million US$ (filling the funding gap by
50%).
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Figure 21: Financing of the State Program by years and sources (GARPR)
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The study team noted that the government spent
1.5-1.6 times more than planned on the State
Program in 2012-2013. This spending constituted
1.37% and 1.43% of the general government ex-
penditures on health in 2012 and 2013 respectively,
which is twice more compared to 0.61% in 2011. -
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National AIDS Spending Assessment (NASA) for
2012-2013 provided higher estimates of total ex-
penditures on AIDS with higher share of the financ-
ing from domestic sources (M3 KP, OH21AOC
2014):

Figure 22: Comparison of planned and historical expenditures on the national response by sources, total for 2012-2013

Budgt?ted Financing forecasts GARPR 2014 NASA 2014
expenditures
Domestic source 5,085,044 15% $13,787,918 38% $13,787,918 35%
External Source 28,487,400 85% $22,918,217 62%  $25,440,493 64%
Private $555,328 1%
Total 40,421,573 33,572,444 100% $36,706,135 100% $39,783,739 100%

Figure 23: Structure of government’s spending on prevention (2012-2013)
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The total expenditures for 2012-3013 reported
in GARPR were higher than the projections of
the financing in the State Program, while NASA
estimates were even higher and show that the
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Universal
safety
8%

budgeted resource requirements were almost met
(39.8 million US$ expenditures against budgeted
40.4 million in 2012-2013). According to NASA:



The government’s share in total financing of the
national response to the epidemic was 35%;

® 29% of the resources were allocated to NGOs
compared to 66% spent by the public service
providers or institutions.

Figure 24: Structure of the government’s expenditure on HIV testing by target groups, 2014
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A detailed structure of the expenditures by types of
interventions, financing sources, and years (2012
- 2013) is provided in Figure 65 on page 97.
The structure shows that the government financed
50.9% and 51.5% of the prevention programs in
2012 and 2013 respectively compared to 48.1%
and 45.4% external financing. More detailed
analysis of the expenditure structure financed by
the government revealed that most of the public
funds were spent on a) injection safety (62%),
b) prevention, diagnosis, and treatment of STls
(12%), ©) universal safety measures (8%), d) HIV

Epidemiologic

investigation

3%

? Key

populations
4%

Pregnant
women
46%

testing and counselling of pregnant women under
PMTCT(4.5%), and e) blood safety (3.2%).

According tothe presentation of RAC at the health
summit in November 2015, the government spent
45.5 million KGS on HIV testing in 2014 (~ 940,000
uUsSs$):

® 46% of this funds were spent on pregnant
women, and another 6% on their sexual part-
ners (up to 484,000 US$);

® The key populations accounted for the smallest
share of the government spending on HIV test-
ing - 4% (see Figure 24 above).

i v The share of the government financing of the national response has been increasing in the :
: reporting period, and exceeded the financing projections of the State Program. :

v The allocative efficiency of the government spending is questionable and has been offset by
i funding from external sources, particularly in relation to prevention. :

v The implementation of the State Program is satisfactory when measured by the result against the
: target. :

Objective 5.3 Improvement of the system of monitoring and evaluation and strategic
information

Expected Result One M&E system is implemented and functions at the national and local levels

Measurement result

The study team cannot collect the information
to measure the result measured by the following

indicator “Percentage of implemented activities of
the National M&E work plan”.
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the plan (“once in every two years"), which is suf-
ficient to outweigh the implementation of the rest
of the activities.

One of the key activities envisaged by the M&E
Plan, namely, an integrated bio and behavioral-sur-
veillance study, was not conducted as required by

Discussion of the achievement

Technical soundness of the M&E Plan

The objective and the expected result are logically
linked and consistent, despite the fact that the cri-
teria for assessing whether or not a monitoring and
evaluation system can be considered “implement-
ed” or “functioning” are not defined clearly.

The proposed indicator is irrelevant for measuring
the result:

a) Itis a process indicator - it counts the quanti-
ty of implemented activities (as a % of a total

Interpretation of the achievements

Perceptions of “an implemented and functional
M&E system” can vary among stakeholders unless
they are clearly defined. The State Program (sec-
tion 2.4 “Monitoring and Evaluation of the pro-
gram”) refers to the regulation on the M&E system
which is comprised of 12 components, but lists
only seven, including the set of M&E procedures
(«pernameHT in Russian), epidemiologic (includ-
ing bio- and behavioral-surveillance studies), mon-
itoring of utilization of funds, reviews of the State
Program, an information system for collection,
storage, analysis, and distribution of information.

If the Manual of the Indicators of the M&E is equiv-
alent to “the set of M&E procedures”, then it pro-
vides a comprehensive definition of each indicator
(so called “indicator passports”). However, it does
not describe data flows and/or business processes
that are necessary a M&E system to function.

As to integrated bio and sero-surveillance studies,
the only study was conducted in 2013 as opposed
to the two planned studies in 2012 and 2014.

The study team cannot assess whether or not the
existing information management practices meet
the requirements of a single system that collects,
stores, analyses, and distributes the information as
no technical report on the review of the information
system or practices was available. While looking for
information to measure results, the study team was
exposed to two separate information management
systems. At a glance, the team made the following
observations:
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b)

number of the activities in the M&E work plan)
which does not necessary mean that “one M&E
system” functions;

An implied purpose of any M&E and “strate-
gic information” is to supply evidence for de-
cision-making; the indicator cannot capture if
outputs of a functioning “One M&E system”
are used for decision-making.

Information management systems (electronic
databases and interfaces to interact with the
databases) are physically and functionally
disconnected entities, each serving its specific
purpose:
MIS physically located in UNDP imple-
mented GF project office contains detailed
information on prevention services funded
through the GF grant. Each beneficiary has
a unique identification code (UIC) which
excludes double-counting of beneficiaries,
even if the same beneficiary was reached by
two or more service providers. No contact
information of the beneficiaries is provid-
ed. The primary purpose of the database
seems to be managerial: it serves the regis-
tration and analysis of programmatic inputs
and outputs, and generates performance
reports.

Information management system is located
in RAC, and contains detailed epidemio-
logical and medical information on PLHIV
registered for care (hereinafter referred to
as “PLHIV database™). Full contact details
for each person living with HIV is recorded.
However, if the person was reached by pre-
vention programs in the past and had UIC,
no record is made. The primary purpose
of this system is epidemiologic surveillance
with a potential to be used for clinical (case)
management.



® RAC provided the review team with a raw
dataset (without personal information) from
PLHIV database for conducting a cohort anal-
ysis (for the HIV continuum of care analysis).
Unfortunately, it was impossible to extract a
raw dataset with the dates of preventions ser-
vices and testing for PWID from the MIS due to
some technical and legal constraints.

The review team did not use analytical modules
of both information systems, and thus, could
not comment on its functional capacity for an-
alyzing and producing reports in a standard or
customized format. However, the team found
the quality of the data in PLHIV database to be

poor, especially with regards to date variables
(necessary to estimate, and consequently, to
analyze a flow of PWID across the cascade of
HIV care).

The review team believes that while each of the
information systems is an extremely valuable
asset, there is a long way to a unified informa-
tion management system in HIV area with a
reliable (quality) data, standardized data col-
lection, entry and verification procedures, and
analytical and presentation functionalities that
meet different requirements of various types of
users.

Regardless of the existence of some important com-
ponents of the “One M&E System” as described
above, ultimately its functionality is measured by
the system’s ability to meet its purpose. The main
purpose of such a M&E system is to analyze and
produce performance reports with minimum ef-
forts (i.e. with a click of a button). The study team
could not find annual M&E reports (made manu-
ally or generated by the information management
system), which should have been submitted by the
line ministries, and consequently, analyzed and
endorsed by the CCM. Instead of just compiling
the existing annual M&E reports, the review team
had no other choice but to calculate the results for
some indicators on its own, or to compare and val-
idate the existing calculations from different sourc-
es, and to struggle with inconsistencies between
different sources/official reports.

The study team found that two types of reports on
the programmatic performance or the status of the
national response had been produced annually:

® A country Global AIDS Response Progress
Report, mainly for external use, containing

measurement of many indicators from the
M&E Plan, but in a predefined format. In both
reports, the section on M&E (2013 and 2014)
reviewed by the team repeats the text from
the State Program (section 2.4), and does not
provide an update on the development in the
process of building a fully functional “one M&E
system”;

UNPD GF grant implementation reports cov-
er only those interventions that were funded
by the GF grant. HIV grant-related sections of
2013 and 2014 reports can hardly be quali-
fied as a purely technical M&E reports - their
content and design is better suited for public
relations.

Therefore, the study team considers that while
some important elements of the “One M&E
System” are in place, the system is not capable
of serving its purpose of generating regular M&E
reports, and providing strategic information to the
decision-makers.

v" The study team found that some critical elements of the M&E system were in place, but there was :
no evidence that the system produces M&E reports on a regular basis in accordance with the M&E
Plan for internal use, or that designated entities (line ministries or the CCM) use these outputs for
strategic oversight of the national response to the epidemic or State Program management. i

The implementation of the State Program was not satisfactory, although the study team was unable

to assess the result for the only indicator for this objective in the M&E plan due to its irrelevance

and lack of information.
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3.1.2 Summary of the progress

Figure 25 below presents a graphical overview of the achievement for each of the 17 objectives of the State

Program:

® Columns are pale for the cases where the study
team did not have information for 2014, and
used the latest available information (such as
IBBS 2013) for measuring performance for the
objectives 1.1 - 2.2 and the “expected results”
for the objectives 1.1-2.4.

® Progress in the implementation of the State
Program cannot be assessed by counting the

u_n

number of the columns on “+” side:

The objectives have different importance
in making the impact on the epidemic,

although the study team refrained from
ranking them by their relative weight, and
thus, from calculating “a weighted average
score” of the implementation of the strate-
gies or the entire program

For most of objectives under the strategies
1 to 3, the expected results were logically
inconsistent, and thus, often the achieve-
ments for each pair of the objective and the
“expected results” are on the opposite sides

u “u_u

of “+" and

Figure 25: Overview of the achievements by objectives

+ @ Achievement of Objective Target

Objective 1.1
Objective 2.1
Objective 2.2
Objective 2.3
Objective 2.4
Objective 3.1
Objective 3.2
Objective 3.3

In summary, the study team can highlight the fol-
lowing achievements in the implementation of the
State program as of January 2015 taking into ac-
count the availability of information:

® The following objectives were implemented as
planned (“targets achieved”):

Obijective 3.3 - “Provide HIV-positive preg-
nant women with a complex of services for
the prevention of mother-to-child transmis-
sion (PMTCT)”

Objective 3.5 - “Objective 3.5 Develop
potential of PLHIV community in ensuring
universal access to services”

Obijective 4.1 - “Integration of HIV related
quality services into healthcare at all levels”

Obijective 5.2 - “Ensure sustainable financ-
ing of the State Program”
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[ Achievement of Expected Result

b npnﬂu

Objective 3.4

Objective 3.5

Objective 3.6
Objective 4.1
Objective 4.2
Objective 4.3
Objective 5.1
Objective 5.2
Objective 5.3

® The following objectives were not implemented

as planned (“targets underachieved”):

Obijective 3.1 - “Ensure access to highly ac-
tive antiretroviral therapy”

Obijective 3.2 - “Provide PLHIV a universal
access to diagnosis and prevention of op-
portunistic infections, including tuberculo-
sis and viral hepatitis C”

Objective 3.6 - “Promote (“form”) toler-
ance toward PHLIV and high risk groups”

Obijective 4.2 - “Prevent nosocomial trans-
mission of HIV”

Objective 5.3 - “Improvement of the system
of monitoring and evaluation and strategic
information”

® The team could not assess the implementation

of the remaining 9 objectives because of either



the lack of IBBS information, or ambivalence of
the link between achieving the objective, and
the “expected result”-specific targets.

The State Program started formally in January
2013, which implies that only 24-month period
of its implementation can be assessed, appropri-
ate for a typical mid-term review. However, unless
the Government decides to adhere to 5-year im-

16 The Government of Kyrgyz Republic approved the State Program by
issuing order 867, 29 in December 2012.

3.2 Continuum of HIV care for PWID

plementation circle and to extend it till the end of
2017, only 12 months are left to implement it after
this review. The study team was unaware of such
intention, even though a theoretical possibility of
the prolongation (that has its own merits) is not
ruled out. Nevertheless, considering a 12-months
period left for implementation of the Program, the
study team does see a sufficient room for acceler-
ation of the implementation, and for meeting the
original targets by the end of 2016.

3.2.1 Flow of PWID along the HIV continuum of care

National overview

Q).

The PWID size estimate was 2,500, out of which,
3,100 were HIV infected (both in 2013 and 2014).

Approximately 8,500 PWID were reached by pre-
vention in 2013, out of which about 1,000 PWID
were HIV infected. 4,560 PWID were tested for
HIV (2,158 with rapid tests) in the civil sector, and

another 1,674 PWID were tested in prisons (6,234
PWID in total). Presumably, 3,895 PWID knew the
HIV testing results, out of which approximately 429
were suspected being HIV positive. Apparently,
171 PWID showed up for confirmation, and HIV
infection was confirmed in 168 persons.

Figure 26: Flow of PWID along the cascade - all sectors, 2013
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The same dynamics are illustrated in another chart
where a base-10 logarithmic scale is applied to the
vertical axis (the number of PWID), which shows
better the flow of HIV infected PWID along the cas-
cade (see Figure 43 on page 84).

Out of 168 PWID with confirmed HIV infection, 77
were registered at AIDS clinics. The international

168

TESTED FOR HIV  AWARE OF HIV TEST HIV CONFIRMED | ENROLLED IN CARE |
(1sT ELISA1 OR RT) RESULTS | 3HAIOT 0 BUY NOATBEPKAEH
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definition “Aware of HIV infected status” is applica-
ble only to these 77 PWID, as post-test counselling
was conducted and documented in a special form.

55 PWID out of the 77 enrolled in care started ART,
but only 26 received the treatment for at least 12
months.



Finally, the viral load tests conducted in 12 months
after starting ART revealed viral suppression in 5
patients out of 26. The result shows that at least
5 PWID had “undetectable” viral load out of 22
PWID tested for viral load in 12 months after start-
ing ART. There was no information on viral load in
the remaining 4 patients who were on ART for at
least 12 months (see Figure 64 on page 96).

(2). Comparison by years

The total number of PWID tested with at list HIV
rapid test or ELISAL in 2014 was slightly less com-
pared to 2013, which is 6,068 and 6,234 respec-
tively. However, 297 more HIV rapid test were
made in 2014, bringing the estimate from 2,158 in
2013 to 2,455 in 2014. 199 PWID were tested with
HIV rapid tests in prisons (0 - in 2013).

The estimated number of HIV infected PWID tested
with either Elisal or HIV rapid test (425), as well as
the number of PWID whose HIV infection was con-
firmed (170) in 2014 is very close to 2013 cohort
estimates (429 and 168 respectively) as shown in

(3). Comparison by geographic areas

R AMONYM A study in the area of HIV in the Kyrgyz Republic

In Figure 44 on page 84, the flow of PWID along
the cascade in the civil sector in 2013 shows that
the pattern is the same. 49 PWID registered for
care out of 122 PWID whose HIV infected status
was confirmed in 2013 (compared to 28 and 46 in
prisons). It is noteworthy, that in the civil sector,
13 PWID stayed on ART at least for 12 months out
of 35 PWID who started treatment (in 2013 PWID
cohort) - the result is same as in prisons, which is
13 out of 20 PWID who started ART.

Figure 49 “Flow of PWID along the cascade - all
sectors, 2014 (a base-10 logarithmic scale)” on
page 87. However, 101 PWID registered for
care, as opposed to 77 in 2013 PWID cohort. As for
the number of PWID who started ART, the estimate
is 77 (out of 101 registered), compared to 55 (out
of 77 registered) in the previous cohort.

It is noteworthy that out of 170 confirmed cases of
PWID/PLHIV, 40 (or 24%) were first revealed by
HIV rapid test, and the rest 130 were revealed with
ELISA1, which is slightly higher than 33 (or 20%)
and 135 in 2013 respectively.

Bishkek

Approximately 2,360 PWID were reached with pre-
vention in 2013 out of the estimated 8,050 PWID
living in Bishkek (see Figure 46 “Flow of PWID
along the cascade - Bishkek, Civil Sector, 2013 (a
base-10 logarithmic scale)” on page 85). 402
PWID were estimated to be HIV infected out of
2,360 reached by prevention. Approximately the
half of them, 206 HIV infected PWID, were tested
at least by ELISA1 or HIV rapid test (out of a total of
1,715 tested), and presumably, only the half of 88
HIV infected PWID aware of their status reached
the confirmation stage.

14 PWID registered for care out of the total of
43 2013 PWID cohort in Bishkek. 9 PWID out of
14 started ART, and 2 stayed on ART at least for
12 months. Viral load test was not conducted for
these 2 PWID after 12 months from starting ART,
and therefore, the viral suppressions could not be
confirmed (“0").

Osh

Approximately 1,748 PWID were reached with pre-
vention in 2013 out of the estimated 3,800 PWID

The number of PWID tested for HIV increased
substantially to 2,229 in 2014 from 1,715 in 2013,
but the number of rapid tests decreased to 783
in 2014 from 927 in 2013 (see Figure 51 “Flow of
PWID along the cascade - Bishkek, the Civil Sector,
2014 (a base-10 logarithmic scale)” on page 88.
Fewer PWID, namely 24 out of 160, who were
aware of their HIV infected status reached the
confirmation stage: (compared to 44 out of 88
in 2013). At the same time, the same number of
PWID registered for care as in the previous year:
14 out of 24 confirmed HIV infected PWID (2014
cohort for Bishkek) compared to 14 out of 43 in
2013. Compared to the previous year, more PWID
stayed on ART for at least 12 months: 5 compared
to 2 in 2013 out of 9 who started ART. This number
could be higher as it covers only those PWID who
started treatment before November 2014.

living in Osh (see Figure 47 “Flow of PWID along
the cascade - Osh, Civil Sector, 2013 (a base-10



logarithmic scale)” on page 86). 297 PWID
were estimated to be HIV infected out of the 1,748
reached by prevention. Most of them- 248 HIV in-
fected PWID- were tested at least by ELISAL or HIV
rapid test (out of a total of 1,457 PWID tested),
and presumably, only the fifth of 79 HIV infected
PWID who were aware of their status reached the
confirmation stage (15).

Out of the total of 15 confirmed with HIV infection
in Osh in 2013 PWID cohort, 9 PWID registered for
care. All 9 PWID started ART, and 3 stayed on ART
for at least 12 months. Only one PWID was tested
for viral load after 12 months from starting ART,
and the viral load was below the threshold.

The flow of PWID in 2013 in Osh differed from the
flow in Bishkek at the following stages:

® Substantially higher coverage with HIV testing
(ELISA1 or RT) of PWID reached by preven-

tion, especially who were HIV infected:

All PWID: 1,243 out of 1,457 in Osh com-
pared to 1,715 out of 2,367 in Bishkek;

HIV infected PWID: 248 out of 297 in Osh
compared to 206 out of 402 in Bishkek.

Substantially lower share of PWID who reached
the confirmation stage among PWID were
aware of their suspected HIV infected status:

15 out of 77 in Osh compared to 43 out of 88
in Bishkek;

More than half of PWID whose HIV infection
was confirmed registered for care (9 out of 14)
in Osh compared to only quarter in Bishkek (14
out of 43);

All registered PWID started ART in Osh com-
pared 9 out 14 in Bishkek.

One more difference is that all 15 HIV confirmed
cases were revealed by rapid testing in Osh (com-
pared to 11 out of 43 cases in Bishkek). At the same
time, only 15 PWID out of 84 with positive HIV test
reached ELISA1 (and presumably, the confirma-
tion) in Osh compared to 11 out of 45 in Bishkek.

The number of PWID tested for HIV in 2014 de-
creased to 1,342 (although the same number of
rapid testing was conducted) contrary to increase
in Bishkek (see Figure 52 “Flow of PWID along the
cascade - Osh, the Civil Sector, 2014 (a base-10
logarithmic scale)” on page 88). However, the
total number of PWID with confirmed HIV infec-
tion was higher (26 compared to 15 in 2013), be-
cause almost the half of 61 PWID with suspected
HIV infection reached this stage (compared to one
fifths in 2013). Similarly to the previous year, all 17
registered PWID started ART, and a third of them
stayed on treatment for at least 12 months.

Approximately 1,470 PWID were reached with pre-
vention in 2013 out of the estimated 6,000 PWID
living in Chuy (see Figure 48 “Flow of PWID along
the cascade - Chuy, Civil Sector, 2013 (a base-10
logarithmic scale)” on page 86). It was estimat-
ed that 176 PWID were HIV infected out of the
1,470 reached by prevention. Most of them- 134
HIV infected PWID- were tested at least by ELISA1
or HIV rapid test (out of a total of 1,117 PWID test-
ed), and presumably, the half of 108 HIV infected
PWID aware of their status reached the confirma-
tion stage.

23 PWID registered for care out of the cohort of
PWID with confirmed HIV infection in 2013 of 56
in Chuy. 15 PWID started ART, and 8 stayed on
ART for at least 12 months. 3 PWID were tested for
viral load after 12 months from starting ART, and
the viral load was below the threshold in all 3 cases.

A relatively high coverage with testing (ELISA1 or
RT) of PWID reached by prevention in Chuy looks
similar to the pattern in Osh. However, the situation
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was better than in Osh when it came to reaching
the confirmation stage (the pattern similar to one
in Bishkek).

Chuy differed from both Bishkek and Osh by the
highest share of PWID who stayed on ART for at
least 12 months: 8 out of 15 compared to 2 out of
9 in Bishkek, and to 3 out of 9 in Osh.

The number of PWID tested for HIV in 2014 in-
creased slightly up to 1,292 (see Figure 53 “Flow
of PWID along the cascade - Chuy, the Civil Sector,
2014 (a base-10 logarithmic scale)” on page
89). All 5 PWID with positive result of the rapid
test received ELISA1 (compared to only 7 out of
11 in 2013). More PWID, namely, 35 out 69 PWID
with confirmed HIV infection, registered for care in
2014 compared to the previous year(compared to
23 out of 56 in 2013). Similar to the previous year,
the majority of registered PWID (26 out of 35)
started ART in 2014, and 11 stayed on ART for at
least 12 months (compared to 8 out of 15 in 2013
cohort).



3.2.2 System's view
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From a system'’s perspective, the leakage of PWID along the cascade is most informative as shown in

Figure 27 on page 62:

Figure 27: Leakage of PWID along the cascade (all sectors), 2013
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If the losses at the prevention stage (66%) are dis-
putable as not everybody agrees with the PWID
size estimate, and administrative and IBBS cover-
ages differ, at least 27% PWID reached by preven-
tion were missed for HIV testing. If administratively
reported prevention coverage figures (higher than
estimated based on IBBS 2013 findings) are used
in the cascade model, than 51% PWID were missed
by prevention, and 49% of PWID reached by pre-
vention in 2013 missed HIV testing.

60% of HIV-infected PWID aware of ELISA2 test re-
sults did not reach the confirmation stage. Another
critical leakage occurred between the confirma-
tion and registration stages: 54% of PWID with
confirmed HIV infection were lost. As reported by
some key respondents, the losses are much less
when PWID is escorted either by AIDS center staff
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member, especially after the confirmation of the vi-
rus to their registration. Some interviewed health-
care professionals complained that in specialized
clinics the medical staff is overloaded. As the
staffing positions were defined a decade ago when
the workload was smaller, the increased workload
today makes it impossible for the staff to spend t
sufficient time with PWID (or other PLHIV) at the
moment of registration, and to convince them to
retain in care and treatment.

Further, almost third of the registered PWID did
not start ART, and 63% of those who started did
not stay on ART for 12 months. The outcome of
ART treatment among those who stayed on ART
for at least 12 months was either satisfactory or
unknown among 81% in 2013.



Figure 28: Leakage of PWID along the cascade (all sectors), 2014
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The situation was almost identical in 2014 as shown
in Figure 28 above: less PWID were lost between
the confirmation and registration stages, amount-
ing to 41% compared to 54% in 2013. PWID leak-
ages were relatively lower at ART stages: 24% were
lost between the registration and starting ART
(compared to 29% in 2013), and 58% were lost
during the ART (compared to 63% in 2013).

PWID leakages across the cascade by regions and
years are shown in detail in Figure 54 “Description
of PWID leakages across the cascade by sectors
and geographical areas, 2013” (on page 89) and
Figure 55 “Description of PWID leakages across the
cascade by sectors and geographical areas, 2014”
(on page 90). It is noteworthy, that the number
of PWID tested for HIV in prisons (1,674) was
higher than the number of PWID reached by pre-
vention in prisons (1,488 based on administratively
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reported figures). Therefore, the calculation of
leakages shows “surplus” instead of the loss in pris-
ons in 2013. The similar situation could be noted
for “the rest” of the country in 2013 if administra-
tive coverage figures for prevention services are
used questioning the reliability and consistency of
the existing statistics.

The late detection of HIV infection, and start of ART
could be one of the consequences of the above-
mentioned leakages of PWID as shown in Figure
29 below. If almost the half of “other” people had
HIV disease at clinical stage | at the moment of the
confirmation of HIV infection in 2013, only 26% of
PWID had the mildest form of HIV disease at the
moment of confirmation. The share of the patients
with the most advanced HIV disease (clinical stage
IV) among PWID was twice higher compared to
others (19% and 9% respectively).
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Figure 29: Comparison of the structure of HIV disease by clinical stages between PWID and others groups by years
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3.2.3 PWID’s view

An “average” PWID had roughly a one out of ten
chance of being HIV infected. However, the odds
of knowing HIV infected status were 150 to 1 in
2013, of being linked to care were 330 to 1, of
starting ART were 460 to 1, of staying on ART for
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at least 12 months were 970 to 1, and, finally, of
suppressing the virus were 5,000 to 1 as shown in
Figure 30 below. The odds of being linked to care,
and of starting ART increased in 2014 amounting
to 250 to 1, and 330 to 1 respectively.

Figure 30: The odds of reaching different stages of the cascade for a PWID in 2013 in Kyrgyzstan
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Chances to reach different milestones increases for an HIV infected PWID as shown in Figure 31 on page
65. Still, the odds of getting “undetectable” viral load after 12 months of ART were 620 to 1, worsening

in 2014 to 1000 to 1.
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Figure 31: The odds of reaching different stages of the cascade for a HIV infected PWID in 2013 in Kyrgyzstan
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As reported by some PWID in Osh, the quality
of prevention services declined. They claim that
there was more direct interaction in the past with
NGO representatives, “tea-breaks” or events for
getting information or advice were more frequent,
and even the police (“militia”) were more friend-
ly in the past. According to their claims, now the
police ‘hunts’ for PWID near drop-in centers or
OST sites. Additionally, according to some of the
PWID the outreach workers were more educated
in the past, while now all they do it just bring sy-
ringes and collect used ones, rather than talk with
PWID. Similarly, while they bring information and
education materials when meeting with PWID in
the streets, there is a little time for interaction when
this is done on-the-run.

As to the factors which make prevention ser-
vices more attractive, many PWID interviewed

m2013 02014

1:40

Being linked to Care | Starting ART | Hauatb
NeyeHne
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highlighted the importance of incentives (food par-
cels, or units to charge personal accounts at mobile
operators). Opinions regarding the distribution of
syringes varied: some PWID think that handing
out of the syringes is not needed because they are
cheap and available in any pharmacy anyways.
They believed that this activity should be replaces
by testing for VHC or VHB, syphilis, or TB. Others
think that syringes are fine, but should be more effi-
cient at reaching beneficiaries instead of being sold
on the black market.

A PWID reached by prevention programs had dif-
ferent chances to enroll in OST, as the numbers
varied from 5% in “the rest” oblasts to 24% in Chuy
in 2013, but were the highest in prisons in 2014
(36%) followed by Chuy (24%) and Bishkek (16%)
as shown in Figure 32 below.
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Figure 32: The probability of being enrolled in OST program for a PWID reached
by prevention by geographical areas/sectors and years
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The probability of receiving OST services in case of the confirmed HIV infection did not increase, as shown in

Figure 33 below.

Figure 33: The probability of being enrolled in OST program for a PWID stay-
ing on ART at least 12 months by geographical areas, sectors and years
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The highest chances to enroll in OST if HIV in-
fection was confirmed in 2013 or in 2014 was in
prisons: 28% and 30% respectively (the country
average). Slightly higher chances were in the civil
sector in Osh and Bishkek in 2013 (13% and 9%
respectively), but this chances decreased in 2014.

A PWID should wait on average 18 days to receive
the 2" ELISA test (26 days in Chuy, and 8 days in
Bishkek and Osh) as shown in Figure 34 below, and
30 days until the confirmation is issued (14 days in
Osh, and 39 days in Chui). ART starts on average
in 195 days from the 1t ELISA test (70 days in Osh
compared to 216 days in Bishkek).

2|8

The rest Kyrgyzstan Bishkek
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RAC recently announced that the testing algorithm
had been simplified to reduce the “travel time” from
the first HIV testing to HIV confirmation. However,
the study team could not obtain a documented
prove of the new algorithm. As explained by one
of the key respondents representing the service
providers, sub-national AIDS centers received new
standard operational procedures, which instructs
how to store and transport the blood samples
properly. There are in the process of elaboration
of new algorithm on HIV testing, which allow them
to take blood sample for all three tests (ELISAL,
ELISA2 and WB) at once. They believe that this type
of optimization will shorten the period between



ELISA1 and IB results. Interviewed PWID reported  much longer in the past, nowadays it takes one
that while the waiting time for HIV test results was  week on average, and 2-3 days in prisons.

Figure 34: The time lag between critical milestones (in calendar days) by
Geographical areas (all sectors, 2013-2014 aggregated)
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A PWID in Bishkek takes 155 days to agree on HIV  in Bishkek, and 438 days in Osh. As reported by
testing after receiving the first prevention service,  some PWID in Osh (with the history of 5-12 years
while the same estimate for Chuy is 538 days as  of drug injection), it took from 3 to 8 years to be
shown inFigure 35 (below). Therefore, the entire  reached by NSP or OST services from starting in-
journey from the first prevention service to starting  jecting drugs.

ART can be as long as 800 days in Chuy, 371 days

Figure 35: Time lags between critical stages including the start of prevention by selected geographical areas
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Figure 58 “Time lag between milestones (in calendar days) by years and geographical areas - the Civil
Sector” (on page 91) and Figure 59 “Time lag between milestones (in calendar days) by years and
geographical areas - the Civil Sector (only selected regions) (on page 92) provide more details by years,
sectors, and geographical areas on the waiting time for PWID to move from one step of the cascade to
another.
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4 Discussion and analysis

4.1 Can the implementation of the State Program
have an impact on the epidemic?

The study team assessed the implementation of the  on HIV/AIDS"), the main question remains unan-
State Program in accordance with the M&E Plan,  swered: What impact can be expected from the
and by following the original structure of strategies  implementation of the State Program on the epi-
and objectives. Regardless of the achievements in ~ demic? Put the other way around, can the stake-
the implementation of the State Program (present-  holders be optimistic that the next IBBS shows that
ed in sub-section 3.1 “Mid-term evaluation of prog-  the epidemic is stabilized (if not reduced)?

ress in the implementation of the State Program

What do we know about the epidemic? It is concentrated in the following population:
PWID sexual

PWID SWs MSM Prisoners TB Patients
partners
HIV prevalence 12.4% 2.2% 6.6% 7.6% 5% 3.5%
VHC 45.6% 3% 1.6% 34.5% 15.5%
Syphilis 8.3% 23.6% 7.9% 14%

Where are we now with the response??

PWID SWs MSM PLHIV
24%
Reached by n ® 2,203 out
SEerden” 52% of SE  79% of SE £ 9,000
accessible
8%
S Tested for HIV 24% of SE  27% of SE 852 out
o= of 9,000
c .
o accessible
o 7%
& 597 out
Tested for STI 22% of SE
ested for 6 O of 9,000
accessible
Nieeieelz2 ey Y 46% 21% 56.8%
infection
Report safe practices 55% 91% 82% Pr?
28%

1,718 out of 4,412 PLHIV
= . who know the HIV status
QEJ Enro” n ART and iS alive
§ 68% out of 2,538
= accessible

16%

v
irus suppressed 262 out of 1718 on ART

17 Administrative figures for 2014 from the UNDP GF annual report
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PWID SWs MSM PLHIV
Palliative care R
iativ

‘g 142 out of 1,039 in need
o 67%
Q S t t
5 Support (peerto 1,710 out of 2,538
-  beer) X
c accessible
[}
§ Targeted social cash 32%

benefits

551 out of 1,718 on ART

Where should the country be by 2030? How far is the country from UNAIDS 90-90-90 goals for 2020

(UNAIDS 2014)?

90% 90% 90%

CiKyrgyzstan

PLHIV know their PLHIV with
HIV status | /I*KB diagnosed HIV
3HatoT cBom cTaTyc infection on ART |
JIKB ¢
NoATBEPMKAEHHBIM
AvarHosom Ha APT

Virus suppression
among PLHIV on
ART | Bupyc He
onpeaenserca y Tex,
KTO Ha NeyeHnm

Can the State Program with no target for HIV test-
ing, and with the current situation of 47% of PLHIV
knowing the HIV status, have an impact when the
percentage PLHIV who should know the HIV status
in order to end the epidemic by 2030 should be
90%?

Can the State Program with the 40% target for
2016, and the actual ART coverage of 29%, have
an impact when 81% of PLHIV should be on ART
to end the epidemic by 2030?

How long does it take the HIV infection to spread
and catch up with:

DO UNAIDS targets

90%

81%

73%

T Kyrgyzstan
DO UNAIDS targets

PLHIV know their PLHIV on ART | KB  PLHIV with virus

HIV status | JI)KB
3HalOT CBOM CTaTyC
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Ha APT suppression | /KB

Ha APT

® VHC prevalence among PWID (45.6%) when
54% did not know HIV related risks, 76% were
not tested for HIV, 97% did not benefit from
OST, and 45% did not use sterile equipment for
injection? And additionally, when already 5% of
their sexual partners (not injecting drugs) were
HIV infected...

Syphilis prevalence among SWs (23.6%) when
79% did not know the HIV-related risks, 73%
were not tested for HIV, and 78% were not test-
ed for STIs?
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4.2 Should the national response to the epidemic be re-conceptualized?

4.2.1 Why to rethink?

There are two main reasons for rethinking the national response to the epidemic, which are responsibility

and effectiveness.

Responsibility

While the epidemic is still concentrated in the key
populations, it is only the matter of time until it to
becomes generalized, as it happened in Russian
Federation or Ukraine.

The global community believes that the epidemic
can end by 2030 if the countries set and reach 90-
90-90 goals, “a new, final, ambitious, but achiev-
able targets”.

Therefore, today-in 2015-it is the time to make a
choice between two scenarios:

Scenario 1: Kyrgyzstan without the epidemic in
2030

Scenario 2: Kyrgyzstan with generalized epidemic
in 2030.

Whoever has moral, civil, professional, corporate,
or political responsibility for the future of the coun-
try must make a choice now. Not doing so, which
means continuing the business as usual, implies
subscribing to Scenario 2, and by default accepting
the responsibility for Kyrgyzstan sharing Russian
Federation’s or Ukraine's fate regarding the HIV
epidemic.

Is the national response to the epidemic about action, or about the result?

Whle there were a lot of actions taken for implementing the State Program, not much of the results were

Out of 8,500 PWID reached by
prevention

generated to stop the epidemic:

What was the
benefit for the
national response?

10,000,000 KGS in
2013 (50% of the
annual budget of
the State Program)
was allocated to the

Strategy #1 ( HIV
prevention among
PWID)

And what
perspective we
created for the

PWID?

HIV infection was confirmed in
168 PWID (out of 1,000 HIV
infected PWID)

Only 26 stayed on ART at
least 12 months

@ Virus was suppressed only
in5 PWID

L

Waiting for ART from 1
to 2 years... and the odds

of viral suppression 1 :
1000

It is not too late to stop thinking in terms of “what do we do to stabilize the epidemic?”, and instead, start
thinking in terms of “do we deliver results sufficient to stabilize the epidemic?”

4.2.2 How to rethink?

The paradigm of the national response can be
changed if the vector of thinking shifts:

® From carrying out “national response” to
“stopping the epidemic”, from focusing on
the actions to focusing on the results, and



from thinking of “what interventions are most
important for the national response?” to con-
sidering “what achievements are important for
stopping the epidemic?”;

From demonstrating success at separate stages
of the HIV continuum of prevention and care
to assuming responsibility for the success along
the entire cascade of prevention, linking to
care, treatment, and support;

From service providers to beneficiaries, from
“what | want and can do?” to “what are the
needs, preferences and expectation of the
beneficiaries?”;

From “how much resources do we need to
act?” to “How much can we deliver with given
resources?”

From “how well do we coordinate our efforts
assuming responsibilities collectively” to “Who

4.3

The study team believes that a plan (especially a
5-year one) should meet the following require-
ments to be considered as an affective policy
instrument:

a) A long term vision, a conceptual framework
(reflecting the understanding of and the agree-
ment among the major stakeholders on the key
principles and the primary areas of the national
response) underpins the plan;

b) The plan lays out actions along the chain of

results to be achieved in a given time period,

taking into account the capacity of the actors,
lessons learnt, and the risks;

¢) The resource requirements for the primary ar-

eas are fully met (or at least are balanced with

the expected results), and if subsequently any
resources are left, they are allocated to other
areas of the national response;

d) Responsibilities for each result (along the chain

of results) are clearly mapped with a single

actor, proportional to the authority and to the
resources given to the actor;

The monitoring and evaluation is not limited
to measuring the progress or deliverables.
Instead, it is combined with the obligation of
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is accountable for which result?” and “how do
responsible actors interact?”.

The rethinking is about the paradigm change, and,
only after the change comes selection of the most
appropriate programmatic or technical solutions.
The Government and the partners in Kyrgyzstan
have done a lot of technical assessments in the last
decade in various areas of the national response
(such as harm reduction, HIV diagnosis, treatment,
care and support, PMTCT, human rights, stigma
and discrimination, etc.), and very useful solutions
on how to design and implement the programs, or
how to manage and track the progress are still wait-
ing for their time to be implemented. The country
accumulated invaluable experience of how things
can be done at the best interest of ultimate bene-
ficiaries and the society. Additionally, more can be
learned from other countries. All these assets can
be fully transformed into results only after chang-
ing the national response paradigm.

Is the State Program an adequate policy instrument?

and clear mechanisms for reacting on any in-
stance of under-performance.

The study team did not find that the existing
State Program meets any of the abovementioned
requirements:

® There is no policy document with a longer
timespan than the State Program that conveys
the vision of the country with regards to the
HIV epidemic, and that sets concrete measur-
able outcomes for the 5-year plan necessary
for attaining the long term goals. Similarly, the
other way around, there is no clear conceptual
axis (or platform) that the plan should be built
upon.

Results in the State Program are presented in
two layers: action-specific (outputs), and ob-
jective-specific (outcomes). There is no logical
hierarchy of the results showing what is the
overall outcome of achieving 4 objectives un-
der strategy 2, or 6 objectives under strategy 3,
or what is a success of implementing all 5 strat-
egies (i.e. “overarching outcome”) (to say noth-
ing of logical inconsistencies between some
of the objectives and their expected results).
It is unclear why the strategy 1 “Decrease the
vulnerability of PWID to HIV" dedicated to the
epidemic among PWID has only one objective



concentrated on prevention, and does not
touch upon the treatment, care, and support.

The State Program declares priorities, but does
not go further than verbal statements:

The State Program is silent about the con-
sequences of mobilizing less resources than
planned, or of inability to close the project-
ed funding gap (16% of the total resource
requirements).lt is unclear which strategy
or objective will get a full funding (thus,
recognizing it as a high priority) in such a
case, and which strategy or objective will
be either suspended or downscaled (thus,
recognizing it as a low priority);

Regardless of the availability of funding,
can the strategy 3 or ART in particular (ob-
jective 3.1) be considered as a high priority
when the target is set to 40%? Or what is
the priority in the concentrated epidemic,
testing all pregnant women for HIV, or
the key populations? There is neither an
expected result, nor an indicator and a tar-
get for testing the key populations for HIV,
while the target for pregnant women is set
at>90%. And the answer on what is the true
priority of the Program as opposed to a de-
clared one is only demonstrated in practice:
out of more than 480,000 US$ spent on
HIV testing, the testing of KP accounted for
4%, while the testing of pregnant women
accounted for 46% of the funding.

® The State Program assigns responsibilities for
reporting on results, but not for delivering
them. There are critical areas along the HIV
continuum of prevention and care where no-
body is held responsible for the unacceptable
leakages of the key populations with suspected
or confirmed HIV infection.

Formally, the M&E plan was attached to the
State Program, but no evidence was found that
a) annual performance reports (measured by
objective & “expected result” specific indicators
against the targets) had been submitted to the
line ministries or CCM on a regular basis, that
b) they had been reviewed by designated re-
sources, and that ¢) the relevant decisions had
been made within the strategic governance (or
oversight) framework. Two reports prepared
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by RAC and presented to the Government re-
flect the progress in the implementation of the
Work Plan of the State Program (measuring
outputs), but not on the outcomes as defined
in the M&E plan.

The mid-term review of the previous State Program
pointed out that the program design lacked a) the
prioritization of strategies and tasks, and b) the
approved M&E Plan, as well as recommended
identification of priorities at the level of strategies
and objectives, usage of a log frame approach, and
the focus on the final results. The response to these
recommendations can be found in the current State
Program design: a) the M&E Plan was developed,
attached, and endorsed together with the State
Program, followed by a technically detailed and
useful manual for the indicators; b) instead of 19
strategies under 3 components and 54 objectives,
the current State Program consists of 5 strategies
and 17 objectives), although they still lack logical
consistency; c) expected results are stated for each
objective, but logical gaps remain between the ex-
pected results and the objectives, or between the
objectives and the impact on the epidemic.

As to the impact on the epidemic, the previous
mid-term review concluded that “despite undeni-
able achievements in various directions, the intro-
duction of the State program (as of 2008) does
not reduce the threat of further expansion of the
HIV epidemic” due to the lack of prioritization, in-
sufficient drive for results and inability to measure
them, and the deficit of financial resources. The
study team admits that most of the points of the
6-year old conclusions are still valid for the current
State Program:

® Overall, the study team acknowledges the prog-
ress made in the design of the State Program,
but recognizes that it is still limited to form rath-
er than the substance. As in the previous case,
the study team admits that the State Program
design conforms to the needs and practices of
strategic governance, and follows its evolution.

Despite the significant intensification of pre-
vention interventions targeting the key popu-
lations and ARV treatment, care, and support
of PLHIV, the focus still remained on the scale
rather on the quality and the outcomes.



Conclusions and

recommendations

5.1 Conclusions

5.1.1 Regarding the progress in the implementation of the State Program

(C.1) It was impossible to assess properly the
achievements of the strategies #1 and #2 on pre-
vention of the HIV spread among the key popula-
tions due to the lack of strategic information; the
picture will become clearer after conducting the
next IBBS in 2016.

(C.2) The remaining three strategies, and strategy
#3 “Ensuring access of PLHIV to treatment, care
and support” in particular, had not been imple-
mented fully as measured by the actual results
against the targets.

(C.3) Despite upward trends in the coverage with
prevention, treatment, and care and support, there
is no evidence at the outcome level to believe that
risk behaviors and vulnerabilities of the key popu-
lations had been declining. On the contrary, some
evidence, such as a very low uptake of HIV testing
and enrollment in HIV care and treatment services
of the key populations, can avert new HIV infec-
tions as it was found among non-drug injecting
sexual partners of PWID in 2014. Therefore, there
is a little ground for optimism regarding the impact
of the State Program implementation hon the HIV
epidemic by 2016.

5.1.2 Regarding the effectiveness of the approaches and implementation

(C.4) The analysis of the HIV continuum of pre-
vention and care in relation to PWID, as well of the
interventions targeting other key populations, re-
vealed that the existing approaches to the planning
and implementation modalities are not effective:

a) Scaled up activities did not deliver outputs of
the HIV result chain, such as the number of
testing and counselling sessions conducted,
confirmation of HIV infection, registration for
care, and enrollment and retention in ART
(World Health Organization 2015);

b) The outputs failed to produce the desired out-
comes - viral suppression even among PLHIV
who are registered and accessible;

c) The leakage of beneficiaries along the cascade
of prevention, care, and treatment were intoler-
able undermining not only effectiveness of the
interventions but also their efficiency when the
outcomes (the proportion of PLHIV with viral
suppression) are compared to the inputs.

(C.5) The causes of the observed ineffectiveness
along the HIV continuum of prevention and care
can be grouped under two categories:
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a) Conceptual - The vision (concept) of the nation-
al response is built around the existing organi-
zations/actors and areas of competences and
interests, as opposed to be designed around
the human being, especially the one with a high
risk behavior. Consequently:

Interventions are defined based on the
principle “which actor does or wants to do
what”, rather than based on the principle
“which outputs and outcomes are critical to
stabilize the epidemic”;

Services conform to the preferences of
providers rather than meet the needs and
expectations of the beneficiaries.

b) Governance and/or managerial: the action
(at each stage of the cascade) matters more
than the ultimate result (in the end of the HIV

continuum):

The management system (including its rou-
tine M&E instruments) is blind to the huge
leakages of the target groups between the
stages of the cascade (for instance, between
the first HIV test and HIV confirmation,
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between HIV confirmation and registration
for care, and between registration for care
and enrollment in ART);

Responsibilities for the flow of beneficiaries
between these critical stages of the cascade
were not assigned, which is why nobody
can be held accountable for the leakages.

5.1.3 Regarding the State program as a policy/governance instrument

(C.6) Despite the notable progress compared to
the previous version, the structure and the content
of the State Program is still unable to meet the
basic requirements for being a major policy/gov-
ernance instrument of the national response to the
epidemic:

a)

b)

The results (outcomes), and interventions
(outputs) necessary to deliver the results are
not prioritized;

There are gaps in a logical hierarchy of the HIV
result chain between outputs, outcomes. and
impact;

The responsibilities for delivering results are
not defined.

5.2 Recommendations

(C.7) The M&E system of the State Program is not
fully functional:

a)

b)

There was no evidence that the M&E frame-
work had been used to report annually on
the achievements measured by 62 indicators
against the targets as defined in the M&E Plan,
and that the authorized governance bodies
had reviewed these reports, and took steps as
needed;

A lot of information, especially quantifying
processes and the outputs is collected and
stored. However, it is still insufficient to gen-
erate strategic information in order to inform
the governance of the national response as the
information arrays are separated in two major
electronic databases, and the quality and reli-
ability of some data is questionable.

(R2) Rethink the national response to the epidemic by following the consecutive steps:

a) Define a clear vision of the epidemic in Kyrgyzstan by 2030 by making a choice between the two
scenarios: committing explicitly to “Kyrgyzstan without the epidemic by 2030 at the highest political
level, or continuing the business as usual, and by default subscribing to “Kyrgyzstan with the general-

b)

<)

ized epidemic by 2030".

If the choice is made in favor of “Kyrgyzstan
without the epidemic by 2030” scenario, then
define the two guiding principles of the national
response (with criteria to assess the adherence
to these principles):

Building the response around the human
being to be served, instead of around the
interests or the mandates of implementers
or donors;

Building the response along the continuum
of prevention, care, and treatment of the
key populations;

If the abovementioned principles are defined
and agreed upon by the key stakeholders,
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d)

discuss and built consensus on the most im-
portant areas for stopping the epidemic, which
should be fully funded before the resourc-
es are allocated to the rest, less important
interventions.

Compile all of the above mentioned decisions
into a “Conceptual framework of the national
response to the epidemic” (conventional title),
and endorse it at the highest political level in
order for it to serve as a long term policy in-
strument which will planning and actions of the
government, NGOs, service providers, and the
partners.



Discuss the responsibility for the
future of the epidemic and obtain
decision at the highest political level

Choice:

No . L
epidemic in
2030"

National
response is
centered
around a
person

“Kyrgyzstan Discuss and agree
without the on the guiding
approach

N

Rethink the national response to the epidemic;

A\ (gq important area and
set response targets

Priority area
is defined

“Business as usual”
Continue development
and implementation of

the State Program

(R3) Design a 3 to 5-year strategic plan (conven-
tionally called The State Program) through the
following consecutive steps:

a) Define a chain of results: from the highest level
result (either impact such as HIV related mor-
tality, or outcomes such as behavioral changes
or viral suppression) down to outputs and in-
puts (see Figure 36 below):

The highest level result should be clearly
linked to (aligned with) the milestone of the
conceptual framework;

Set targets at each stage of the chain using
at least 10 global indicators as recommend-
ed by the World Health Organization (see
Figure 61 on page 93).

b) Select the most appropriate technical solutions
based on the rich experience accumulated in
the country and abroad in order to reach out-
put and outcome targets in the HIV chain of
results;
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c) Estimate the resource requirements (financial,

human, technological) for each solution / ap-
proaches. If financial resources are insufficient
or capacity constraints are identified, develop
at least two scenarios:

Scenario with a funding gap and/or a ca-
pacity constraint: the original targets and
the funding gap;

Scenario without a funding gap and/or a
capacity constraint: targets (for less import-
ant outputs and outcomes) balanced with
the financing projections (the availability of
resources).

d) Assign one responsible actor to each output

and outcome in the HIV chain of results based
on consultations and thorough assessment
of the balance between the responsibility as-
signed, and the competence (or authority to
assume control over the implementation and
deliverables).



R AMONYM A study in the area of HIV in the Kyrgyz Republic

Figure 36: lllustrative HIV result chain for planning
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(R4) Conceptualize the M&E framework as the
major tool for strategic governance and oversight,
and improve the M&E practices by concentrating
efforts on the following directions:

a) Define a minimum set of output and outcome
indicators to measure the progress, along with
the progress reporting format;!?

b) Define clearly responsibilities for the data flows,
19 data validation/quality audit, and calculation
of the achievements by selected indicators
and reporting followed by development of en-
forcement mechanisms (administrative and/or
financial) and the resource requirement projec-
tions (necessary the M&E system to function);

¢) Start streamlining the existing data collection,
storage, and sharing practices advancing to a
unified information management system in HIV
through the following steps:

Define clearly user requirements for the

18 Irrespective of external reporting commitments, such as GAPRP

19 Ideally, responsibilities should be separated between implementers
(in charge of data generation) and entities measuring performance and
generating M&E reports
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analysis and reporting at strategic (as de-
scribed in point a) above) and operational/
programmatic level;

Make a full inventory of variables that are
necessary to meet the user requirements
(i.e. to calculate indicators);

Define data flows necessary to collect data
for each variable and business processing
related to data entry, validation, storage,
transmission, and processing;

Make a full inventory of the existing data
arrays (stored in different electronic da-
tabases), assess the data quality and the
feasibility of its transfer to the consolidated
information system;

Based on the results of the- above men-
tioned efforts, design a comprehensive plan
for the development and operation of the
unified information management system in
HIV area that includes terms of reference
for software developers, mechanism for
ensuring confidentiality of sensitive infor-
mation, and the requirements in hardware
and modern communication technologies.



5.3 Actions to implementation the recommendations

The implementation of the recommendation R2 “Design a 3 to 5-year strategic plan” depends on the
outcome of the implementation of the first recommendation R1 “Rethink the national response to the
epidemic “.

The third recommendation R3 “Conceptualize the M&E framework as the major tool for strategic gov-
ernance and oversight and improve M&E practices” can be implemented irrespective of the progress in
implementation of the first two.

Figure 37: A plan of action for the implementation of the recommendation R1

Actions Actors Milestones / outputs Time line
1. Start consultations within each constitu- CCM, other -
. . Opinions and expec-
ency (donors/partners, the communities constituency .
- . o tations of the future January
and NGOs, service providers, state specific platforms
. o o . steps among the key 2016
agencies) on the feasibility of rethinking for internal
. . . . stakeholders are formed
the national response to the epidemic consultations
Key messages, target January -
2. Develop an advocacy plan, and share audience, and mecha- Yy
o . . . UNAIDS . . February
it with the major constituencies nisms for coordinated 2016
interactions are defined
3. Draft 3-5 page concept of the national
response to the HIV with a focus on An advocacy tool is ready Februa
the guiding principles and the most UNAIDS, MoH to be presented and dis- 2016 i
important areas to end the HIV epi- cussed with political elites
demic by 2030 (“advocacy tool”)
All actors Key policy makers are
4. Start consultations (informal and formal expressing aware of their respon- March —
meetings, round tables, etc.) in accor- willingness to sibility for the future of June 2016
dance with the agreed advocacy plan support the the country and impli-
advocacy efforts  cations of their choice
5. In case of the ;uccess of advocacy efforts, UNAIDS, MoH, The policy tool is ready May - June
elaborate details of the concept, such as
. . partners / CCM  for endorsement 2016
milestones (at outcome and impact levels)
6. Start the procedures for the endorse- . The. Concept of the July -
. Relevant policy National Response to
ment of the concept of the national making entit end the epidemic b September
response to the HIV epidemic s y P y 2016

2030 is approved

The underlying assumptions of the proposed plan of action are as follows:
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The constituencies agree upon the implementation of the recommendation R1, express readiness to
support the advocacy efforts, and assign actors to represent the constituency in the process;

The advocacy efforts (actions #3 and #4) are successful, and necessary support is secured among
opinion- and policy-makers in order to start the formal procedures (action #6).
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Figure 38: A plan of action for implementation of the recommendation R2

Actions Actors Milestones / outputs Time line
7. Design a detailed work plan (combining
techmcal mpgts, consultations, and CCM or Work plan and ToR
decision making steps) and a ToR of equivalent are endorsed August 2016
a technical working group (TWG) for governing body
the development of the Strategy Plan
CCM or
8. Establish the TWG equivalent TWG is established August 2016
governing body
9. Define the HIV chain of results and The result framewqu 'S August -
set output (and outcome) targets? TWG ready for consultations September
and endorsement 2016
10. The authorized decision making body re-  Authorized The result framework September
viewed and endorses the result framework governing body is endorsed 2016
11. Identify the most approprlgte s.olutlons/ . o September
approaches in order to define interven- 0 Strategies for achieving
. . TWG - October
tions necessary to deliver results, and results are elaborated
. 2016
the actors responsible for the results
Inputs, strategies, and October -
12. Estimate the resource requirements for results are defined, including
. . . TWG . . November
the implementation of the strategies possible funding gaps and/ 2016
or capacity constraints
13. Discuss the results and identify the TWG and Scenarios (with and without
S . . . . . November
priority strategies to balance results and authorized funding gap) with respective
: . . - . 2016
inputs in case of the funding deficit governing body  result targets are agreed upon
. . Strategic plan is ready November
14. Finalize the strategic plan TWG for the approval 2016
15. Review and approve the strategic plan Authorized I::i:cfr:;?tfegslcc?r:asre] :)c]: :2: December
PP sicp governing body P 2016

epidemic is approved

The proposed plan of action for the implementation of the M&E related recommendations (R3) are divid-
ed into two phases:

Actions from 1-7 are synchronized with development and approval of the Strategic Plan (as described
above) as it has to produce the M&E Plan in 2016 for strategic management of the national response
to the epidemic.

The remaining actions are stretched over the year of 2016, and are dedicated to design and gradually
introduce a more advanced unified management information system which meets the needs of all ac-
tors involved in either strategic or operational (program) management of the HIV related interventions.

20 Assuming that IBBS 2016 preliminary results are available to set baselines

21 Partners might provide external technical assistance as needed
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Figure 39: A plan of action for the implementation of the recommendation R3

Actions Actors Milestones / outputs Time line
1. Design a detailed work plan (combining
techmcal mpgts, consultations, and CCM or Work plan and ToR
decision making steps) and a ToR of a equivalent are endorsed August 2016
technical working group (TWQ) for the governing body
design of the M&E improvement plan
CCM or
2. Establish the TWG?? equivalent TWG is established August 2016
governing body
3. Define a minimum set of output
and outcome indicators in order to TWG Indicators are select- September
measure the progress, along with ed and defined 2016
the progress reporting format
4. Define clearly responsibilities for the
. . . Processed necessary to mea-
data flows, data validation/quality audit, September
. . TWG sure results by the selected
and calculation of the achievements s - 2016
. . indicators are defined
by selected indicators and reporting
5. Develop enforcement mechanisms nec-
. . . September
essary for the designated actors to fulfill TWG Implementation mecha- _ October
the M&E related tasks (data collection, nisms are developed 2016
processing, calculations, reporting)
Financial and other resources
6. Estimate the resource requirements TWG needed for the functioning November
for M&E of the strategic plan of the M&E of the Strategic 2016
Plan are defined
7. Finalize and sgbmlt the M&E plap The M&E is integrated November
of the Strategic Plan to the technical TWG . -
- . into the Strategic Plan 2016
working group on the Strategic Plan
8. Define clearly user requirements for . December
- - - User requirements of the 2016 -
the analysis and reporting at all levels TWG .
; . . M&E system are defined January
(strategic and operational/programmatic 2017
9. Make a full inventory of the variables in The inventory of vari- January -
. . TWG . February
accordance with the user requirements ables is developed 2017
10. Define data flows necessary to collect
data for each variable and business TWG Business process analysis March -
processing related to data entry, validation, document is available May 2017
storage, transmission and processing
11. Access existing data management . L
practices, including database struc- TWG szglz;rée:ti:rzg;glségg Mag()lj;ne
tures and the quality of data y P
12. Develop a comprehensive plan for
the improvement of M&E and for TWG? ToR for the selection of June - July
development of the unified infor- software developers is ready 2017

mation management system

22 This and previous action can be combined with the actions #7 and #8 of the plan for the implementation of the recommendation R2

23 Partners might provide external technical assistance as needed
24 Partners might provide external technical assistance as needed
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Actions Actors Milestones / outputs Time line

13. Develop and introduce modern IT TWG + selected September

solutions for the unified information MIS developer ai\fézngua:zzaﬁogtgzdua"y - December
management system (UMIS) company P 2017

14. Implement activities as defined in the
comprehensive plan (for instance,
introduce standard operational pro-
cedures, training of relevant staff)

As defined in
the compre-
hensive plan

The environment is prepared  September
to switch to the new UMIS - December

The implementation of the recommendation of R3 is more time and resource consuming. It will require
technical and financial support from the partners in 2017, and it is highly desirable that the CCM explores
such opportunities, and secures the support by the end of 2016.
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6 Annexes

Annex 1: Technical details and data tables

Figure 40: Timeline (in calendar days) by different stages from the first HIV test to starting ART

ELISA1-
ELISA2 ELISA2 - IB IB - CS IB - ART N
Civil Sector NoD NoD -17 113 997
2013 NoD NoD -4 163 427
Other NoD NoD -11 142 305
PWID 14 19 36 252 122
Bishkek 7 15 36 324 43
Chuy 21 23 47 267 56
Osh 5 9 28 32 15
The rest 8 30 16 815 8
2014 21 6 -26 84 570
Other NoD NoD -40 82 437
PWID 21 6 38 89 133
Bishkek 10 6 73 88 24
Chuy 33 6 50 127 69
Osh 9 5 19 49 26
The rest 7 5 14 52 14
Prisons | YCH 16 10 77 218 96
2013 16 14 79 338 52
Other NoD NoD 86 700 6
PWID 16 14 78 320 46
Bishkek 1 9 200 242 5
Chuy 21 12 67 308 30
Osh 0 17 NoD 361 2
The rest 8 26 40 371 9
2014 18 6 76 77 44
Other NoD NoD 22 73 7
PWID 18 6 79 77 37
Bishkek 21 5 7 77 2
Chuy 28 8 102 9 18
Osh 10 3 54 72 6
The rest 5 4 98 159 11
Grand Total 1,093

Source: RP “AIDS” database and epidemiologic investigation forms
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Figure 41: Modeling of PWID flow along the cascade of services in 2013

Use IBBS 2013 for Prevention Coverage | Ucnonb3osatb aaHHble [3H 2013 ansa Oxsata MpeBeHTUBHbIMM yCayramu Y
Use Loose Criteria for "Is on ART >=12" | Micnonb3oBaTb Nerkuii Kputepum ana onpegenenduna "Ha APT >=12 mecaues" Y
Use only ELISA1 or ELISA1 and RT | Yuectb Tonbko UPAL nam UDAL BmecTe ¢ 3T Y
ELISA1+ELISA2 Specificity | CneunduurHocts UDPAL + UDA 2 (% noarsepskaeHus UB pesynbtatos NDA) 98%
Total civil Total
Bishkek Osh Chui Therest sector Prisons National
A Size estimate 8,050 3,800 6,000 7,150 25,000 25,000
B Covered by preventive programs 2,367 1,748 1,470 1,465 7,050 1,488 8,538
B1 Covered by OST 389 162 346 75 972 324 1,296
C Tested for HIV (1st ELISAL or RT) 1,715 1,457 1,117 271 4,560 1,674 6,234
Cc1 Tested and know results 1,307 1,243 555 100 3,205 690 1,737
Cc2 Tested and post-test counselling 199 211 328 106 844 608 1,419
c3 Tested positive (ELISA1+ELISA2) 88 79 108 27 302 127 429
C4 Applied for confirmation 44 15 57 8 124 47 171
D HIV+ confirmed 43 15 56 8 122 46 168
E Registered for care 14 9 23 3 49 28 77
F Started ART 9 9 15 2 35 20 55
G On ART after 12 months 2 3 8 0 13 13 26
H Viral suppression 0 1 3 0 4 1 5
C_rt Tested with Rapid Test 927 1,010 221 0 2,158 0 2,158
Cl_rt HIV+and Knew result 45 84 11 0 140 140
C2_rt Tested and post-test counselling 11 15 7 0 33 33
C3_rt HIV+ Confirmed 11 15 7 0 33 33
Specificity 100% 100% 100% 100%
HIV prevalence 4.9% 8.3% 5.0% 6.5%
Lost after rapid tests 34 69 4 0 107
% of Lost from Tested 76% 82% 36% 76%
C Tested for HIV (1st ELISA1 or RT)
C Tested for HIV (1st ELISA1) 799 462 903 75 2,435 1,674 4,109
C Tested for HIV (1st ELISA1 or RT) 1,715 1,457 1,117 271 4,560 1,674 6,234
D HIV+ confirmed 43 15 56 8 122 46 168
ELISA1 + ELISA2 32 0 49 8 89 46 135
RT + ELISA1 + ELISA2 11 15 7 0 33 0 33
26% 100% 13% 0% 27% 0% 20%
B Covered by preventive programs
Admin Report 4,651 2,628 3,456 42 10,777 1,488 12,265
IBBS 2013 2,367 1,748 1,470 787 7,050 1,488 8,538
Assumptions based on IBBS 2013
C1 Tested and know results 380 233 334 23 1,047 690 1,737
c2 Tested and post-test counselling 188 196 321 5 811 608 1,419
Cross checking with positive 188 196 321 106 811 608 1,419
c3 Tested positive (ELISA1+ELISA2) 88 79 108 5 302 127 429
Cross checking with HIV+Confirmed 88 79 108 8 302 127 429
G On ART after 12 months
Strict Criteria 2 2 1 0 5 4 9
Loose Criteria 2 3 8 0 13 13 26
H Viral suppression
Strict Criteria 0 1 1 0 2 1 3
Loose Criteria 0 1 3 0 4 1 5
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Figure 42: Modeling of PWID flow along the cascade of services in 2014

Use IBBS 2013 for Prevention Coverage | Mcnonb3osatb gaHHble 3H 2013 gna Oxsata MpeBeHTUBHbIMK yCayramm Y
Use Loose Criteria for "Is on ART >=12" | icnonib30BaTb NIerkuii Kputepun ans onpegenenns "Ha APT >=12 mecaues" Y
Use only ELISA1 or ELISA1 and RT | Yuectb Tonibko UPAL nnu MOAL emecte ¢ 3T Y
ELISA1+ELISA2 Specificity | Cneumduurocts DAL + UDA 2 (% noatsepxaeHms UB pesynbtatos UDA) 98%
Total civil Total
Bishkek Osh Chui Therest sector Prisons National
A Size estimate 8,050 3,800 6,000 7,150 25,000 25,000
B Covered by preventive programs 2,367 1,748 1,470 1,465 7,050 1,344 8,394
B1 Covered by OST 389 188 357 30 964 478 1,442
C Tested for HIV (1st ELISAL or RT) 2,229 1,342 1,292 417 5,280 788 6,068
c1 Tested and know results 1,475 1,189 677 233 3,574 243 1,561
Cc2 Tested and post-test counselling 352 175 354 179 1,060 214 1,234
Cc3 Tested positive (ELISA1+ELISA2) 160 61 118 41 380 45 425
c4 Applied for confirmation 24 27 70 14 136 38 173
D HIV+ confirmed 24 26 69 14 133 37 170
E Registered for care 14 17 35 9 75 26 101
F Started ART 9 17 26 8 60 17 77
G On ART after 12 months 5 6 11 3 25 3 28
H Viral suppression 0 0 3 0 3 0 3
C_rt Tested with Rapid Test 783 1,009 313 151 2,256 199 2,455
Cl_rt HIV+and Knew result 25 73 5 1 104 104
C2_rt Tested and post-test counselling 10 24 5 1 40 40
C3_rt  HIV+ Confirmed 10 24 5 1 40 40
Specificity 100% 100% 100% 100%
HIV prevalence 3.2% 7.2% 1.6% 0.7% 4.6%
Lost after rapid tests 15 49 0 0 64
% of Lost from Tested 60% 67% 0% 0% 62%
C Tested for HIV (1st ELISA1 or RT)
C Tested for HIV (1st ELISA1) 1,456 357 984 29 3,064 589
C Tested for HIV (1st ELISA1 or RT) 2,229 1,342 1,292 567 5,280 788
D HIV+ confirmed 24 26 69 14 133 37 170
ELISAI + ELISA2 14 2 64 13 93 37 130
RT + ELISA1 + ELISA2 10 24 5 1 40 0 40
42% 92% 7% 7% 30% 0% 24%
B Covered by preventive programs
Admin Report 4,654 2,792 4,285 77 11,808 1,344 13,152
IBBS 2013 2,367 1,748 1,470 787 7,050 1,344 8,394
Assumptions based on IBBS 2013
C1 Tested and know results 692 180 364 9 1,318 243 1,561
c2 Tested and post-test counselling 342 151 349 2 1,020 214 1,234
Cross checking with positive 342 151 349 178 1,020 214 1,234
Cc3 Tested positive (ELISAI+ELISA2) 160 61 118 2 380 45 425
Cross checking with HIV+Confirmed 160 61 118 14 380 45 425
G On ART after 12 months
Strict Criteria 3 1 4 2 10 0 10
Loose Criteria 5 6 11 3 25 3 28
H Viral suppression
Strict Criteria 0 0 2 0 2 0 2
Loose Criteria 0 0 3 0 3 0 3
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Figure 43: Flow of PWID along the cascade - all sectors, 2013 (a base-10 logarithmic scale)
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Figure 44: Flow of PWID along the cascade - Civil Sector, 2013
HIV-
21,900
HIV+
6,176
3,995
3,100 2,903
874 565 302 122 49 35 13 4
ALLPWID | REACHED BY TESTED FOR HIV  AWARE OF HIV TEST HIV CONFIRMED | ENROLLED INCARE |  STARTEDART | ON ART >=12 | HA VIRALSUPPRESSION
OUEHOYHOE PREVENTION | (1ST ELISA1 OR RT) RESULTS | 3HAIOT O BUY NOATBEPKAEH HA [-Y4ETE HAYANM APT APT >=12 MEC | BupyC HE
KOMMYECTBO JTYUH OXBAYEHbI | BUY PE3YNLTATE BUY OMPEAENAETCA
MPEBEHTVBHBIMW  TECTUPOBAHWE TECTA

rnporPAMMAMK — (MPAL 1an IT)

84



Figure 45: Flow of PWID along the cascade - Civil Sector, 2013 (a base-10 logarithmic scale)
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OLEHOYHOE PREVENTION | (1ST ELISA1 OR RT) RESULTS | 3HAIOT O BMY NOATBEPKAEH  HA [-YYETE HA4yAM APT APT >=12 MEC | BUPYC HE
KOAMYECTBO JIYUH OXBAYEHbI | BUY PE3YNLTATE BUY ONPEAENAETCA
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Figure 46: Flow of PWID along the cascade - Bishkek, Civil Sector, 2013 (a base-10 logarithmic scale)
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Figure 47: Flow of PWID along the cascade - Osh, Civil Sector, 2013 (a base-10 logarithmic scale)
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KOAMYEeCTBO JIYUH OXBAYEHbI | BUY PE3YNLTATE BUY ONPEAENAETCA
MPEBEHTMBHbIMA ~ TECTUPOBAHME TECTA
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Figure 48: Flow of PWID along the cascade - Chuy, Civil Sector, 2013 (a base-10 logarithmic scale)
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Figure 49: Flow of PWID along the cascade - all sectors, 2014 (a base-10 logarithmic scale)
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Figure 50: Flow of PWID along the cascade - the Civil Sector, 2014 (a base-10 logarithmic scale)
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Figure 51: Flow of PWID along the cascade - Bishkek, the Civil Sector, 2014 (a base-10 logarithmic scale)
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Figure 52: Flow of PWID along the cascade - Osh, the Civil Sector, 2014 (a base-10 logarithmic scale)
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Figure 53: Flow of PWID along the cascade - Chuy, the Civil Sector, 2014 (a base-10 logarithmic scale)
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Figure 54: Description of PWID leakages across the cascade by sectors and geographical areas, 2013

Total civil Total

Bishkek Osh Chui The rest sector Prisons National

A-B Missed by prevention 5,683 2,052 4,530 5,685 17,950 16,462
(A-B)/A He oxBayeH npodunakTMkom 71% 54% 76% 80% 72% 66%
B-C Missed for HIV testing 652 291 353 1,194 2,490 -186 2,304
(B-C)/B He npownu TectMpoBaHue 28% 17% 24% 82% 35% -13% 27%
C4-C3 Lost before confirmation 44 64 51 19 178 80 258
(C4-C3)/C4 MoTepsAHbl 40 NOATBEPKAEHUA 50% 81% 47% 70% 59% 63% 60%
D-E Lost before registration 29 6 33 5 73 18 91
(D-E)/D MoTepaHbl BO perncTpaumm Ha [-yyeT 67% 40% 59% 63% 60% 39% 54%
EF Lost before ART 5 0 8 1 14 8 22
(E-F)/E MNoTepaHbl g0 Hayana APT 36% 35% 33% 29% 29% 29%
F-G  Lostduring ART 7 6 7 2 2" 7 22
(F-G)/F MoTepaHbl BoBpema APT 78% 67% 47% 100% 63% " 35% 63%
H-G Lost for treatment success 2 2 5 0 9 12 21
(H-G)/G JNleunnncb 6esycnewHo 100% 67% 63% 69% 92% 81%
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Figure 55: Description of PWID leakages across the cascade by sectors and geographical areas, 2014

Total civil Total
Bishkek Osh Chui Therest sector Prisons National
A-B Missed by prevention 5,683 2,052 4,530 5,685 17,950 16,606
(A-B)/A He oxBayeH npo¢punakTukoin 71% 54% 76% 80% 72% 66%
B-C Missed for HIV testing 138 406 178 1,048 1,770 556 2,326
(B-C)/B He npownu TectuposaHune 6% 23% 12% 72% 25% 41% 28%
C4-C3 Lost before confirmation 136 34 48 27 244 7 251
(C4-C3)/C4 MoTepeHu A0 NOATBEPMHKAEHMUSA 85% 56% 41% 66% 64% 16% 59%
D-E Lostbefore registration 10 9 34 5 58 11 69
(D-E)/D MoTepeHn BO perncrpaumm Ha [-yveT 42% 35% 49% 36% 44% 30% 41%
E-F Lost before ART 5 0 9 1 15 9 24
(E-F)/E MNoTepeHn oo Havyana APT 36% 26% 11% 20% 35% 24%
G Lost during ART 4 11 15 5 35" 14 35
(F-G)/F MoTepeHbl BoBpems APT 44% 65% 58% 63% 58% 82% 58%
H-G  Lostfortreatment success 5 6 8 3 22 3 25
(H-G)/G Jleunnuce 6e3ycnewHo 100% 100% 73% 100% 88% 100% 89%
Figure 56: Coverage of PWID with preventive services and OST by regions and years
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Figure 57: Enrollment of PWID with confirmed HIV infectionon in OST by geographical areas, sectors and years
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Figure 58: Time lag between milestones (in calendar days) by years and geographical areas - the Civil Sector
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Figure 59: Time lag between milestones (in calendar days) by years and geo-
graphical areas - the Civil Sector (only selected regions)
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Figure 60: Distribution of PLHIV on ART in 2014 (n=1.718) by gender, age and geographical areas (offical statistics)
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ANNEXES

Figure 61: The HIV result chain and global indicators for the monitor-
ing and evaluation of the health sector response to HIV
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Figure 62: The HIV continuum of care statistics - Civil Sector
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Figure 63: The HIV continuum of care statistics - Prisons
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Figure 64: The HIV continuum of care statistics - all sectors
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