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FOREWORD
The Republic of Moldova, together with 
191 countries, is committed to achiev-
ing the Millennium Development Goals 
(MDGs) by 2015. While countries share the 
same overarching goals, they often choose 
diff erent paths to achieving them and vary 
in terms of progress made. Moldova fi rst 
established national targets for achieving 
the MDGs in 2004. Three years later, based 
on analyses made on  progress and con-
sultations with stakeholders, most targets 
were revised, including those under Goal 
Six, which relate to HIV, malaria and other 
diseases such as tuberculosis (TB). The 
revised targets were included in the Gov-
ernment’s National Development Strategy 
(NDS) for 2008-2011 and the development 
vision until 2020. 

The Government is committed to main-
taining good public health services and 
combatting socially-conditioned diseases, 
such as HIV/AIDS while tuberculosis, re-
mains a priority. Despite the Government’s 
commitments and eff orts that have been 
made in collaboration with development 
partners, the incidence of HIV has risen.  
The TB situation is also challenging. Multi-
drug resistant tuberculosis (MDR TB) is in-
creasing, especially among socially vulner-
able groups, which have been made even 
more vulnerable due to the economic cri-
sis. The general population is not immune 
to this risk. 

In 2011, in order to accelerate sustainable 
progress on HIV/AIDS and TB, the Govern-
ment and relevant stakeholders decided to 
apply the Millennium Development Goals 
Acceleration Framework (MAF), the meth-
odology endorsed by the United Nations 

Development Group. With support from 
UNDP, WHO and other UN agencies, the 
application of MAF has helped investigate 
the social and medical determinants of 
health and identify potential barriers with-
in and outside the health system – bottle-
necks at socio-economic and institutional 
levels.  It has also focused on the needs of 
those socially vulnerable groups that bear 
the brunt of HIV and TB epidemics. Eco-
nomic and social marginalization, stigma 
and the discrimination that they face are 
some of the underlying reasons why they 
are vulnerable to these diseases. 

The Action Plan developed through the 
MAF exercise identifi ed priority bottle-
necks that impede key populations from 
accessing proper social support and health 
care and proposed solutions for better and 
more cost eff ective models for integrated 
HIV, tuberculosis and HIV-tuberculosis care. 
The Action Plan is a set of priority, evidence-
based strategies that, if eff ectively and sus-
tainably implemented, should accelerate 
progress on HIV and TB. Implementation 
of the Action Plan requires the sustained 
and coordinated commitment of govern-
ment agencies and partners, including 
donors and civil society. By coalescing 
around this plan, the national response will 
be strengthened and the tide might fi nally 
be turned on these two epidemics that are 
present in Moldova.

Andrei Usatii, 
Minister of Health
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FOREWORD
The Republic of Moldova has been cop-
ing with constantly high level of HIV/AIDS 
and tuberculosis incidence and prevalence 
over recent years, mostly aff ecting specifi c 
populations and vulnerable groups. Not-
withstanding the many measures that have 
been put into place with international sup-
port and national eff orts, the progress to-
wards MDG 6 has been modest, resulting 
in high morbidity and risk of mortality due 
to HIV, tuberculosis, and co-infection.

In 2010, based on worldwide best prac-
tice, the United Nations launched an MDG 
Acceleration Framework (MAF) to assess 
the bottlenecks impeding existing inter-
ventions, and provide hands-on solutions 
based on evidence of best practice and 
cost-effi  ciency. The Government of the 
Republic of Moldova, through the Ministry 
of Health, led the application of the MAF 
to MDG 6, in close relation to national pro-
grammes ongoing in both disease areas 
and adapting to the health system in the 
country. This report presents the results of 
the diagnostic exercise as well as the re-
sulting action plan.

The Action Plan highlights critical issues 
and solutions, and proposes a partner-

ship “compact” that can be put into action 
through existing national HIV and tubercu-
losis programmes. Impressive stakeholder 
involvement and cross-sectoral collabora-
tion between the Ministry of Health, Jus-
tice, Labor, Social Protection and Family, 
Economy, civil society and health experts 
led to the identifi cation of integrated and 
innovative solutions that go beyond the 
health sector. Our Government partners 
acknowledge that these priority actions 
will help strengthen the joint national re-
sponse in the short- and medium-term, 
especially in light of anticipated erosion of 
funding sources. 

The UN Country Team was privileged to 
provide support in application of the MAF 
through the joint eff orts of UNDP and 
WHO, in partnership with UNAIDS, UNODC, 
OHCHR and other agencies. This collab-
orative eff ort is timely, as the country faces 
challenges related to the fi nancial and eco-
nomic crises aff ecting Europe, while striv-
ing at the same time to reform the health 
system to expand quality health and social 
services to vulnerable groups. The United 
Nations is committed to support the Gov-
ernment in its implementation of the MAF 
Action Plan.

Nicola Harrington-Buhay, 
UN Resident Coordinator

Jarno Habicht, 
WHO Representative
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EXECUTIVE SUMMARY

HIV

Overall, the incidence of HIV has increased 
signifi cantly since 2000 in Moldova (see 
Figure 1). To date, the epidemic has mostly 
aff ected injecting drug users, sex workers, 
men who have sex with men and their 
partners. The most aff ected regions include 
the city of Balti and the Transnistria region.  
Despite a slight decrease in new infections 
over the past three years, national targets 
on HIV are not likely to be met without a 
redoubling of eff orts. These targets are: re-
duction of HIV incidence from10 cases per 
100,000 in 2006 to 8 per 100,000 people by 
2015. In the 15-24 age group, the national 
target is a reduction from 13.3 cases per 
100,000 in 2006 to 11 per 100,000 by 2015. 

Tuberculosis

Tuberculosis, like HIV, represents a signifi -
cant public health challenge in Moldova. 
Overall, TB incidence has increased over 
the past decade, from 97.3 (per 100,000 
people) in 2002 to 114.3 in 2011 (see Fig-
ure 1). About 26% of new cases are multi-
drug resistant TB (MDR TB), a worrisome 
trend that points to ineff ective or incom-
plete treatment. Even though the mortal-
ity rates fell for the fi rst time in 2008 down 
to 17.4 cases per 100,000, it still remains 
high at 16.1 per 100,000 in 2011. On aver-
age, about two patients a day died from TB 
in Moldova.

The national target to reduce the rate of 
mortality associated with tuberculosis from 
15.9 per 100,000 people in 2002 down to 
10 per 100,000 by 2015 is unlikely to be 
met without concerted eff orts. 

The most aff ected are vulnerable groups, 
such as transient or homeless individu-
als, adults, people living with HIV, children 
from poor households, prisoners, orphans 
and injecting drug users. Many of these 
groups are also most aff ected by HIV. 

Overall, reversing the spread of these two 
infections in the short run is unlikely, with-
out sustained eff orts in the medium-to-
long term.

Recently, the Government has undertaken 
a number of actions towards improving 
the above situation, including the amend-
ment of the normative framework (Law 
on HIV, Law on control and prevention 
of tuberculosis, National HIV Programme, 
National TB Programme), and increased 
political commitment  by creating a par-
ticipative National Coordination Council 
for HIV and TB with a Secretariat and 11 
Technical Working Groups. Positive practi-
cal achievements can be also mentioned 
in the service provision for HIV and TB - a 
comprehensive package of services for key 
populations, including, but not limited to, 
harm reduction programs, opiate substitu-

This report provides a comprehensive analysis of the HIV and TB situation in the Republic of 
Moldova, and proposes the Millennium Development Goals (MDG) Acceleration Action Plan 
that identifi es the priority short- and medium-term solutions to key bottlenecks.  The MDG 
Acceleration Framework endorsed by the United Nations Development Group has been ap-
plied as the main methodology to the currently off -track MDG 6 targets in Moldova.
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tion therapy with methadone, voluntary 
counseling and testing, Youth Friendly 
Health Centres, protocols for antiretroviral 
therapy, community centres for TB, directly 
observed treatment (DOT) strategy, DOTS-
Plus for multidrug resistant TB and other 
activities.

Despite a rather pessimistic overview in 
short-term, the Government and key de-
velopment partners, civil society organiza-
tions and local administrations foresee cer-
tain opportunities to accelerate progress. 
By applying the standard MAF methodol-
ogy, relevant stakeholders were able to 
prioritize key current interventions, identify 
bottlenecks to these, and most impactful 
and feasible solutions that would allow for 
acceleration.

Actions to be taken

The proposed interventions in both HIV 
and TB sectors were prioritized a thorough 
analysis of the epidemic situation and all 
available studies and reports, national and 
international recommendations. These in-
terventions can help improve access and 
acceptability of risk populations to specifi c 
patient-tailored services, eff ectively de-
creasing transmission of the infections and 
safeguarding the human rights of people 
living with HIV and people with TB. In ad-
dition, these interventions were identifi ed 
as the most feasible and impactful. Such 
prioritization is very important in the cur-
rent situation, when recent fi nancial and 
economic crises have adversely impacted 
the availability of national resources while 
at the same time external support from 
key global partners, such as the Global 

Fund to Fight AIDS, Tuberculosis and Ma-
laria (GFATM), is diminishing. Together, 
these raise signifi cant concerns over sus-
tainability of the HIV and TB responses. Be-
sides these challenges, the solutions also 
address other systemic issues that impede 
progress on both HIV and TB, such as those 
around governance - decentralization and 
coordination among diff erent levels of au-
thorities, health and social services. 

Regarding the HIV segment, the MAF re-
port suggests the need to focus attention 
on the following priority interventions: (a) 
scaling up harm reduction programmes to 
focus on HIV prevention in key populations; 
(b) strengthening the case-management 
system and ensuring a better adherence to 
ARV treatment and (c) ensuring early de-
tection of HIV infection by promoting and 
off ering voluntary counselling and testing 
services in vulnerable populations.

Specifi c acceleration solutions include: (a) 
expanding the integrated suite of services 
for risk groups and people living with HIV 
and their partners to include, in addition 
to the traditional harm reduction services, 
also the prevention and treatment of sexu-
ally transmitted infections and TB, as well 
as the vaccination and treatment of viral 
hepatitis; (b) geographically extending 
harm reduction programmes to cover also 
the southern districts of the republic, which 
have high rates of injecting drug use and 
other risk behaviours but currently have in-
suffi  cient service coverage; (c) developing 
health services delivery mechanisms, in-
cluding through NGOs, with national fi nan-
cial support under the compulsory medical 
insurance scheme; (d) preventing of the 
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transmission from risk to general popula-
tion by including sexual partners and cli-
ents in harm reduction programmes; (e) 
ensuring the functionality of the electronic 
HIV Monitoring and Evaluation Information 
System which is already prepared and ready 
to be practically implemented; (f ) involving 
the community centres that provide sup-
port services to risk groups to refer to ARV 
treatment and improve ARV treatment ad-
herence; (g) advocating for and overtaking 
of the ARV treatment costs by the funds of 
the national compulsory insurance system, 
alternative funding identifi cation; (h) develo-
ping a comprehensive referral mechanism 
to the  voluntary counselling and testing 
services; (i) building the capacity and sup-
portive supervision of the VCT service(j) 
scaling up HIV counselling and testing, in-
cluding using mobile VCT.

In the TB segment, the MAF exercise re-
vealed the importance of focusing on 3 
particular areas of intervention: (a) increas-
ing the access of socially vulnerable groups 
to medical services, including TB services; 

(b) ensuring the adherence to anti-tubercu-
losis treatment of the people with active TB 
and (c) strengthening the infection control 
in the specialized facilities.

This could be achieved through the fol-
lowing prioritized solutions: (a) examining 
peop le in placement centres  and other 
places  by preventive examination and 
building capacity of the staff  in these plac-
es; (b) appointing a person in charge of TB 
in primary health facilities, whose job is to  
conduct and report on the activities related 
to TB screening of the population within  
socially-vulnerable groups; (c) ensuring 
conditions for continued treatment tailored 
to needs of vulnerable people; (d) allocat-
ing suffi  cient resources and creating other 
incentives to support patients’ in follow-up 
care; (e) defi ning the incentives mechanism 
for the employees involved in TB control 
activities, among others. Identifi cation and 
allocation of domestic and other sources 
of funding for front-line services providers 
is another important solution proposed in 
the Action Plan. 
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Implementation of the national MDG 
agenda has been a key development chal-
lenge for Moldova. Since the signature of 
the Millennium Declaration in 2000, the 
country has made signifi cant progress 
in certain areas of human development 
– economy, governance and management 
of ecosystems— while in other areas, more 
sustained eff ort is needed to achieve the 
national targets by 2015. The progress may 
become harder to attain under the current 
conditions of economic uncertainty and fi -
nancial austerity. Despite the fact that Mol-
dova has weathered the consequences of 
the global economic crisis fairly well, the 
progress on the achievement of the na-
tional targets remains uneven. The main 
areas of concern are MDG 2 and MDG 6, 
whose targets Moldova is likely to miss. 
Furthermore, downside risks are looming, 
stemming from the limited sustainability 
and inclusiveness of economic growth. As 
the latter slows down, the Government, 
supported by its  development partners, 
should take steps to ensure that new 
growth opportunities are identifi ed and its  
benefi ts are distributed in a more inclusive 
and equitable manner. Overall, measur-
ing progress along the national MDGs, 
designing and implementing feasible 
and sustainable acceleration solutions re-
quires consolidated eff orts by all relevant 
stakeholders, including central and local 
authorities, civil society organizations, de-
velopment partners, private sector and in-
dividual citizens.

Moldova is committed to achieving MDG 6, 
which is to combat HIV/AIDS, tuberculosis 
and other diseases”. Combatting socially-
conditioned diseases, such as HIV/AIDS and 

tuberculosis, is a priority for Moldova in the 
context of maintaining good public health, 
and goes beyond the commitments taken 
on in connection with the MDGs. The in-
cidence of HIV/AIDS is on the rise despite 
consistent eff orts made by the Government 
and the support of the country’s develop-
ment partners. The mortality rate from 
tuberculosis, which fell for the fi rst time in 
recent years in 2008, continues to pose a 
threat to the population of Moldova, espe-
cially in the context of the economic crisis, 
as the disease mainly aff ects socially vulner-
able groups. 

Moldova has the necessary components 
to provide a well-coordinated national 
response to HIV and TB. The normative 
framework, including the recent amend-
ments to the special Laws – the Law on 
HIV prevention and the Law on TB pre-
vention, National Programmes on HIV and 
TB, provide for the necessary normative 
background to priorities and implement 
activities oriented towards eff ective HIV 
and TB prevention, voluntary testing and 
counselling, treatment and care. A joint 
National Coordination Council (NCC) is set, 
comprising main stakeholders, including 
multilateral specialists, PLHIV and civil so-
ciety organizations, diff erent government 
agencies and ministries with the NCC Sec-
retariat headed by the Government Coun-
selor on Social Issues. The multilateral ori-
entation of the national response for both 
HIV and TB is ensured also by the formed 
permanent working groups on epidemio-
logical surveillance, education and youth, 
vulnerable groups, treatment and care for 
people living with HIV, communication 
and prevention, voluntary counseling and 
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testing, monitoring and evaluation and the 
group on social protection in HIV and TB.

Although a series of measures were taken 
to combat HIV/AIDS and tuberculosis, the 
Republic of Moldova did not meet the in-
termediate targets, set forth in the MDG 6, 
to reduce HIV/AIDS incidence and TB-as-
sociated mortality by 2006. Moreover, the 
spread of these diseases developed at such 
a pace that the accomplishment of the tar-
gets set for 2010 and 2015 has become 
impossible. This has made it necessary to 
review the targets and set more achiev-
able values in this area. At the same time, 
with the revision of the MDG in 2007, the 
name of this goal was changed to exclude 
malaria as a disease for which Moldova is 
to set medium-term and long-term goals. 
That change was not refl ected in the initial 
MDG Report, as the measures carried out 
in recent years to prevent and combat ma-
laria have led to the disappearance of local 
cases of this disease.

Despite eff orts, Moldova has not been 
able to achieve the revised goal for both 
HIV and one TB targets – 1) in 2011 the HIV 
incidence was 17.58 per 100 000 popula-
tion (target 1. - 9.6 cases by 2010 and 8 by 
2015); 2) the HIV/AIDS incidence in the 15-
24-year age group in 2011 is 14,99 (target 2. 
- 11.2 cases by 2010 and 11 cases by 2015); 
3) the rate of mortality associated with tu-
berculosis in 2011 is 16 (15.0 in 2010 and 
10.0 in 2015). An important part of the in-
cidence, especially for HIV, is composed by 
a signifi cantly higher rate of cases on the 
left bank of Nistru. Although the TB mortal-
ity rate seems to be stabilized (still far from 

the target value yet), the rate of multidrug 
resistant form of TB is worrisome

Compared to other diseases, the HIV situa-
tion has been carefully  studied in a num-
ber of quantitative and qualitative studies. 
In the fi eld of TB, the available data are 
weaker and the recent qualitative surveys 
were prioritized for TB in six focus groups, 
including pulmonologists (medical lung 
specialists) from municipalities and district 
centres, specialized hospitals, family doc-
tors and health care assistants.

A common element and task for the gov-
ernment in both the fi elds of HIV and TB 
is to identify and provide for funding pos-
sibilities that would progressively rely on 
national sources, the NHIC, after it was an-
nounced that the Global Fund would no 
longer fi nance most national programmes. 
It was also decided in the process of ap-
plication to the next round of the GFATM, 
to prioritize and respectively amend the 
policy documents, including the National 
Strategic Programmes in order to focus 
and address key populations at risk and to 
make more specifi c and explicit prioritiza-
tion and resource allocation, outlined in a 
recent Joint Assessment Report prepared 
by a team of international recognized in-
dependent experts1. A critical issue was 
identifi ed being the lack of use of available 
monitoring and evaluation (M&E) data to 
drive and shape the national HIV response 
to match the epidemic pattern. The main 
results to be achieved by the programme 
need to be identifi ed and prioritized, and 
used for planning purposes. Progress to-
wards these results should be tracked2.

1  Joint Assessment Report and Annexes - MOLDOVA NATIONAL PROGRAMME FOR HIV/AIDS AND STIS CONTROL 
AND PREVENTION FOR 2011-2015; http://aids.md/aids/index.php?cmd=item&id=1142
2  ibid
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In these circumstances, the application of 
the MDG Acceleration Framework (MAF) 
me tho dology looks as the most appropriate 
way to identify actions that need to be pri-
oritized to eff ectively address the situation. 

The MAF helps to accelerate progress at 
the country level on those MDGs which 
currently seem to unlikely to be reached 
by 2015. It can be adapted to diff erent 
country circumstances and complements 
existing government planning processes, 
while also improving the mobilization co-
ordination of eff orts and resources con-
tributed by various partners. Countries can 
use this approach as one way to respond 
to the shared call to accelerate progress 
that was made at the MDG Summit in Sep-
tember 2010. The MAF provides national 
stakeholders with a systematic approach 
to identify and analyze bottlenecks that are 
causing MDGs to veer off -track or to move 
ahead too slowly. It then aims to generate 
shared diagnostics and to recommend 
comprehensive, collaborative and focused 
actions, based on prioritized ‘acceleration’ 
solutions. It also helps governments to fo-
cus on disparities and inequalities, two of 
the major causes of uneven progress, by 
particularly responding to the needs of the 
vulnerable. The pilot experience has shown 

that when governments take the lead and 
have eff ective assistance from all partners, 
progress is possible.

During the analyses in both the fi elds of 
HIV and TB, it was clarifi ed that some of 
the priority solutions identifi ed to the 
bottlenecks are systemic and address the 
common problems in response to both TB 
and HIV The actions for these solutions are 
common and raise their feasibility and im-
pact to addressboth target groups.

This report presents the extensive analyti-
cal work of the experts in a concise manner, 
applying the MAF methodology for MDG 6 
in the Republic of Moldova, which contains 
detailed analyses with all references and 
description of the available relevant data. 
This summary report consists of the fol-
lowing chapters with interventions specifi c 
for HIV and TB: Chapter 1. Prioritization for 
acceleration in HIV and Chapter 2. Prioriti-
zation for acceleration in TB with relevant 
sub-chapters on: A. Priority interventions; 
B. Priority bottlenecks; C. Priority Solutions; 
D. Action Plan for HIV/TB; E. Conclusions for 
the HIV/TB segment. The report also pro-
vides an overview and analyses common 
features for both areas as well as specifi c 
interventions in HIV and TB fi elds.
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1A. EPIDEMIC SITUATION AND 
OVERVIEW ON MDG PROGRESS3

MDG 6 TARGET 1. Stabilize the spread 
of HIV/AIDS infection by 2015. Reduce 
HIV/AIDS incidence from 10 cases per 
100,000 of the population in 2006 to 
9.6 cases by 2010 and 8 by 2015.

The incidence of HIV/AIDS rose from 4 cas-
es per 100,000 of the population in 2000 to 
19.4 cases per 100,000 population in 2008, 
and declined marginally to 17.2 cases per 
100,000 population in 2009 and 17.6 in 
2011. As HIV/AIDS has steadily risen,  it is 
diffi  cult to ascertain if the slight decline in 
incidence in the last 3 years represents a 
turning point in the evolution of the epi-
demic or just a pause in a longer-term in-
crease. A particularly alarming situation is 
the increase of HIV in Transnistria, the sepa-
ratist region in eastern Moldova.

In 2007, following an analysis of progress 
made towards the fi rst preliminary set 
of targets for 2006, the target relating to 
the reduction of HIV/AIDS incidence per 
100,000 of the population was revised 
down by more than half. In 2006, HIV/AIDS 
incidence stood at 14.7 cases, as opposed 
to the initial intermediary target of 4 cases 
per 100,000 of the population.

721 new cases of HIV infection were dis-
covered in 2011, including 227 in the east-
ern territories (704 cases in 2012, of which 
247 in the eastern territories) (Fig.1). 

In 2011 the incidence of HIV per 100,000 
population amounted to a total of 17.58 
for the Republic of Moldova (18.37 for the 
right bank and 42.10 for the territories on 
the left bank of the Nistru River). 

At the end of 2011, the HIV prevalence 
amounted to 129.04 per 100,000 popula-

Figure 1. The dynamic of new HIV cases and the volume of tests 
for HIV Markers in the Republic of Moldova for the 1987 – 2011 
period (abs.).

3  Based on the Informative bulletin: The situation of HIV/AIDS  2011 period of reference. The National Public Health Centre 
and on The Second Millennium Development Goals Report

Source:  Ministry of Health.
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in the 15-24 age group fell in 2008. It was 
16.1 cases per 100,000 population, as com-
pared to 21.2 cases in 2007 and 18.7 cases 
in 2006 (see chart). But in 2009 a new spike 
in the age specifi c epidemic for the 15-24 
age group was recorded: 19.59 cases per 
100,000 inhabitants. As in the case of com-
bined HIV/AIDS incidence, the incidence 
for this age group was higher on the 
eastern side of the Nistru (39.5 cases per 
100,000 inhabitants).

By 2011, a decrease in the identifi cation of 
HIV infection cases can be noticed in the 
15-39 age segment, amounting to 72,81% 
of the total number of cases found.

In 2011 in the age segment 15-19 it is 
2.91%, age 15 - 24- 18.3 %, in age segment 
0 - 39 it amounts to 75.17% while in age 
segment 40 and over it registers an in-
crease, respectively amounting to 27.82%.

From the debut of the epidemic, 1,597 
people were diagnosed with AIDS, which 
is 22.7% of the number of HIV infected 
persons. In 2011, 420 persons have been 
diagnosed with AIDS (290 in 2010). The 
most frequent AIDS indicator diseases are: 
pulmonary infection with Mycobacterium 
tuberculosis– 49.19%, esophagus candido-
sis– 20% and the HIV fatigue syndrome– 
6.66%. There are annual data reports on 
the HIV/AIDS epidemiological surveillance 
to the European Centre for Disease Preven-
tion and Control. There is a quarterly analy-
sis of indicators accompanied by the infor-
mation of The Global Fund to Fight AIDS, 
Tuberculosis and Malaria.

tion, including 98.18 on the right bank and 
292.86 in the eastern territories.

By January 1, 2012, 7,125 new HIV cases 
were registered  on both banks of the Nis-
tru River. In the past 3 years, the number of 
new HIV cases has remained stable.

There is signifi cant geographic variation in 
HIV incidence and prevalence, with signifi -
cantly higher prevalence in several munici-
palities – prevalence in Balti, in the north 
of Moldovac is the highest, amounting to 
723.97; several cities on the left bank of 
Nistru – Ribnita (453.57), Tiraspol (219.06) 
and Bender (207.09), while there are dis-
tricts with rates lower than the national 
average, including the capital Chisinau.

MDG 6 TARGET 2. Reduce HIV/AIDS inci-
dence in the 15-24-year age group from 
13.3 cases per 100,000 population in 
2006 to 11.2 cases by 2010 and 11 cases 
by 2015.

HIV/AIDS mainly aff ects persons of repro-
ductive age, including those in the 15-24 
age group. As with the previous indica-
tor, the intermediate target for 2006 with 
respect to HIV incidence in the 15-24 age 
group was not accomplished, registering a 
result almost three times worse than the de-
sired value. That was also a reason for revis-
ing targets in 2007, from 4 to 4.2 cases per 
100,000 population by 2010 and from 11.2 
to 11 cases by 2015.

However, unlike the combined HIV/AIDS 
incidence, the incidence of this disease 
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Figure 2. Distribution of HIV cases registered by age 
at the moment of identifi cation in the Republic of Moldova, 
2001-2011 period (abs.)

Treatment, care and support

For ensuring universal access to treatment 
for all those who needed it, the National 
Programme has one of the main objec-
tives to ensure access to ARV treatment 
of at least all 80% of the estimated num-
ber of PLHIV in need of ART. This objective 
was achieved for 2010 and is maintained 
in 2012 for those offi  cially registered with  
treatment centres, mostly because the 
treatment is totally free of charge thanks to 
support from the GFATM, regardless of the 
statute of compulsory health insurance. 
The real constraint in achieving the genu-
ine 100% coverage is the fact that there is 
an estimated signifi cant gap between the 
number of those registered and the real 
number of those who are HIV infected. The 
real need for ART is estimated at 5,683 per-
sons (4,380 on the right bank and 1,303 on 

the left bank of the Nistru River). The neces-
sity for mother to child transmission pre-
vention treatment for 2011 was estimated 
at 205 HIV positive pregnant women (163 
on the right bank and 42 on the left bank 
of the Nistru River). 

The most important achievements relate 
to ensuring access to HIV treatment, which 
in fact is 100% available to those who need 
and want it; to achievements in the decen-
tralization of treatment services and HIV 
care throughout the country; updating 
treatment protocols with the WHO fi nan-
cial support; initiating the creation of infra-
structure for testing viral resistance to ARV 
preparations; improving accessibility and 
quality of prophylactic ART for HIV preg-
nant women; opening a pediatric ward 
within the ARV treatment institution.

Source:  Ministry of Health.
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Figure 3. Distribution of HIV infection cases registered, by route 
at the moment of identifi cation in the Republic of Moldova, 
period between 2001-2011 (abs.)

Since 2011, the decentralization of ARV 
treatment has begun and is available in the 
northern part of the country in the Balti 
municipality, the southern region – Cahul 
and in Chisinau. On the left bank of the 
Nistru River, the ARV treatment is provided 
by the AIDS Centre in Tiraspol and in Rib-
nita for citizens from the northern part of 
Transnistria.

The regulation on the organization of pallia-
tive care services for people with HIV/AIDS 
was developed. An HIV case management 
protocol is missing. Support and care ser-
vices are assessed as inadequate on the 
grounds that palliative care is not institu-
tionalized and is provided almost exclusively 
by the NGO sector; human capacities are 
underdeveloped; the concept of vulner-
ability is not suffi  ciently developed and so-
cial assistance based on the concept is in 
the process of being operationalized . Data 
show that coverage of children with ARV 

treatment is lower than for adults. Insuf-
fi cient training, laboratory diagnostics and 
situation monitoring in the fi eld of HIV/AIDS 
on the left bank of the Nistru River represent 
gaps that need special consideration.

Routes of transmission 
and risk groups

In the last fi ve years, sexual transmission 
is the main probable route reported by 
newly registered HIV cases in the Repub-
lic of Moldova (out of 704 new HIV cases 
reported in 2010, 86.79% identifi ed the 
sexual route as the main probable route of 
HIV transmission; out of 721 new HIV cases 
reported in 2011, 85.02% identifi ed  the 
sexual route as the main probable route 
of HIV transmission). Out of the number 
of newly registered HIV cases, where the 
probable route of transmission was the 
sexual one, men and women have almost 
equal shares (52. 9% of men in 2011). This 

Source:  Ministry of Health.
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represents a signifi cant shift in the epi-
demic, such that sexual transmission far 
outweighs injecting drug use as the direct 
cause of HIV transmission.

The change in the structure of newly re-
ported HIV cases in terms of probable 
route of transmission increases the vulner-
ability of women, constituting 47.71% of 
new HIV cases registered in 2011. HIV/AIDS 
is mainly registered among young people 
of reproductive and economically-active 
age, aged 15-39 – 72.81% of new HIV cases 
registered in 2011, in age segments of 20 
- 24 years old – 15.39% and 25-29 years old 
– 18.56%. 

Starting in 2007, more than 99% of preg-
nant women were tested for HIV which al-
lows for HIV prevalence to be calculated in 
this group. For the past 6 years, the preva-
lence of new HIV cases is relatively stable.

The estimation of the real size of groups at 
risk has an important role in programme 
planning. In 2011 the Republic of Moldova 
carried out a rigorous activity to estimate 
the size of key populations at risk to re-
place previous rounds of estimations that 
had limitations due to scarcity of available 
data and methodology used (largely, ex-
perts’ opinion). The estimation was made 
for big cities (Chisinau, Balti, Tiraspol) for 
both the right and the left banks of the 

TABLE 1. AN ESTIMATION OF MOSTATRISK POPULATION GROUPS, 
REPUBLIC OF MOLDOVA, 2011. 

Group Region Group Size

Intravenous drug users (IDU)

Right bank 21061

Left bank 10501

Total 31562

Commercial sex workers (CSW)

Right bank 12359

Left bank 2409

Total 14768

Men having sex with men (MSM)

Right bank 19670

Left bank 2615

Total 22285

Source:  Ministry of Health.



25

Nistru river. The geographical disaggrega-
tion of these fi gures is important also due 
to signifi cant discrepancy in the incidence 
and prevalence between the two banks of 
Nistru, requiring diff erent approach and 
volume of intervention. 

Counselling and testing for HIV

The access to voluntary counselling and 
testing is provided in 67 Voluntary Coun-
selling and Testing sites, including 54 in 
public medical institutions located on the 
right bank of the Nistru, 5 in penitentiary 
institutions and 8 in the eastern territories. 
The share of Voluntary Counselling and 
Testing sites per 100,000 population has 
increased from 0.16 in 2007 to 1.63 in 
2011. In 2011, 81,521 persons were tested 
in the voluntary counselling and testing 
sites, which amounts to 38.36% of the to-
tal number of people tested for HIV from 
the medical workers initiative and from the 
clients initiative, 142,021 pre- and post test 
counselling sessions for HIV infection mark-
ers having been carried out. The comeback 
coeffi  cient for post-test counselling of the 
people who were counselled pre-test and 
tested for HIV is 74.21% .

Despite these fi gures, the HIV testing prac-
tice, reported also by a recent WHO assess-
ment4, disproportionately fails to cover 
populations at higher risk for HIV. For ex-
ample in 2010, out of 290,856 HIV screen-
ing tests performed, only 3,410 (0.01%) 
were IDU, of whom 35 (1%) were positive; 
only 2,458 (0.8%) were CSW, of whom 89 
(3.6%) where positive. However, popula-
tions which are at low risk for HIV were 
tested in signifi cantly higher numbers 

with a much lower rate of detection For 
example 24,786 (8%) of all those who were 
tested were young people in the category 
of those who are take the recommend-
ed pre-marital HIV testing. Out of those, 
37 (0.1%) were positive. It is also not clear 
and diffi  cult to evaluate those who fi nd 
themselves in the “others” category – a 
number of 115,664 (40% of all those tested 
in 2010) of whom only 0.02% were positive.

In the majority of cases, visits to VCT are 
referred by medical workers  amounting 
to 90.38% (89.03% in 2010) of the people 
counseled, while requesting testing by 
personal initiative or NGO referral is low, 
some  9.61% (10.97 % in 2010),  raising 
concern about how the  service was pro-
moted and how eff ective or attractive the 
promotion was.

It seems that as the offi  cial national vol-
untary counseling and testing network is 
located in the public primary health insti-
tutions, it remains unattractive to people 
from risk populations. On the other hand, 
organizations that have outreach and 
peer-support activities are not allowed to 
provide counseling and testing and the 
referral to the offi  cial network from these 
organizations does not seem to be particu-
larly eff ective.

Legal and policy context

Normative acts have been adjusted accord-
ing to the recommendations of the World 
Health Organization, UNAIDS and European 
Union, in accordance with the Declaration 
of Commitment of the United Nations Gen-
eral Assembly Special Session on HIV/AIDS. 
A human rights-based approach has been 

4  Evaluation of the HIV testing component of National HIV programme in Moldova; Eramova, Ciobanu, March 2011
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applied aiming to promote basic principles 
of non-discrimination of people living with  
HIV, to minimize the consequences of the 
epidemic and to ensure Universal Access 
with the implementation of comprehen-
sive and multidisciplinary interventions. In 
an eff ort to bring existing regulatory frame-
works in line with these basic human rights 
principles an MoH Order on “Abolishment 
of some Acts regulating Prevention and 
Control of HIV/AIDS” has been approved 
and normative acts containing stigmatiz-
ing provisions have been abolished. The 
amendment of Law 23 of February 16, 
2007, referring to the prevention of HIV/
AIDS, has been approved. Civil society was 
consulted over the amendments. The ap-
proval of the modifi cations to the Law nr 
23 fully guarantees the right to privacy and 
confi dentiality of personal information and 
also signifi cantly strengthens safeguards 
for disclosing HIV status, the right to non-
discrimination and equality of people living 
with HIV/AIDS and the right of people living 
with HIV/AIDS to freedom of movement. 
This amendment also excluded all kind of 
mandatory HIV testing and  recognized the 
vulnerability of women to HIV.

In June 2011 the National Programme on 
Prevention and Control of HIV/AIDS and 
STI underwent an external evaluation per-
formed by a team of national and interna-

tional experts. As a result of the evaluation, 
a series of recommendations have been 
developed and programme objectives have 
been reformulated: such as  the prevention 
of transmission of HIV, Hepatitis and STI, es-
pecially among key-populations; reducing 
the negative impact of the epidemic, mainly 
by off ering treatment, care and support to 
people living with HIV/AIDS and members 
of key-populations; promoting synergies 
with other components of the health sys-
tem; developing  an effi  cient system of pro-
gramme management. The amended Na-
tional Programme takes into account these 
recommendations and will have improved 
focused objectives (to be adopted).

Within the region, Moldova is recognized 
as an example of good practice due to the 
way it successfully implemented Harm Re-
duction Programmes in key populations at 
risk in the civilian sector (IDUs, CSWs, MSM) 
and in penitentiary institutions (IDUs). 
There are now information/education/out-
reach, and needle exchange activities, as 
well as referrals to medical and social ser-
vices. Methadone Substitution treatment 
is provided both in the civilian sector and 
in penitentiary institutions (on right bank 
of Nistru river only). During the reporting 
period, services were extended to  3 more 
localities, including some on the left bank 
of the Nistru river (IDU).
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1B. PRIORITY INTERVENTIONS

The fi rst step in applying the MAF to HIV is 
to identify the priority interventions. In or-
der to determine the priority interventions, 
existing data, literature and relevant legal 
and regulatory frameworks were reviewed 
and analyzed. 

Numerous studies carried out in Moldova 
on HIV/AIDS refl ect the situation from sev-
eral perspectives. The results of these stud-
ies were used both for the prioritization of 
the necessary interventions and for the 
identifi cation of bottlenecks and possible 
solutions.

The following step was a qualitative socio-
logical survey. In order to create a broader 
overview of the epidemiologic situation 
related to control of tuberculosis and 
HIV/AIDS and to supplement the available 
knowledge with qualitative data and al-
low the analysis of gaps and to prioritize 
activities, a qualitative sociological study 
was carried out. The qualitative sociologi-
cal study comprised of 4 focus groups. The 
group discussions aimed at providing in-
formation support under MAF project for 
the acceleration of MDG 6 – Fighting HIV/
AIDS and Tuberculosis. The categories par-
ticipating in the study, as main implemen-
tation actors, were recommended by the 
team of national consultants, taking into 
account issues that had been approached 
less by other studies on the same topic. 
Therefore, the higher priority was assigned 
to the subject of Tuberculosis, since there 
are more recent studies on HIV/AIDS that 
can be used. To fi nd out problems related 
to control of HIV/AIDS a focus group with 

family physicians was organized. Group 
discussions were focused on underlying 
the main problems in the fi eld, the diffi  cul-
ties of intervention, the poor reference and 
testing, the adherence to treatmentbut 
also identifying solutions to address these 
issues.

Having analyzed the literature and con-
ducted the desk review of the legal and 
normative framework in force in Moldova 
and taking into account the results of the 
focus group discussions with family physi-
cians, eight interventions for the accelera-
tion of progress towards MDG 6 were sug-
gested:

1. strengthening the capacity to prevent 
HIV in the key populations (IDU, CSW, 
MSM) by increasing the access to harm 
reduction programmes and covering at 
least 60% of the estimated number of 
people in this category, as well as pre-
venting the transmission of infection 
from these populations to the general 
population; 

2. increasing adherence to ARV treatment 
of persons with HIV/AIDS;

3. increasing the access of the population 
to voluntary counselling and testing ser-
vices; 

4. promoting synergies with other health 
and education programmes related to 
prevention, building a safe and harm-
free behaviour as integral parts of imple-
mentation of HIV/AIDS strategies; 

5. family planning for women living with 
HIV, treatment and care for HIV for preg-
nant and women with children; 
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6. blood safety, safety of injections and 
universal precaution interventions; 

7. infl uence of community leaders, civil 
society and religious groups to improve 
the epidemiological situation of HIV/
AIDS; 

8. Reducing stigma and discrimination 
of people living with HIV/AIDS and the 
members of their families.

All identifi ed interventions were analyzed 
in terms of impact that will allow the ac-
celeration towards MDG 6, based on the 
following criteria: quality input of the in-
tervention in terms of the outcome, ben-
efi ciaries (aff ected population) and speed 
of impact Also, the feasibility of these in-
terventions was assessed by the criteria of 
governance, capacity, and availability of 
fi nancing, as well as other factors.

In accordance with the priorities set forth 
in the National Programme and recom-
mendations of international experts who 
assessed it between June 27 and July 7, 
2011, three of the initially eight interven-
tions have been prioritized.as a result of 
focus group discussions with family physi-
cians, in-depth interviews with represen-
tatives of NGOs working on HIV / AIDS, 
discussions with representatives of local 
authorities, and national consultations 
with key stakeholdersThe interventions 
have been prioritized largely due to the 
updated National AIDS Programme (to be 
adopted), followed by the Joint Assess-
ment of the National Strategies (JANS) in 
June - July 20115. The rationale for each pri-
ority intervention is presented below.

I. SCALE UP HARM REDUCTION 
PROGRAMMES TO FOCUS 
ON HIV PREVENTION IN KEY 
POPULATIONS
The HIV epidemic in Moldova is concen-
trated, mainly in certain sub-populations, 
such as injectable drug users (hereinafter 
- IDU). This is confi rmed by the Epidemio-
logic Surveillance Studies (2010), which 
showed very high rates of HIV prevalence 
among IDU.

Despite the fact that in the previous Na-
tional Programme the role of injecting 
drug users and their sexual partners in the 
epidemic was less prominent, available ev-
idence points to them currently being the 
primary driving force of the epidemic. This 
fact was highlighted during the current 
Joint Assessment Report which recom-
mended a re-evaluation of the situational 
analyses and programming and further-
more, strategic planning.

This priority was also stressed at the na-
tional stakeholders’ roundtable and in the 
qualitative interviews in the focus group.

Therefore, given the current epidemic situ-
ation, prevention activities for key popula-
tions must be prioritized, in order to reduce 
HIV transmission overall and to prevent 
HIV from gaining a foothold in populations 
that are currently largely unaff ected. Since 
most IDU, CSW, MSM and their clients and 
partners are young, the updated national 
programme for the prevention and control 
of HIV/AIDS and sexually transmitted in-
fections for 2011-2015 will emphasize the 
delivery of basic services to some of the 
most vulnerable and marginalized young 
people in the country.

5  http://aids.md/aids/index.php?cmd=item&id=120
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The impact of the intervention was as-
sessed to be high due to the number of 
benefi ciaries, focus on the most at risk 
populations and available data on cost ef-
fectiveness of these activities6. By 2015 at 
least 60% of IDUs, CSWs and 40% of MSM 
of the estimated number of population 
groups at high risk for HIV infection, should 
benefi t from increased access to HIV pre-
vention programmes. These measures also 
allow for bridge populations to be tackled. 
Partial impact is possible within 3 months 
and full impact within 4 years (by 2015), ac-
cording to the National AIDS Programme 
(NAP) 2011-2015. Given the good experi-
ence of the national actors in implement-
ing the harm reduction programmes, the 
current  capacities, the intervention  is also 
estimated to be feasible, although eff orts 
will have to be made to identify fi nancial 
resources for sustainability and scale-up 
activities, which given the cost-eff ective-
ness should not be excessively problemat-
ic. Normative changes will also be needed 
to regulate the requirements for service 
providers, including NGOs for harm reduc-
tion and other services.

II. STRENGTHEN THE CASE 
MANAGEMENT SYSTEM FOR 
ENSURING BETTER ADHERENCE 
FOR ART

Antiretroviral treatment (ART) is one of the 
most important advancements in medi-
cine recorded in the last decades. With the 
establishment of ARV treatment we can 
estimate that the life expectancy of an HIV 
infected patient under ART medication is 
very long, ppreciated by some studies as 
being nearly equal to that of a person who 

does not have HIV. Also, the ARV treatment 
results in improved life quality of PLHIV.

One of the specifi c targets of the „National 
Programme on Prevention and Control of 
HIV/AIDS and STI for 2011 – 2015” is provid-
ing ARV treatment to 80% of the estimated 
number of people living with HIV and 
people with AIDS who requiretreatment. 
This objective mainly aims at improving 
the quality of life of PLHIV by ensuring: the 
necessary ARV treatment, the treatment of 
opportunistic infections and infections as-
sociated with AIDS, home caretaker, social 
protection, including for the orphaned chil-
dren. The establishment of an empowered 
environment would allow an increased 
adherence to ARV treatment and ensure a 
more effi  cient case management.

Under certain conditions, ARV treatment 
for PLHIV can act as an eff ective HIV pre-
vention strategy, as it signifi cantly reduces 
the risk of spreading the HIV infection. It 
remains to be seen whether such a strat-
egy can be implemented on a large cale 
and whether it applies in concentrated 
epidemics, like in the Moldovan context, 
where the most aff ected groups face bar-
riers to early, regular access to HIV testing, 
treatment and care.

At the impact level, this intervention can 
potentially cover a signifi cant proportion 
of MDG gap by 2015 (better survival of 
PLHIV and those receiving ARV treatment 
through better adherence to therapy and 
better access to ARV services) and better 
quality of life, capacity to work and be use-
ful to the society etc. Besides PLHIV that 
receive treatment, indirectly their partners 

6  UNAIDS regional offi  ce cost-effi  ciency study and “Ensuring the Sustainability of Harm Reduction Programmes by looking up funding in the 
national budgets”, 2010, SOROS Foundation Moldova
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and the general population may also be 
able to benefi t , due to preventive eff ect 
of the treatment. The current capacities 
of the service providers and the involved 
governmental actors allow us to estimate 
that intervention would be easible in the 
short and mid-term (speed of impact). As 
for most HIV and TB activities, given the 
fact that the majority of activities are rely-
ing on GFATM resources, the funding will 
have to be reevaluated and additional re-
sources identifi ed. Due to the fact that the 
procured ART medications are procured 
under the national HIV programme and not 
through theregular, national medication 
procurement scheme, regulatory changes 
will have to be operated to register and au-
thorize the ARV medications on the same 
basis as the rest of the medications.

III. ENSURE EARLY DETECTION 
OF HIV BY PROMOTING THE 
VCT SERVICE IN VULNERABLE 
POPULATIONS

Voluntary counseling and testing is a very 
cost eff ective means of preventng HIV. It 
provides for educating the population, in-
cluding people with risky behavior about 
healthy lifestyles by changing their behav-
iour in order to reduce the transmission of 
HIV, early access to health care, antiretro-
viral therapy of HIV-positive people and 
the possibility to prevent mother-to-child 
transmission of HIV. 

Ensuring that the population has access 
to voluntary counseling and testing helps 
raise public awareness, about HIV, pro-
motes a healthy lifestyle, encourages safe 
behaviour, reduces discrimination and 

stigmatization of people infected or aff ect-
ed by HIV and increases the accessibility of 
health services and socio-psychological as-
sistance to HIV-positive people.

The measures aimed at increasing the ac-
cess to counselling and testing services in-
clude the implementation of provider-ini-
tiated testing and counselling for patients 
with signs and symptoms of HIV infection 
or treated for diseases with similar transmis-
sion patterns. The expanded and improved 
access to counselling and testing services is 
particularly important for populations who 
are the most vulnerable and at risk of HIV 
infection, including IDUs, MSM, CSW, and 
other people who practice risky behaviour. 
The current testing and counseling system 
is not geared towards key populations, as 
only 0.24% test positive overall and , only 
0.01% of tests in IDUs.  NGOs with access to 
risk populations can provide effi  cient large 
scale use in VCT of rapid, simple-to-use 
tests, including through mobile services. In-
formation campaigns promoted during the 
extended outreach will increase awareness 
levels about available testing and counsel-
ling services and the importance of knowl-
edge about the HIV status. HIV prevention 
through public information and transition 
from risky to safe behaviours through 
coun selling services; early detection and 
early initiation of ARV treatment, and use 
of other relevant psychosocial support ser-
vicescan potentially cover a signifi cant pro-
portion of MDG gap by 2015. While VCT are 
covered by the National Health Insurance 
Company , resources for scaling up fund-
ing wstill needs to be confi rmed. Available 
capacities make intervention feasible, al-
though the poor quality of VCT, access to 
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VCT in communities, low uptake because 
of perceived stigma and discrimination 
and low use of rapid HIV tests due to high 
costs still need to be properly tackled.

HIV Interventions scorecard

The priority areas of interventions in the 
HIV sector can be summ arized in the fol-
lowing overall scorecard:

1C. PRIORITY BOTTLENECKS

Based on available evidence and in close 
consultation with the key national stake-
holders, a team of experts identifi ed and an-
alyzed each of the prioritized interventions, 
all possible obstacles that could prevent  the 
expected outcome being achieved. Each 
obstacle or bottleneck has been analyzed 
for its impact; i.e. the impact of removing the 
obstacle on direct and indirect benefi ciaries 

Interventions Impact Feasibility Rank Intervention 
chosen?

Scale up harm reduction 
programmes to focus on 
HIV prevention in key 
populations

Green
Amber 
green

1 Yes

Strengthen the system 
of medical follow-up and 
monitoring of people 
diagnosed with HIV 
infection

Green
Amber 
green

2 Yes

Ensure early detection of 
HIV infection by promoting 
voluntary counselling and 
testing services

Green
Amber 
green

3 Yes

and feasibility; i.e. the potential feasible solu-
tions to accelerate progress and which orga-
nizations and resources are responsible for 
such interventions.

Apart from specifi c HIV and TB bottlenecks, 
some general systemic issues were identi-
fi ed during the parallel analyses. 

For Intervention I, Scale up harm reduction 
programmesto focus on HIV prevention in 

key populations , the below key prioritized 
bottlenecks have been analyzed:

Ia. Limited choice (medications, legal 
and psychological services), poor quality 
of some consumables (condoms)

Recent consultative studies with benefi -
ciaries of HR programmes and also close 
consultations with service providers reveal 
that the poor quality of some products and 



32

limited HR service package is a major dis-
incentive for key sectors of the population 
at risk to use them. Considering the num-
ber of the benefi ciaries and the crosscut-
ting eff ect, the impact is very important. 
Although there are fi nancial resource con-
straints in the feasibility studies, address-
ing this bottleneck will greatly contribute 
to the success of the priority intervention. 
Furthermore, it is very important to ad-
dress the key populations and ensure that 
HR programmes are well monitored and 
evaluated, given the well-established indi-
cators that allow for the relevant actions to 
be signifcantly adjusted and corrected. 

The bottleneck impacts a large number 
of risk populations – among IDU - 19000, 
CSW - 9000, MSM – 9000. It also impacts 
the bridge populations (their partners) 
which are signifi cant in numbers - 60% 
of the population group: IDU partners 
– 12,700 people, CSW clients – 26,000 
people, partners of CSW clients – 17,000 
people and the female partners of MSM 
– 7,300 people7. The challenge for remov-
ing the bottleneck in the short term is con-
ditioned by tight budgets and the lack of 
state funding sources earmarked for HR 
related activities, the gradual withdrawal 
of the GF from Moldova and the fact that 
there are no mechanisms in place to use 
public funds for the contracting of NGOs, 
or limited accreditation of NGOs.

It is estimated that the pprovision of high-
quality products and services will increase 
the attractiveness of such services, and shall 
further curb the spread of HIV. Making the 
services more attractive will increase and 
fuel the demand for for more and better 

services, something that has been demon-
strated by quality studies with recent ben-
efi ciaries of HR programmes. Ultimately, 
everyone can benefi t from innovative and 
more comprehensive services.

Ib. Zero funding by 2015 from the 
Global Fund

This is a major bottleneck which has a sig-
nifi cant impact identifi ed also as a com-
mon systemic issue which is also relevant 
for the TB sector (described here).

The main reason for selecting this bottle-
neck to be addressed is the stringent 
need to solve the problem of the planned 
withdrawal of the GF from funding the HR 
programmes. It is directly linked to the suc-
cess of the HR programmess and greatly 
impacts the key populations, which are the 
main focus under the revised National Pro-
gramme, but also is equally relevant to the 
next intervention on ARV treatment and 
treatment adherence. Although address-
ing it is less than feasible by identifying al-
ternative fi nancial resources from the state 
budget and other international donors, 
the issue is inevitable to be addressed and 
there is a clear commitment of the govern-
ment to do so. At the National Conference 
on HIV/AIDS in December 2011, the Prime 
Minister’s offi  ce declared that tHIV treat-
ment will be a priority and that solutions to 
the gap in fi nancial coverage will be found. 
Governmental working groups involving 
the Ministry of Finance and NHIC are creat-
ed to propose mechanisms for treatment, 
harm reduction and other important com-
ponents from the governmental resources. 
The protection of the human rights of PL-
HIV was also identifi ed as important and 

7  Source – Study,  Modes of transmission, UNAIDS, November 2010
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resulted in the HIV law amendment to ex-
clude any kind of discrimination of PLHIV, 
adopted by the parliament in April 2012. 
Given the major number of directly bene-
fi ting population, the crosscutting impact, 
but also availability of concrete specifi c 
means of monitoring and evaluation, ad-
dressing this bottleneck is estimated to be 
one of the most important in the national 
HIV response.

The aff ected groups and number are simi-
lar with the previous bottleneck described 
above. The cross-cutting impact of the 
bottleneck is relevant to all segments par-
ticularly the 15 to 24 age group.. Addition-
ally this also has an eff ect on other compo-
nents of the national HIV response related 
to availability of the treatment and care.

The availability of short term solution is 
challenging due to tight budgets for the 
following years (including for the national 
programmes, budgets of LPAs, MoF and 
NHIC), the absence of provisions for fi nan-
cial allocations for the treatment and HR 
under the new Medium Term Expenditure 
Framework (MTEF). Besides internal gov-
ernment funding,  there is the possibility 
of identifying new international donors, 
including those from the European Union.

Ic. Insuffi  cient decentralization of 
some services (ART, methadone, legal 
counselling, psycho-social assistance)

There is clear evidence of a link between re-
sults obtained in prevention, the treatment 
of HIV and the availability and accessibility 
of services in the regions. Addressing the 

issue means tackling both supply and 
demand. Removing the bottleneck will al-
low for improved access, acceptability and 
equity for people in risk groups, PLHIV and 
those who are aff ected. Scaling up services 
(not only HR, but also treatment and legal 
and psycho-social assistance) already start-
ed with the expansion of treatment and so-
cial centres for PLHIV. However, this should 
also go hand in hand with the promotion 
of these services through available means 
such as peer-to-peer networks, quality 
and content improvements, etc. The geo-
graphic expenditure of available services 
has also proved highly cost-effi  cient and 
also directly impacts the quality of life of 
PLWA and reduces transmission. 

Decentralization has been on the Govern-
ment’s agenda for a while, yet so far, prog-
ress has been modest. The pilot phase has 
been successful (legal services, methadone 
services, psycho-social assistance, peer to 
peer etc.). While there are limitations in 
short-term achievement due to fi nancial 
resources that need to be invested, overall 
there will be a signifi cant direct and cross-
cutting impact for the priority intervention 
if the bottleneck is to be removed. 

A serious commitment by the Government 
and local authorities is needed to address 
this issue. Several structural and normative 
changes have already been implemented.

For Intervention II, Strengthen the system 
of medical follow-up and monitoring of 
people diagnosed with HIV infection the 
below key prioritized bottlenecks have 
been analyzed:
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IIa. SIME-HIV Information System 
not applied

The SIME-HIV informational monitoring and 
evaluation system is an effi  cient tool for co-
ordinating eff orts between medical chains 
in response to HIV. It allows the medical and 
epidemiologic surveillance to increase con-
siderably. Its effi  ciency is proven in the TB 
and STI fi eld, where it has been fully func-
tional in Moldova for several years. A major 
advantage is that the system is technically 
ready and to address this bottleneck; no 
signifi cant fi nancial resources are required 
However, the impact from removing this 
bottleneck is signifi cant and it is specifi c 
and targeted. Removing the bottleneck will 
ensure access to health supervision and the 
early beginning of ART and will provide ART 
planning and procurement opportunities. 
Besides PLHIV the bottleneck has cross-cut-
ting impact on people living with HIV, who 
have not yet started ART. SIME HIV has been 
developed, but it is currently not opera-
tional as there are administrative obstacles 
and the capacity of the new institution in 
charge of operating SIME HIV remains un-
derdeveloped.

IIb. Lack of coordination between 
infection specialists at local level 
and the treatment centre

The current system of coordination be-
tween the diagnosis and treatment fol-
low-up is performed by diff erent medical 
professionals, who do not belong to the 
same management structure, resulting in 
poor quality and limited treatment results. 
This is reported by the specialists of the 
HIV treatment centres and other actors. By 

eliminating this barrier, the quality of treat-
ment and timely inducement in treatment 
will be signifi cantly improved. Additionally 
there is a commitment from the govern-
ment (MoH) to operate structural changes 
to provide a unique structure uniting the 
management for the diff erent levels of 
the HIV medical response. The mpact for 
the accomplishment of the priority in-
tervention to strengthen the treatment 
quality is signifi cant. The benefi t will con-
sist of improved health results for MDG 6 
(HIV), due to permanent health supervi-
sion and an early induction into ART, as 
well as increased adherence for PLHIV and 
particularly for those on ARV treatment. 
The feasibility of this bottleneck removal 
is partially related to the implementation 
of the SIME-HIV (see previous bottleneck) 
but also might have constraintss due to 
stigma and discrimination of PLHIV from 
the medical staff  which was reported in 
several studies8.

IIc. Lack of Community Centres (CC) 
regulation and poor use of CC

The few community centes that exist for 
various kinds of support for people in risk 
groups are run by NGOs under GFATM 
funding, and serve as effi  cient chains in 
prevention and non-medical follow up. 
Psycho-social assistance provided in these 
centres, peer support are eff ective means 
also for treatment adherence and access 
to risk and bridge populations. Currently 
there are no offi  cial requirements for stan-
dards of service provision by the commu-
nity centres for PLHIV. According to the Na-
tional Programme, 10% of the PLHIV who 
will be supervised, will benefi t from the 

8  Report on PLH socio-economic status survey, 2011 (preliminary report); The study Stigma Index 2011 (preliminary report);
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psycho-social assistance in Community 
Centres. The approval of CC regulations 
and the functionality of these centres are 
mutually dependent and can be regarded 
as an overall bottleneck. The psycho-so-
cial support is currently available from the 
funds Round VIII of GFATM. Recent devel-
opments show a good practice for the sus-
tainability of the 4 regional social centres 
which will be overtaken to be funded by 
the local public authorities.

For Intervention III, ensure early detection 
of HIV infection by promoting voluntary 
counseling and testing services, the below 
key prioritized bottlenecks have been ana-
lyzed:

IIIa. Lack of a comprehensive referral 
mechanism to VCT

The rate of VCT for people referred from 
diff erent places, including PITC is extremely 
low. This is especially signifi cant for special-
ists providing services to representatives of 
key populations (narcologists, STI special-
ist, etc.)9. It is internationally recommend-
ed and stressed by the VCT specialists that 
for some categories of patients with the 
same transmission patterns the HIV test-
ing should be recommended. The lack of 
guidelines for referring to VCT for medi-
cal and non-medical professionals is also 
contributing to this situation. Removing 
this bottleneck will increase the access and 
demand of VCT of the target population. 
The advantage is also that no signifi cant 
barriers to remove this bottleneck are fore-
seen, so the result can be achieved quickly 
and the availability of VCT improved. The 
bottleneck impacts y all risk populations 

directly and indirectly people with clini-
cal signs of sexually transmitted infections 
and IDU and their sex partners and clients 
(around 1,500 persons).

IIIb. Lack of mobile counselling 
in key population

Moldova lacks a concept of mobile VCT. 
The VCT offi  ces are placed in medical in-
stitutions, most frequently within family 
doctors centres, the NGOs do not provide 
counselling. In this way the counselling of 
key populations is not provided. According 
to recent studies, including BSS, accessing 
VCT and evaluating VCT studies reports 
that the demand of counselling between 
key populations is high but the coverage 
by offi  cial VCT is extremely low (0.01% and 
0.8% for IDU and FSW respectively). Remov-
ing this bottleneck will have signifi cant 
impact and the advantage is that work on 
the concept has already started. It has also 
been suggested that the mobile counsel-
ling would work well in the regions where 
harm reduction programmes are in place. 
Based on such programe sites to enhance 
sustainability and cost effi  ciency.

The impact of this bottleneck is signifi cant 
to tested and counselled people - 4,000 
(6%of the estimated number of the key 
populations (IDU, CSW, MSM).

The elaboration of this concept has already 
started but regulatory provisions will have 
to be adjusted to provide specifi c require-
ments for the service.

9  Evaluation of the HIV testing component of National HIV Programme in Moldova (WHO 2011)
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IIIc. No provision of VCT by the 
organizations who have access 
to key populations at risk

While mobile VCT services are meant to 
improve HIV testing and counselling by 
reaching out to key populations, the NGOs 
will have a greater role in providing VCT 
services to key populations. The VCT avail-
able in the primary medical care institu-
tions do not properly cover the key popu-
lation, mostly off ering services to general 
population, couples before marriage. The 
VCT rooms in clinics are not attractive to 
IDU, FSW and MSM. On the other hand, 
the NGOs who have outreach activities 
and access to key populations cannot be 
contracted by the public authorities under 
the existing normative arrangements for 
providing VCT or other similar services to 
MARP. The reference to the offi  cial (public) 

VCT network from the side of organiza-
tions working with risk populations is also 
shown not eff ective. The international ex-
perience and good practices show that 
VCTs can eff ectively address the existing 
demand at the local level.

Removing the bottleneck will increase the 
number of tested people which will have a 
great impact on the risk groups, their part-
ners and clients. The availability of short-
term solution is related only to the lack of 
normative provisions and does not require 
fi nancial investments, yet still the impact is 
signifi cant. 

Summary scorecard

Overall, all identifi ed and analyzed bottle-
necks under the prioritized areas of in-
tervention are summarized in the below 
scorecard:

HIV BOTTLENECKS’ SCORECARD

Intervention Bottleneck Direct impact Cross-cutting 
impact

General 
Impact

Availa-
bility 
of short-
term 
solution

Rank

Scale up 
harm 
reduction 
programmes 
to focus on 
HIV preven-
tion in key 
populations

limited choice 
(medicines, 
legal and 
psychological 
services), 
poor quality 
of some 
consumables 
(condoms)

60 percent 
of the 
estimated key 
population, 
IDU – 19,000,

CSW - 9000 
and 40 
percent 

MSM - 9000

60% of the 
population 
group: UDI 
partners 
– 12700 
people, clients 
of the CSW 
– 26,000 people, 
partners of CSW 
clients – 17,000 
people and 
female partners 
of MSM – 7,300 
people, 

Green Amber 
green

 1
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Intervention Bottleneck Direct impact Cross-cutting 
impact

General 
Impact

Availa-
bility 
of short-
term 
solution

Rank

 Zero funding 
by 2015 from 
the Global 
Fund 

60 percent 
of the 
estimated key 
population, 
IDU – 19,000,

CSW - 9000 
and 40 
percent 

MSM - 9000

60% of the 
population 
group; IDU 
partners 
– 12,700 people, 
IDU clients 
– 2,600 people, 
partners of CSW 
clients – 17,000 
people, female 
partners of 
MSM – 7,300 
people : 60% of 
the population 
group; IDU 
partners 
– 12,700 people, 
IDU clients 
– 2,600 people, 
partners of CSW 
clients – 17,000 
people, female 
partners of 
MSM – 7,300 
people, 

Green Amber 
green

2

Insuffi  cient 
decentrali-
zation of 
some services 
(ART, metha-
done, legal 
counselling, 
psycho-social 
assistance)

60 percent 
of the 
estimated key 
population, 
IDU – 19,000,

CSW - 9000 
and 40 
percent 

MSM - 9000

 60% of the 
population 
group; IDU 
partners 
– 12,700 people, 
IDU clients 
– 2,600 people, 
partners of CSW 
clients – 17,000 
people, female 
partners of 
MSM – 7,300 
people, 

Amber 
green

Amber 
green

3
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Intervention Bottleneck Direct impact Cross-cutting 
impact

General 
Impact

Availa-
bility 
of short-
term 
solution

Rank

Strengthen 
the health 
supervision 
and monito-
ring system 
for people 
diagnosed 
with HIV by 
strengthening 
the multidisci-
plinary teams 
based on 
regional /
health care 
rooms.

Monitoring 
system 
SIME-HIV not 
applied

Number of 
PLH who will 
be under 
medical 
supervision 
6 000

Number of PLH 
who will be 
under medical 
supervision 
who are not in 
ART 
4 000

Green Amber 
green

1

Lack of 
coordination 
between 
infection 
specialists at 
local level and 
the treatment 
center 

Number of 
PLH who will 
be under 
medical 
supervision 
6 000

Number of 
PLH who will be 
under medical 
supervision 
who are not in 
ART 

4 000

Green Amber 
green

2

Lack of 
Community 
Centres (CC) 
regulation 
and failure 
to use CC 
eff ectively

600 600     Amber 
green

Amber 
green

3

Assure early 
detection 
of HIV by 
promoting the 
VCT service

Lack of a 
clear referral 
mechanism 
to VCT by 
Primary 
Health Care, 
hospital 
care and 
connected 
medico-social 
services 
(community 
centers, etc)

Average 
number of 
benefi ciaries 
of the 
testing and 
counselling 
service during 
the recent 3 
years

- 100 000

Average 
number of 
benefi ciaries 
of the testing 
and counselling 
service during 
the recent 3 
years

- 100 000

Amber 
green

Green 1

Lack of 
mobile 
counselling 
in key 
population

6 percent 
of the 
estimated key 
population 
number 4 000

6 percent of 
the estimated 
key population 
number 4 000

Amber 
green

 Amber 
green

2
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Intervention Bottleneck Direct impact Cross-cutting 
impact

General 
Impact

Availa-
bility 
of short-
term 
solution

Rank

Assure early 
detection 
of HIV by 
promoting 
the VCT 
service

No provision 
of VCT by the 
organizations 
who have 
access to key 
populations 
at risk

Average 
number of 
benefi ciaries 
of the 
testing and 
counselling 
service during 
the recent 
3 years - all 
tested and 
counselled 
people

Average 
number of 
benefi ciaries 
of the testing 
and counselling 
service during 
the recent 3 
years - 100 000

Amber 
green

Green 3

Systemic bottlenecks common 
to HIV and TB.

During the MAF exercise, a team of nation-
al experts and specialists identifi ed com-
mon systemic problems which are similar 
in both HIV and TB. This is partly due to the 
fact that the TB and HIV control mecha-
nisms share the same country coordination 
mechanism (NCC) which are fi nanced by 
the Global Fund resources (more than 90%) 
but also due to common social aspects of 
the diseases. The following bottlenecks 
have been identifi ed from available studies 
and statistical data in both TB and HIV. They 
are partly addressed in the review of each 
(please refer further to each bottleneck 
and solution) and their removal serves for 
identifying areas of priority interventions in 
both fi elds.  Although additional resources 
should be identifi ed  for   addressing some 

of the issues, the commitment of the Gov-
ernment and the  necessity in  addressing 
them- but also considering the combined 
scaled up impact for MDG targets achieve-
ment- make them a priority for rapidly 
identifying solutions. Many of these health 
system issues have been identifi ed or will 
be identifi ed either in the past or during 
upcoming programme reviews (JANS for 
HIV, July 2011 and mid-term review for 
the National TB programme scheduled for 
February 2013). The following common 
bottlenecks are relevant for the  most im-
portant areas of intervention which have 
been identifi ed separately for each fi eld.

Common priority bottlenecks are:

Lack of government funding for 
national programme activities 
(please refer to the bottlenecks 
description in the separate fi elds)
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Gradual withdrawal of the GF from Mol-
dova, along with many other national pro-
grammes (e.g., immunization programme 
following GAVI graduation) because there 
is one common budget line for all national 
programmes, makes this a priority. For the 
HIV National Programme, the non-cov-
ered costs will increase for 2014 and 2015 
to 19.2 and 38.2 mln MDL and for the TB 
Programme to 9.4 and 32.9 mln of MDL re-
spectively. This means that less than 15% 
of the total needs for both TB and HIV will 
be covered by the National Programmes10.

Poor coordination and implication at 
central and local levels

Although the country coordination mech-
anism (in Moldova – the National Coordi-
nation Council) is common for both TB and 
HIV, represented by diff erent ministries 
from the Government and the offi  cial sec-
retariat, the coordination between govern-
ment focal points is weak, and the Ministry 
of Health and its agencies and the NGOs 
active in the fi eld do most of the imple-
mentation. Several studies and stakeholder 
consultations also report that a major issue 
is partnerships at a local level, the lack of 
coordination with local public authorities 
and the inability of LPAs to develop ade-
quate HIV and TB local intervention plans.

Poor inter-sectorial coordination, par-
ticularly at LPA level for a coordinated 
medico-social individual support.

Relevant studies show that there is very 
little or no coordination between medical 
and social services to provide a multilateral 

coordinated individualized support system 
to ensure early detection and adherence to 
treatment in both HIV and TB. Despite the 
fact that there a special working group was 
created under the Country Coordination 
Mechanism – the technical working group 
on social protection in HIV and TB (national 
regulation on social aid on general vulner-
ability grounds is also available), in practice 
vulnerable groups or people living with 
HIV or TB do not benefi t from social assis-
tance except for packages provided under 
the GF. There is also a lack of skilled mul-
tidisciplinary teams which can individually 
assess and assist people in communities.

As far as impact goes, it has been I widely 
reported that a signifi cant part of poor 
addressability and initiation of treatment 
and adherence is caused by social and 
economic factors(11,12,13). There are also con-
straints on obtaining reliable data on the 
number of people with HIV or TB who ben-
efi t from social support due to confi dential 
data protection.

The detailed fi eld-specifi c bottlenecks and 
appropriate solutions are proposed are in 
detail described in the specifi c chapters for 
HIV and TB.

PRIORITY INTERVENTION 
FOR SYSTEMIC BOTTLENECKS

Lack of government funding for na-
tional programme activities

The detailed solutions applicable to the HIV 
or TB sectors are proposed at the appropri-
ate section (specifi cally in HIV II.3 and TB). 

10  Estimations for 2015 – both programs – 10.017 mln MDL covered and 71.034 mln not covered.
11  Estimations for 2015 – both programs – 10.017 mln MDL covered and 71.034 mln not covered.
12  Assessment of risk factors associated with adherence to treatment of patients with multi-drug resistant tuberculosis (MDR TB) 
enrolled in the DOTS Plus treatment.
13  Moldovan Migrants’ Health - Impact of the Socio-Economic Welfare.
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At a systemic national level, addressing this 
bottleneck requires the involvement of mul-
tiple stakeholders and an administrative and 
political will. Some regulatory amendments 
are also required. Addressing the issue itself 
does not require fi nancial investment – the 
main activities are related to the analysis of 
existing budgets and mechanisms in dif-
ferent sectors, thorough consultations and 
collaboration between the main stakehold-
ers at a national level with the Ministry of Fi-
nance, the National Health Insurance Com-
pany, the Ministry of Health, the Ministry of 
Social Protection and the Ministry of Justice. 
The main solutions are:

 To create inter-ministerial working 
groups for identifi cation of the fi nancial 
re  sour ces specifi c for activities covered 
currently from GFATM

 Approve mechanisms of health services 
funding through both main modalities:

 General service provision 
reimbursement scheme by NHIC 
from the health insurance funds

 Funding by national programmes 
from the government budget for 
activities specifi c to the sector 
(special arrangements for medication 
procurement, rapid and other 
diagnostic tests procurement, etc)

 Approve mechanism for procurement 
of other mixed or non-medical services 
(psycho-social support, social allowanc-
es and incentives, legal services, etc)

Poor coordination and implication at 
central and local levels

The detailed solutions for sectors are pro-
posed in the relevant sections in the part 

referring to coordination with local author-
ities. The quality of collaboration between 
central and local authorities is an ongoing 
issue in various spheres in Moldova. The 
Government approved the National De-
centralization Strategy and the National 
Plan 2012-201514. The activities in the strat-
egy are aimed at enhancing coordination 
and applying national policy documents at 
local levels, including by developing local 
action plans. This instrument is to be used 
to coordinate a joint response for HIV and 
TB. As a separate matter, the capacity of the 
CCM should also be addressed.

The main solutions include:

 Capacity building of the CCM for a coor-
dinated programming and monitoring

 Revision of the CCM terms of reference

 Revision of technical working groups 
terms of reference

 Training for the CCM

 Capacity building of local authorities to 
elaborate and implement local action 
plans for the response to HIV and TB in 
line with the national programmes

Poor inter-sectorial coordination, par-
ticularly at LPA level for a coordinated 
medico-social individual support.

The detailed solutions for sectors are pro-
posed in the relevant sections (HIV all 
activities in intervention II and TB I.2., I.3., 
II.1., III.3.). At a regulatory level the multi-
disciplinary teams and competent case 
management are areas to intervene for ad-
dressing the issue.

14  http://lex.justice.md/index.php?action=view&view=doc&lang=1&id=344005.
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Feasible solutions are:

 Scaling up the good practices with com-
munity centres (regional social sup port 
centres for HIV and community centres 
for TB)

 Elaborate and approve the national reg-
ulation and quality standards for case 
ma nagement in HIV and TB

 Normative changes to regulate the me-
dico-social services

 Capacity building/trainings of multidis-
ciplinary teams and case managers.

1D. PRIORITY SOLUTIONS HIV

Following the prioritization of bottlenecks 
and interventions, the potential short-and 
medium-term solutions for each bottle-
neck were identifi ed and assessed, to speed 
up achieving the priority MDG targets. 
The identifi cation of possible solutions 
was based on evidence-based solutions 
and case studies, expert interviews, focus 
groups, as well as government documents 
and international assessments. For each 
solution, a profi le refl ecting the impact 
and the feasibility of the solution were de-
veloped (e.g. magnitude, sustainability and 
speed of the impact, availability of funds). 
This information served as the basis for the 
prioritization of solutions.

The key acceleration solutions identifi ed 
and prioritized for the three areas of inter-
vention are:

Intervention I - Scale up harm reduction 
programmes to focus on HIV prevention 
in key populations

I.1. Expand the suite of integrated 
services based on the UNODC/WHO/
UNAIDS recommendations, developing 
and implementing services for bridge 
populations

Profi le of the solution I.1

Will address the bottlenecks of the lack of 
innovative and attractive services (service 
package) and will increase the demand for 
HR services by key populations. The cur-
rently available services are:

1. Needle and syringe programmes (NSPs)

2. Opioid substitution therapy (OST) and 
other drug dependence treatment 

3. HIV testing and counselling (T&C)

4. Antiretroviral therapy (ART)

5. Condom programmes for IDUs and their 
sexual partners

6. Targeted information, education and 
communication (IEC) for IDUs and their 
sexual partners

Services to be extended:

1. Prevention and treatment of sexually 
transmitted infections (STIs) 

2. Vaccination, diagnosis and treatment of 
viral hepatitis 

3. Prevention, diagnosis and treatment of 
tuberculosis (TB).

The direct impact will be on the risk groups 
and cross-cutting on their partners and cli-
ents and those aff ected.

Although implementation needs addition-
al fi nancial resources, its cost eff ectiveness 
is evident. An advantage is the good expe-
rience that implementing the basic pack-
age of HR services in the republic has had.
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I.2. Extend harm reduction programmes 
to 5 more districts.

Profi le of the solution I.2 primarily refers to 
the obstacle “Insuffi  cient decentralization of 
some services” and would ensure scale up 
and extension of geographical coverage for 
HR programmes. This solution will provide 
better geographic coverage with HR pro-
grammes. HIV prevention services will be 
closer to the clients thus making such ser-
vices more geographically accessible and 
equitable.

The direct benefi ciaries will be risk popula-
tions from the regions but also the bridge 
population. The fi nal exact regions have to 
be decided following a thorough analysis. 
Natural criteria for selection would be dis-
tricts with a higher incidence (for e.g. Ba-
sarabeasca, Ceadir-Lunga, Comrat, Riscani, 
Ribnita, Slobozia  which are higher than av-
erage  as well as the geographical proximity 
to the nearest available HR centre. Again, the 
good experience of implementing the basic 
package of HR programmes in most regions 
of Moldova is an advantage and the exten-
sion should be only technical. Trainings for 
the new staff  is required and additional fi -
nancial resources will be needed which will 
be cost eff ective and will save money for 
treatment for cheaper preventive measures.

I.3. Develop health services delivery 
mechanism with fi nancial support from 
the NHIC

Profi le of the solution I.3 is addressing the 
bottleneck la. . A Lack of any innovative 
interventions (non-attractive services) and 
limited choices (medicines, legal and psy-
chological services) and the poor quality 

of some consumables (condoms). It also 
provides for the scale up of the HR services 
with sustainable NHIC company funds. It 
will also provide for the involvement of 
civil society in the service provision for HR, 
including in parallel peer to peer services 
and other services that proved effi  cient in 
comparison to  public service providers. 
Mostly this solution will require activities 
of regulatory amendments to the existing 
service procurement scheme.

It will also provide for greater participation 
of organization of PLHIV and social inclu-
sion. 

I.4. Use risk reduction programs to focus 
on preventing HIV transmission from key 
populations to their sexual partners and 
their clients

This solution addresses the problem of con-
taining the spread of the infection among 
the general population. The impact of the 
bridge population on the spread of the 
infection towards the general population 
is not well researched, but data collected 
during focus groups interviews and ser-
vice providers’ reports suggest that this is 
an important step. This solution can close a 
large portion of the MDG gap by 2015 - by 
2015 population groups which are at high 
risk of HIV infection (IDUs, CSWs, MSM).
They will have 60 % more access to pre-
ven tion programmes  that will reduce the 
risk of transmitting HIV/AIDS among these 
groups and their interaction with the gen-
eral population. Practically, no additional 
institutional eff orts will be needed due to 
the already established HR programmes 
that will be used also for the risk group 
partners and their clients, thus extending 
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the number of benefi ciaries. The capacities 
already exist and the fi nancial resources for 
the additional exchange materials (syring-
es and condoms) will be cost effi  cient. The 
statements are supported by the fi ndings 
of the UNAIDS cost-effi  ciency study.

Intervention II - Strengthen the 
case-management system and ensuring 
a better adherence to ARV treatment

II.1. The 4 regional treatment centres 
(Chisinau, Balti, Cahul and Tiraspol) 
eff ectively use data management 
system ‘SIME HIV’.

Speeding up the resolution of techni-
cal and administrative problems for the 
launch of SIME HIV, computer based data 
management system 

Profi le of the solution II.1 provides for 
proper implementation of the data base 
management system SIME HIV, outlined 
in bottleneck IIa. In line with the recent re-
organization of the HIV prevention, treat-
ment and support system, the data man-
agement system can feasibly be launched 
shorty as the delay is only administrative 
and technical. The eff ective activity of the 
SIME HIV will ensure the quality of medi-
cal follow-up and will generate reliable 
national level data for strategic planning, 
systemic needs assessment and data for 
the medical and epidemic surveillance in-
dividually and at public health level.

II.2. Empower and build capacity of 
Community Centres for active reference 
to treatment and for improving the 
treatment adherence.

Profi le of the solution II. 2 tackles bottle-
necks on poor collaboration between 
medical and social sectors (bottlenecks IIb, 
IIc and IIIa) by providing better coordina-
tion in the multi-sectorial eff ort to timely 
start an ensure treatment adherence. The 
Community Centres ensure the provision 
of psycho-social support to PLHIV. Addi-
tionally capacities for referring more peo-
ple to other services, including ART will in-
crease the treatment adherence  Range of 
care provided will be more comprehensive 
and inclusive of patient’s other needs (e.g., 
social etc.). The necessary capacity is avail-
able. There are some bottlenecks in provi-
sion of staff  and ensuring of sustainability 
starting with 2015 (Lack of funding from 
GF). Recently, during the last month 3 out 
of 4 planned centres have been opened 
and are already operational. Clear-cut lines 
of authorities, referral protocols and eff ec-
tive communication channels are needed 
between health and social care services to 
improve coordination and provide better 
services.

II.3. Develop short-term advocacy plan 
in order to secure funds for the ART from 
the state budget and other alternative 
sources

Profi le of the solution II. 3 addresses the 
retirement of the Global Funds from fi -
nancing the national programme (Ib).The 
implementation of the solution would 
have a signifi cant impact, since without 
the Government’s involvement it will be 
impossible to carry out funding plans and 
programmes to cover treatment costs for 
PLHIV. It does not require funding in the 
short run to advocate for it, however, it will 
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require huge funds down the road (to take 
over the purchasing of ARV drugs and rel-
evant lab supplies for the clinical monitor-
ing of patients). The success of most other 
solutions is determined by this crucial mea-
sure. In the same time the re-allocation of 
fi nancial resources from the state budget 
and the budget of the NHIC will require an-
alytical work on prioritization and fi nancial 
analyses, including specialists from key ac-
tors such as the Ministry of Health, ministry 
of Finance and other stakeholders.

Estimated time for planning/development 
- 3 months

Estimated time for implementation 2014 
(testing), in rest 2015 implementation 

Estimated time before the fi eld results be-
come visible - By the end of 2015 some 
signifi cant results may be visible.

Intervention III - Ensure early 
detection of HIV by promoting the 
VCT service in vulnerable populations

III.1. Develop a comprehensive Referral 
Mechanism for the Voluntary Counseling 
and Testing services

Profi le of the solution III. 1: the solution will 
improve the number of counselling and 
testing initiatoves y physicians and health 
care and in parallel by NGOs that have ac-
cess to risk groups, providing for VCT to 
key populations and vulnerable people. 
The proposed activity,  developing a refer-
ral manual will allow an increasing number 
of people to benefi t from pre- and post-
testing counselling. The direct output is 
the provision of HIV prevention services 

through counselling services, increased 
awareness, behavioural change, referral 
to other prevention services, including for  
people at high risk who are seeking  fol-
low-up services.

III.2. Develop capacity and supportive 
oversight of the VCT service

Profi le of the solution III.2 addresses the is-
sue of the quality of counselling and test-
ing in the existing and extended VCT rooms 
after allowing  NGOs as providers of VCT to 
vulnerable populations (most at risk and 
bridge population – their partners and cli-
ents), including the outreach mobile coun-
selling and testing (see previous solutions). 

The report on the comprehensive assess-
ment of the VCT performed by WHO shows 
that the impact of the current VCT network 
is poor due to several factors – including 
orientation towards testing general popu-
lation with low positive rates; the location 
and working hours of the public primary 
health institutions and no attraction for the 
risk populations such as IDUs and FSWs.

Increasing the quality of VCT through staff  
training session including NGOs will im-
prove the access of key populations to VCT 
services. The indirect impact – the grow-
ing number of key populations tested and 
counselled; the decrease on the number of-
peoplewho did not follow up; the equitabil-
ity/segment of the impacted population.

A new regulatory framework is needed to 
provide for minimum quality standards 
and accreditation from the Government 
for organizations providing VCT, to secure 
good quality of the service provision.
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III.3. Scale up VCT services in all sectors, 
including NGOs and the development 
of the mobile counselling concept

Profi le of the solution III. 3 refers to the bot-
tleneck of poor supervision and supply for 
the VCT. This will ensure counselling and 
testing for vulnerable and at risk popula-
tions, including through permission to pro-
vide VCT and contracting NGOs that have 
access to risk populations, the creation of 
the mobile counselling concept. The scale 

up after  the  VCT  was reformed will en-
sure equitable access geographically and 
among diff erent populations. The result 
will be a national network of VCT rooms. 
The impact and feasibility is similar to the 
previous solution.

Solutions Summary Scorecard HIV

This table provides the summary of priori-
tized solutions based on impact and fea-
sibility:

Interventions Solutions Impact Feasibility Priority 
ranking

Scale up harm 
reduction 
programmes 
to focus on HIV 
prevention in 
key populations

Corresponding 
bottleneck: Ia 
and Ic, partly 
Ib (through 
solution I.3.)

Expand the suite of 
integrated services 
based on the UNODC/
WHO/UNAIDS 
recommendations, 
developing and 
implementing services 
for bridge populations

Green Green 1 

Extend harm reduction 
programmes to 5 more 
districts (possibly 
Basarabeasca, Ceadir-
Lunga, Comrat, Riscani, 
Ribnita, Slobozia).

Green Amber 
Green

2

Develop service delivery 
mechanism with fi nancial 
support from the NHIC

Amber 
Green

Amber 
Green

3

Use risk reduction 
programmes to focus 
on preventing HIV 
transmission from key 
populations to their 
sexual partners and their 
customers.

Green
Amber 
Green

3
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Interventions Solutions Impact Feasibility Priority 
ranking

Strengthen 
the case-
management 
system and 
ensuring 
a better 
adherence to 
ARV treatment

Corresponding 
bottleneck: IIa, 
IIb, IIc, systemic 
common 
bottleneck I 
and III

The 4 regional treatment 
centres ensure 
functionality of SIME HIV. 

Green Amber 
Green

1

Use CC to refer to 
ART and increase the 
adherence to treatment.

Amber 
Green

Green 2

Develop the short-term 
advocacy plan before the 
Government with the 
view of allocating funds 
for the ART from the 
state budget and other 
alternative sources

Amber 
Green

Amber 
Green

3

Ensure early 
detection 
of HIV by 
promoting the 
VCT service 
in vulnerable 
populations 

Corresponding 
bottlenecks: 
IIIa-IIIc

Develop of a 
comprehensive Referral 
Mechanism to VCT

Green Amber 
Green

1

Build supportive 
oversight of the VCT 
service

Amber 
Green

Green 2

Scale up VCT services 
in all sectors, including 
NGOs and the 
development of the 
mobile counselling 
concept 

Amber 
Green

Amber 
Green

3

Systemic 
solutions

Green Green 1

Action Plan for systemic solutions

Systemic bottlenecks will be tackled 
through wider and longer-term eff orts 
undertaken jointly by all partners and the 
MOH in general, and shall draw on the 
results of ongoing health system reforms 

(e.g., hospital reform master plan, primary 
health care reform, health fi nancing, Na-
tional Health Insurance Company strategy) 
and shall be tackled separately, including 
through planned programme reviews (The 
National TB Programme review is to be 
conducted by WHO in February 2013).
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Bottleneck 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

Systemic intervention
Corresponding to systemic solutions

1. Lack of 
government 
funding for 
national 
programme 
activities

Create inter-
ministerial 
working groups for 
identifi cation of the 
fi nancial resources 
specifi c for activities 
covered currently 
from GFATM 

Approve mechanisms 
of health services 
funding throug 
main modalities:

 General service 
provision 
reimbursement 
scheme by NHIC 
from the health 
insurance funds

 Funding 
by national 
programmes 
from the 
government 
budget for 
activities 
specifi c to the 
sector (special 
arrangements 
for medication 
procurement, 
rapid and other 
diagnostic tests 
procurement, etc)

The solution 
activity can 
be achieved 
within the 
regular inter-
ministerial 
collaboration 
methodology

No 
additional 
fi nancial 
input 
required

MoH, MoF, 
MLSPF, 
NHIC, state 
chancellery 
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Bottleneck 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

Approve mechanism 
for procurement 
of other mixed 
or non-medical 
services (psycho-
social support, 
social allowances 
and incentives, legal 
services, etc)

The solution 
activity can 
be achieved 
within the 
regular inter-
ministerial 
collaboration 
methodology

No 
additional 
fi nancial 
input 
required

MoH, MoF, 
MLSPF, 
NHIC, state 
chancellery

2. Poor 
coordina-
tion and 
implication 
at central 
and local 
levels

Build capacity 
of the CCM for 
a coordinated 
programming 
and monitoring

 Revision of the 
CCM terms of 
reference

 Revision of 
technical working 
groups terms of 
reference

 Training for the 
CCM

Build capacity of 
local authorities 
to elaborate and 
implement local 
action plans on HIV 
and TB response 
according to the 
national programmes 
– main regional 
districts (Chisinau, 
Tiraspol, Balti, Cahul)

Coordination 
and 
meetings of 
stakeholders 
from the CCM

Training 
materials and 
trainers – the 
trainings in 
the main 
districts

No 
additional 
fi nancial 
input 
required

10 000

All actors 
from the 
CCM

LPA, CCM 
secretariat 
and 
experts
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Bottleneck 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

3 Poor inter-
sectorial 
coordination, 
particularly 
at LPA 
level for a 
coordinated 
medico-
social 
individual 
support.

 Scale up the good 
practices with 
community centers 
(regional social 
support centers for 
HIV and community 
centers for TB)

 Elaborate and 
approve the 
national regulation 
and quality 
standards for case 
management in HIV 
and TB

 Normative changes 
to regulate the 
medico-social 
services

 Capacity building/
trainings of 
multidisciplinary 
teams and case 
managers.

See 
solutions II

Drafting 
working 
groups

The activity 
shall be 
organized 
within regular 
trainings of 
MDT and 
national 
referral 
system

Costs 
from 
solution 
II.1.2.

No fi nancial 
inputs 
required

No fi nancial 
inputs 
required

LPA, NRS, 
MoH, 
MLSPF, 
CCM

1E. ACTION PLAN FOR HIV

The action plan was developed after the 
interventions, bottlenecks and solutions 
were identifi ed and prioritized, which could 
enable quicker progress towards MDG 6 in 
the short- and medium- terms. Firstly, the 
activities required for the implementation 
of solutions were identifi ed. Then the roles 

and responsible key partners who were in-
volved were assessed. Lastly, an evaluation 
of the required capacity and identifi cation 
of the corresponding budget was con-
ducted.  This activity was followed by the 
development of the monitoring and evalu-
ation plan for the implementation of the 
Action Plan, to support the government’s 
coordination eff orts.
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

I. Scale up harm reduction programmes to focus on HIV prevention in key populations
Corresponding solutions I.1. – I.4.

1. Expand the suite 
of integrated 
services based 
on the UNODC/
WHO/UNAIDS 
recommenda-
tions, developing 
and implemen-
ting services 
for bridge 
populations

Ensure the access 
of IDU, broken 
down by age 
and gender 
specifi c needs, to 
comprehensive 
HIV prevention 
services, including 
in the prison 
system

There will be 
HIV prevention 
services 
embedded in the 
comprehensive 
package of IDU 
services, for 
about 60 per 
cent of estimated 
IDU population, 
including 
prevention 
of overdose, 
rehabilitation 
services, and 
appropriate 
supplies.

650 000 Republi-
can Narco-
logical 
Dispensary  

Scale up the 
opioid substitution 
therapy (OST) 

IDUs will be  
covered with 
OST within the 
framework of 
harm reduction 
projects.

50 000 Soros 
Founda-
tion 
Moldova 

Strengthen 
HIV prevention 
activities among 
MSM and their 
sexual partners. 
Design and 
implement 
specifi c prevention 
activities targeting 
MSM selling sex. 

The outreach will 
cover 40 per cent 
of the estimated 
number of MSM 
through NGOs.

80 000 Soros 
Founda-
tion 
Moldova 
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

Strengthen HIV 
prevention among 
FSW and their 
permanent sexual 
partners. Grant 
programme

The outreach will 
cover 60  per cent 
of the estimated 
number of FSW 
through NGOs

100 000 Soros 
Founda-
tion 
Moldova 

Ensure access 
to Hepatitis 
BVirus (HBV) 
immunization 
(IDU,MSM, FSW), 
provide testing and 
treatment for those 
co-infected

The procurement 
of additional 
consumables 
will increase the 
attractiveness 
of prevention 
measures

(syringes, 
condoms) for 
the benefi ciaries. 
The demand for 
the services will 
increase. 

For the IDU, 
procurement of 
disinfectants, 
ointments, 
gauze, vitamins 
and other para-
pharmaceutical 
products.

For CSW, 
procurement of 
absorbents and 
female condoms

In order to 
avoid getting 
co-infected with 
HBV, there will 
be vaccination 
with three doses 
of HBV vaccine 
for those eligible 
(not infected with 
HBV)

150 000 Ministry 
of Health
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

For MSM, 
procurement 
of water-based 
lubricants and 
enhanced 
condoms.

Carry out 
behavioural 
Change outreach 
activities, inclu-
ding counselling 
for sexual partners 
and customers 
of the key 
populations

Procurement of 
consumables 

840, 000

packages and 
their monthly 
distribution, 
the amounts 
estimated for one 
year: 

for the IDU – 
14 000, 

120 000

for the CSW – 
2 000, 

60 000

for MSM – 1,000. 40 000

Purchase 
of various 
consumables 
(phone cards, 
razors, personal 
hygiene items) to 
motivate people 
in risk groups, 
to increase the 
attractiveness and 
the enrollment in 
HR programmes   

60 000

Operational 
research needs 
to be  conducted 
to identify best 
ways to cover 
such groups, and 
a Behavioural 
Change Plan 

800 000
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

2. Geographically 
extend harm 
reduction 
programmes 
to 5 more 
districts 

Scale up HIV 
prevention 
activities among 
IDUs

Scale up HIV 
prevention 
activities among 
SW

Scale up HIV 
prevention 
activities among 
MSM

Beginning in 
2013 the HIV 
prevention 
activities for IDUs, 
SW and MSM 
are to be scaled 
up to include 
up to 5 more 
districts (South 
and Transnistria, 
possibly 
the districts 
Basarabeasca, 
Ceadir-Lunga, 
Comrat, Riscani, 
Ribnita, Slobozia) 
through small 
grant programs

175 000 Soros 
Founda-
tion 
Moldova 

3. Expand of 
alternative 
service delivery 
mechanisms, 
including 
through NGOs, 
with fi nancial 
support from 
the National 
Health Insurance 
Company (NHIC)

Active involvement 
of the NHIC will 
support the 
implementation 
of current and 
planned Harm 
Reduction 
programs, 
including 
development of 
the mechanisms 
for contracting of 
NGOs, for front-line 
service delivery to 
key populations.

Dialogue 
between the 
MoH and the 
NHIC.

6 000 MOH / 
NHIC/ 
UN

Development of 
the mechanism of 
NGOs contracting 
by the NHIC 
for the delivery 
of health care 
services

4 000
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

Training of 
front-line service 
providers (NGOs 
implementing 
Harm Reduction 
projects)

20 000

4. Use risk reduction 
programmes to 
prevent sexual 
transmission of 
HIV from key 
populations 
to their sexual 
partners and 
their customers.

Activities and 
needs similar 
to the previous 
solutions for harm 
reduction services 
to (MARP)

Change in the 
regulation and 
standards of 
HR services

Use the same 
centers and 
programmes as 
for the risk groups

To be 
assessed 
only for 
additional 
exchange 
materials

same

II.  Strengthen the case-management  system and ensuring a better adherence 
to ART treatment
Corresponding solutions II.1. – II.3.

1. The 4 regional 
treatment 
centres (Chisinau, 
Balti, Cahul 
and Tiraspol) 
eff ectively 
use Data 
Management 
System SIME HIV. 

The launch of 
the database will 
improve the quality 
of medical follow-
up and monitoring 
of the people living 
with HIV. 

the retroactive 
entering of the 
ambulatory 
monitoring data 
will allow better 
forecasting the ARV 
medications needs, 
provision of health 
care and planning 
of laboratory 
investigations to 
determine the 
effi  ciency of the 
ARV treatment. 

Making SIME-HIV 
operational in all 
administrative 
regions of the 
country

3 400 - National 
Health 
Manage-
ment 
Centre,

- The 
Republi-can 
AIDS and 
Dermato-
Venereo-logy 
Centrer

Retroactive 
entering of 
epidemiological 
and clinical 
follow-up data 
since 2003 
onwards, 

11 000

Ongoing 
entering of 
epidemiological 
and clinical 
follow-up data 
for the new cases.

1 400
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

2. Build capacity  
of Community 
Centres to 
eff ectively 
participate in 
referring to ART 
and improve ART 
adherence

The use of 
Community 
Centres will ensure 
an entry point in 
the service delivery 
system, in addition 
to providing 
psycho-social 
support for the 
PLHIV, including 
treatment services. 
This will improve 
their treatment 
adherence and 
quality of life.

Institutionalize 
the training and 
capacity building 
of health workers, 
non-health and 
social workers in 
the area of HIV case 
management

Strengthen referral 
mecha-nisms at 
regional level, with 
CC as one of the 
service delivery 
entry point  

Provide for the 
training of staff  

Training of 
staff  working 
in residential 
facilities under 
the aegis of the 
MOLSPF and LPAs 
to provide the 
PLHIV and HIV 
aff ected people 
with services and 
fi ght stigma and 
discrimination; 
Building the 
capacity of 
multidisciplinary 
teams in providing 
case management 
support to the 
people infected 
with and aff ected 
by HIV through 
the NRS

30 000 City halls: 
Chişinău, 
Bălţi, 
Comrat, 
Tiraspol

MOLSPF 
and 
LPAs
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

3. Develop the 
short-term 
advocacy and 
action plan to 
help secure 
funding for 
ART from the 
state budget 
and identify 
alternative 
sources of 
funding

The state’s 
engagement in 
the planned and 
programmed 
fi nancing for 
the coverage of 
the costs of ARV 
treatment 
for PLH

A working group 
should meet 
regularly to support 
MoH in 
the dialoguewith 
the Ministry of 
Finance (?) 

Development of 
MTEF fi nancing 
plan for the 
allocation of 
fi nancial resources 
from the state 
budget, targeting 
ART.

0 MoH 
and the 
Ministry 
of Finan-
ce

III. Ensure early detection of HIV infection by promoting voluntary counseling 
and testing (VCT) services among key populations and their partners
Corresponding solutions III.1. – III.3.

1. Develop a 
comprehensive 
Referral 
Mechanism 
to VCT

The delivery of HIV 
prevention services 
through counseling 
can help improve 
awareness, prompt 
behavioural 
change and 
facilitate referral 
to other social 
services

Consultative 
Development 
of the Referral 
Mechanism 

2 000 Medicine 
and Phar-
macy State 
University / 
National 
AIDS 
and Derma-
tovenereo-
logy Center

Consultations and 
capacity building 
of public and NGO 
service providers 
to ensure 
implementation 
of the Referral 
Mechanism 

6 000
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

2. Capacity building 
and supportive 
supervision of the 
VCT service

Strengthen 
quality assurance 
mechanism, 
including through 
patient-centred 
oversight  of the 
quality of VCT 
sessions, and on-
the-job training   

Use existent 
VCT counsellors 
as trainers and 
ensure the 
training schedule 
as continuous 
education 

Elements of 
quality control 
exist but ought to 
be reviewed and 
institutionalized, 
with clear 
assessment form 
and feedback 
channels between 
the institution 
exercising 
oversight and 
central level, and 
public and NGO 
service providers 
at local level. 
Refresher training 
of counsellors and 
training of new 
counsellors ought 
to be provided 
upon need 

to be 
calculated

Hospital 
of Derma-
tovenero-
logy and 
Communi-
cable 
Diseases 

Interna-
tional 
NGOs

3. Scale up VCT 
services through 
all available 
providers 
including 
NGOs and the 
development 
of the mobile 
counselling 
schemes

Draft criteria for 
the accreditation 
of NGOs to deliver 
VCT services

Training of NGO 
counsellors in 
pre- and post-test 
counselling

Develop and 
endorse criteria

500 NGO / NHIC

Hospital 
of Derma-
tovenero-
logy and 
Communi-
cable 
Diseases

Provide NGOs 
with relevant VCT 
equipment 

Promote VCT 
among Most At 
Risk Populations

Planning and 
carrying out a 
training

2 500
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Solutions 
category

Solution 
Description

Perceived 
needs

Costing 
(estimates, 

USD)

Potential/
proposed 
partners

The development 
of a mobile 
counselling scheme 
will help improve 
confi dential access 
to non-medical 
facilities and will 
generate demand 
among key 
populations

Purchase of 
equipment

20 000

Carrying out 
VCT promotion 
activities among 
key populations

2 000

2 authors 
working in HIV 
control area will 
develop the 
concept.

1 000

Creation of 2 
mobile teams, 
that will ensure 
the counselling 
among the key 
population

20 000

Purchase of 2 
vehicles for VCT 
mobile teams

80 000

1F. CONCLUSIONS FOR THE 
HIV SEGMENT

Despite eff orts in HIV surveillance and 
control of HIV in recent years, there is still 
a high incidence of this infection in Mol-
dova. At the end of 2011, a total of 7,125 
people with  HIV were recorded in Mol-
dova, the prevalence of HIV amounting 
to 0.17%, with signifi cantly higher preva-
lence in various marginalized groups. The 
incidence of this infection has remained at 
the same level in the past three years. So, 

in 2009 the incidence of HIV was  17.12; in 
2010 – 17.12, and in 2011 – 17.58.

In the context of the epidemiological situa-
tion and the annual incidence of HIV/AIDS 
in Moldova, there is a signifi cant risk that 
the targets proposed under MDG 6 will not 
be attained by 2015. This is also confi rmed 
by the results of several studies. According 
to the second generation epidemiological 
data among the population at high risk of 
infection (2009-2010), HIV prevalence in 
Chisinau, the country’s capital amounts 
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to 16.4% among IDU, among CSW - 6.8%, 
MSM - 0.7%. These results confi rm that the 
epidemiological situation concerning HIV 
in Moldova belongs to the category of 
epidemic concentrated in the population 
at high risk of infection (according to WHO 
classifi cation). 

Based on MAF methodology, 3 priority in-
terventions for the surveillance and control 
of HIV/AIDS in Moldova are needed and 
have been identifi ed to make faster prog-
ress towards MDG 6 targets.  

These interventions were defi ned taking 
into consideration the current epidemio-
logical situation in the country, the legal 
framework that is in force, namely the 
National Programme on Prevention and 
Control of HIV/AIDS and STI for 2011 to 
2015. They were also based on the studies 
conducted on HIV/AIDS, the results of the 
qualitative research (focus groups with PLH, 
family physicians and in-depth interviews 
with the representatives of NGOs and LPA), 
round table discussions held on February 9 - 
10, 2012, attended by all stakeholders - rep-
resentatives of the National Public Health 
Centre, Republican Narcological Dispensa-
ry, National Centre for Health Management, 
Ministry of Justice, Ministry of Finance, Min-
istry of Labour and Social Protection, UNDP, 
UNAIDS, WHO and NGOs. 

The interventions focused on the in-
creased access to prevention, treatment, 
care and support services for the people 
at high risk of infection (IDU, MSM, CSW) 
and members of the PLH community were 
considered as more important. Each of 
these interventions will help accelerate 

the progress towards achieving the MDG 6 
targets and subsequently improve the epi-
demiological and human rights situation 
in the country.

Intervention II “Strengthen the case-man-
agement system and ensuring a better 
adherence to ARV treatment” will increase 
the adherence to treatment of PLH and will 
help improve their quality of life, as well as 
will reduce the risk of HIV transmission to 
other people, since the ARV treatment is 
also considered a method of HIV preven-
tion. 

Intervention III “Ensure the early detec-
tion of HIV by promoting the VCT service 
in key populations at risk” will help ensure 
the early detection of infected persons, 
particularly those at high risk of infection 
and ultimately the early enrollment in ARV 
treatment.

A common need for all interventions is 
improving the coordination of various ac-
tivities and diff erent sectors, which will also 
lead to improving the case management 
in HIV and a continuity of care provided to 
people living with HIV.

For each intervention, lists of bottlenecks 
and solutions were developed and later 
based on the MAF methodology to iden-
tify the most important solutions for an 
effi  cient and quick implementation of the 
interventions. Most bottlenecks that were 
identifi ed are related to budget and fund-
ing, as well as accessibility and acceptability 
of existing services, especially among mar-
ginalized groups most at risk. As a result, a 
plan of action at the country level was de-
veloped, the implementation of which will 
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allow acceleration towards achieving the 
MDG 6 targets. This plan of action does not 
intend to replace the existing strategies and 
action plans, but it comes as their continua-
tion and completion.

Achieving the MDG 6 targets by 2015 is 
possible if the proposed action plan is sup-
ported and implemented through a strong 
political commitment and adequate fund-
ing. Implementation of the monitoring and 
evaluation is also important to allow for an 
up-to-date assessment of the progress 

The following lessons have been learned 
as a result of this exercise:

Active participation of all relevant stake-
holders, including ministries, civil society 
institutions and development partners is 
critical for the eff ective response to HIV 
epidemic. 

A constructive partnership between all rel-
evant stakeholders, with clear distribution 
of roles and responsibilities, particularly 
between government and non-govern-
ment organizations is necessary for imple-
mentation. 

To implement the action plan, additional 
funds should be committed from stake-
holders already involved in HIV response, 
while streamlining the current expenditure 
patterns.

At the same time there are solutions with 
high impact at low cost.

The technical and fi nancial assistance pro-
vided by international organizations (UN-
AIDS, WHO etc.) as well as new partners in 
this area (such as Soros Foundation and EU) 
is essential for the successful implementa-
tion of the national programme.
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2A. EPIDEMIC SITUATION AND 
OVERVIEW ON MDG PROGRESS 

MDG 6 TARGET 3. Halt and begin to reverse 
the spread of tuberculosis by 2015. Reduce 
the rate of mortality associated with tuber-
culosis from 15.9 (per 100,000 population) in 
2002 down to 15.0 in 2010 and 10.0 in 2015.

Tuberculosis remains a signifi cant public 
health problem of great concern in Mol-
dova. Controlling  TB is a priority for the 
Moldovan government.

As with targets on HIV, the slow progress 
made in lowering the mortality rates asso-
ciated with tuberculosis was a key reason 
for revising the MDG targets for 2010 and 
2015. However, unlike the HIV incidence, 
mortality from tuberculosis fell in 2008 for 
the fi rst time in the last decade. In 2008 it 

was 17.4 cases per 100,000 population and 
in 2011 it was 16.1, compared to 20.2 cases 
in 2007 and 19.3 cases in 2006. But the 
progress achieved is less than steady The 
national target to reduce the rate of mor-
tality associated with tuberculosis from 
15.9 per 100,000 people in 2002 down to 
10 by 2015 is not likely to be met without 
major eff orts in the remaining period.

Overall, TB incidence has increased over 
the past decade, from 97.3 (per 100,000 
people) in 2002 to 114.3 in 2011. The 
number of new cases recorded in 2011 
was 3,833 or 93,8 per 100,000 people. The 
number of new cases from 2011  showed  
a slight increase of 2.3% from  the previous 
year, but also  7.9% reduction compared 
to 2007. The number of recorded relapses 
was 839 in 2011 or 20.5 to 100,000 people, 
down by only 8% compared to 2010.

Figure 4. TB Incidence and TB Mortality, Republic of Moldova, 
1991-2011.

Source: http://monitoring.mednet.md:8090/db/tb



64

The rate of new cases of pulmonary tu-
berculosis was 83.4 per 100,000 people for 
2011, an increase of  2.2% compared to 
2010. It is of concern that  out of the total 
number of new pulmonary cases recorded 
for  2011  about 38% were  destructive TB (a 
severe form of the disease), and 3.4% were  
sputum positive TB, which is considered  the 
most contagious form of tuberculosis and 
may imply a late diagnosis of tuberculosis.

The most aff ected age groups: In 2011, pre-
dominantly people aged between 35 and 
54 in their the most productive period of life 
were aff ected  The most aff ected age group 
among adults is 25-34 year olds, and 5-14 
year olds among children. In 2011, there 
were 225 new cases in children, or 26.4 
per 100,000 people. Data analysis noted an 
increase of 11.1 % compared to 2010, but 
also a decrease by 18.2% compared to 2007. 
About two-thirds of new cases of tubercu-
losis recorded in 2011 were in children from 
rural areas, In conclusion, children from rural 
areas were twice as likely to contract tuber-
culosis.

At the same time the number of newly 
diagnosed cases rose among immigrants 
in recent years, most of whom, due to fre-
quent changes of address, do not undergo 
tuberculosis treatment. Owing to the low 
adherence to treatment and the high mo-
bility of people, some of whom do not hold 
mandatory health insurance policies, the in-

cidence of multi-drug resistant tuberculosis 
is rising among this population group.

An alarming fact is that in 2011 the num-
ber of people with tuberculosis increased 
among people infected with HIV. Out of 
4,631 TB patients with new and/or relapsed 
cases in 2011, 254 or 5.1% also had HIV.

Treatment success and 
TB resistance

In 2011, treatment results among patients 
with tuberculosis did not demonstrate 
make any signifi cant progress. Only 57.3% 
of patients diagnosed for the fi rst time 
with pulmonary tuberculosis with positive 
sputum in the previous year successfully 
completed the treatment Therefore, the 
success rate was a deviation of (-20,7%) 
compared to the expected result of the 
National Programme for Tuberculosis Con-
trol (NPTC) for 2011-2015 (78%). This indi-
cator was also infl uenced by the high rate 
of default--in 2010, 12.0% of TB patients 
abandoned the treatment. 

Also, the success rate is also infl uenced 
by the increasing number of tuberculo-
sis forms resistant to treatment. The Multi 
Drug Resistant (MDR) TB rate among new 
cases with positive smear in 2011 was 
26.3% (which is double the average in the 
European Region). Out of these, only 63.8% 
reached re-treatment 
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The assessment of DOTS Plus treatment 
outcome in the patients enrolled in the 
treatment in 2008 was as follows: success-
ful treatment among patients with MDR TB 
was achieved only in 48.7% cases; 26.1% 
of patients receiving DOTS Plus treatment 
abandoned it, 9.7% died, and 15.3 % failed 
the treatment. Therefore, the success rate 
represented a deviation of - 11.3% com-
pared to the expected outcome of the 
NPTBC 2011-2015.

The success of the TB treatment depends 
on several clinical, economic factors, but 
also on the issues related to the providers 
of services such as patient management, 
quality and continuity of treatment, pa-
tients’ knowledge about tuberculosis and 
treatment.

Social context

TB infection in Moldova is strongly linked to 
social factors. An expansion of the tubercu-
losis infection pool is currently observed pri-
marily among  risk groups, especially in so-
cially vulnerable people. Along with former 
prisoners, which are “traditional” risk group,  
the number of alcohol abusers, unskilled 
hard workers, the number of persons of 
other socially vulnerable categories has in-
creased considerably in recent years. These 
include the unemployed, the homeless, mi-
grants, refugees, drug addicts and people 
living below the average living standard.

The social structure of TB patients is as fol-
lows: unemployed (76.7%), rural people liv-
ing below the poverty line - 44, 1%, migrants 
(17%), people abusing  alcohol (11%) and 
people with disabilities (10.7%). 

Figure 5. MDR TB, new cases and retreatment, Republic of Moldova 
2003- 2011.

Source: http://monitoring.mednet.md:8090/db/tb
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Figure 6. Status of TB patients, 2010.

Studies show that the patient’s economic 
situation infl uences the success of the 
treatment, as the loss of a job or security 
can negatively infl uence the patients’ ad-
herence to treatment.  There is a  major risk 
of patients abandoning  treatment,  esti-
mated at ≈ 20% for respondents with a low 
monthly income, representing, on average, 
half of the respondents (≈ 51%). Every sec-
ond respondent (≈ 47%) lost their job or 
some additional income because they 
contracted tuberculosis. For this category 
of respondents a major risk of non-adher-
ence was estimated of up to 20%.

The poor coordination between medical 
and social and other support services is 
also reported as a big concern determining 
an adequate response and stimulation of 
the persons to stick to the treatment. This 
is valid at a local community level, but also 

at the regional and national levels. There 
are no specifi c regulations to recognize 
and support vulnerable people aff ected by 
TB who need to enter treatment but may 
lose income because of it.

Poor conditions in hospitals and intra-
hospital transmission of the infection  also 
poses challenges for people to adhere to 
the prescribed treatment inpatient condi-
tions, as there are limited options for out-
patient alternatives, and a general lack of 
patient-centred approach.

The National Programme on Tuber-
culosis Control for 2011-2015

The National Tuberculosis Control Program-
me for 2011-2015 was developed in accor-
dance with the special TB legislation, the 
National Development Strategy for 2008-
2011, the National Health Policy and WHO 

Source: http://monitoring.mednet.md:8090/db/tb
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standards in TB control. The purpose of the 
National Tuberculosis Control Programme 
for 2011-2015 is to improve the health of 
the population by reducing the burden 
of tuberculosis in Moldova, in accordance 
with the MDGs and objectives of the “Stop 
TB” Partnership.

The Programme sets the following main 
objectives:

 ensure qualitative diagnosis and achieve 
the detection rate of over 70% for cases 
of pulmonary tuberculosis with positive 
sputum smear by 2015 ;

 achieve and thereafter sustain the uni-
versal access to treatment of all forms 
of tuberculosis and to reach by 2015,a 
treatment success rate of 78% for new 
cases of pulmonary tuberculosis with 
positive sputum smear and a treatment 
success rate of not less than 60% for 
multi-drug-resistant tuberculosis cases;

 ensure the social support for at least 
90% of TB patients from socially vulner-
able categories by 2015;

 ensure by 2015, the effi  cient control of 
TB/HIV co-infection and to reduce the 
rate of TB/HIV co-infection below 3% 
among TB patients;

 increase the level of population knowl-
edge about tuberculosis up to at least 
80% and maintaining BCG vaccination 
rate at birth of at least 98% by 2015;

 develop and apply scientifi c and opera-
tional research results in the domain of 
tuberculosis control, implementation of 
at least 7 investigations by 2014;

 consolidate by 2015 of an eff ective sys-
tem of management, coordination, mo -

ni   toring and evaluation of the Program-
me. 

As in the HIV sector the great majority of the 
national plan is covered fi nancially by the 
resources from the GFATM. The 11th round 
was replaced by the Transitional Funding 
Mechanism and Moldova was not eligible. 
This planned signifi cant reduction of the 
resources poses a great challenge that 
could hinder the proper diagnostics and 
treatment measures for the next two years. 
The estimated defi cit for the Programme 
is around 35% and at the current moment 
the estimation for the coverage defi cit for 
diagnostics and treatment for 2015 is more 
than 95% and 80% respectively.

During the elaboration of the new National 
Programme, some issues and recommen-
dations from the assessment of the previ-
ous plan were considered. The assessment 
of the previous plan was performed with 
the support of WHO offi  ce in Moldova.15

A number of studies that provide compre-
hensive analyses of the TB situation in Mol-
dova are available, such as:

 Assessment of risk factors associated 
with adherence to treatment of patients 
with multi-drug resistant tuberculo-
sis (MDR TB) enrolled in the DOTS Plus 
treatment.

 Risk factors associated with the aban-
donment and failure of the strictly su-
pervised treatment of tuberculosis in 
the Republic of Moldova

 A qualitative study for the assessment 
of DOTS implementation with medical 
workers

15  http://lex.justice.md/index.php?action=view&view=doc&lang=1&id=344005.
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 Tuberculosis in Moldova: Knowledge, 
Attitude and Practice in Population Be-
haviour.

 Tuberculosis: Knowledge, Attitudes and 
Practices.

 The report „Anti-tuberculosis drug resis-
tance surveillance. Republic of Moldova 
– 2006. National Study”.

 Assessment of infection control inter-
ventions in drug resistant tuberculosis 
in Moldova (Report of the Mission for 
Infection Control in Tuberculosis, Mol-
dova, November 22 – 28, 2009.

2B. PRIORITY INTERVENTIONS

During the MAF exercise experts reviewed 
and analyzed all the existing data and cur-
rent literature on tuberculosis control in 
the country, including a review of the legal 
and regulatory framework. This stage was 
also supplemented by focus group discus-
sions:  I focus group – with the TB patients, 
II - with phthisiopulmonologists respon-
sible for specifi c TB treatment and the III 
- with family doctors. Also, at this stage 
in-depth interviews were conducted with 
representatives of NGOs working on TB 
and representatives of local governments. 
This stage helped to obtain a qualitative 
overview of the problems in controlling 
tuberculosis in the country from diff erent 
perspectives and diff erent experiences.  As 
a next step the national consultation with 
key stakeholders was held at the round 
table on February 9 - 10, 2012. This step 
allowed for  the necessary interventions 
to be prioritized and bottlenecks and pos-
sible solutions to be identifi ed.

Having reviewed the current epidemiolog-
ical situation with regard to tuberculosis in 
the Republic of Moldova, the stakeholders 
identifi ed a number of interventions from 
existing plans and programmes that can 
potentially lead to reaching MDG 6 goal 
quicker. These include, increasing the ac-
cess of socially vulnerable groups to TB 
services; reducing stigma and discrimina-
tion, strengthening partnerships with local 
public authorities (LPA) in controlling TB, 
strengthening laboratory diagnosis; build-
ing the capacity for achieving eff ective 
control of TB/HIV co-infection, strength-
ening the infection control in specialized 
facilities; increasing the adherence to anti-
tuberculosis treatment of persons who 
have active TB. 

All identifi ed interventions were analyzed 
and prioritized in terms of impact and 
feasibility that would allow MDG 6 to be 
reached sooner. They were based on the 
following criteria: contribution of the inter-
vention to the overall outcome, impact on 
direct and indirect benefi ciaries (aff ected 
populations) and the speed of impact. 
Also, the feasibility of these interventions 
was assessed by the criteria of governance, 
capacity, and availability of fi nancing, as 
well as other factors.  

The interventions were prioritized based 
on the evidence gathered from the strat-
egies of the National Tuberculosis Control 
Programme, the current epidemiological 
situation, the results of recent TB studies, 
the results of focus groups and in-depth 
interviews with representatives of NGOs, 
working in the fi eld and LPA representa-
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tives. This followed the  round table discus-
sions of February 9 -10 which were  attend-
ed by representatives of the specialized TB 
hospitals, the Pneumophthisiology Depart-
ment of the Medical University,  National 
Health Management Center, the Ministry 
of Health, the Ministry of Justice, the Minis-
try of Labour, Social Protection and Family, 
NGOs and other relevant partners 

Following these assessments, three priority 
interventions were identifi ed: 1). Increase  
the access of persons in the socially vul-
nerable groups to TB services; 2) increase 
adherence to TB treatment of people with 
active TB and 3) strengthen infection con-
trol in TB specialized facilities. The rationale 
for these interventions is explained below.

I. INCREASE ACCESS OF THE 
SOCIALLY VULNERABLE 
GROUPS TO TB SERVICES

All available data confi rm that the majority 
of TB infection occurs among the vulner-
able groups. Due to this epidemiological 
situation, one of the most important lines 
of action within the National TB Control 
Programme for 2011-2015 is the active de-
tection of tuberculosis particularly among 
the aff ected populations. These are home-
less people, people in isolated communi-
ties, people which have a  a low social-eco-
nomic level, homeless children and youth, 
migrants, prisoners and former detainees 
This will help ensure the quality of the di-
agnosis, and improve the rate of detection 
of cases of pulmonary tuberculosis with 
positive sputum by  more than  70% by 
2015, as well as support patients in vulner-
able groups for further treatment.

Currently, an expansion in those who 
have been infected is observed primarily 
among socially vulnerable patients. Along 
with people from other risk groups, such as  
former prisoners, people abusing alcohol, 
people engaged in unskilled manual  la-
bour, the number of  people in other cat-
egories has increased signifi cantly. These 
include unemployed people, the home-
less, migrants, refugees, drug addicts, peo-
ple living below the poverty line.  Among 
these groups destructive forms (which are 
an advanced form of lung TB) which are 
resistant  to anti-tuberculosis medications, 
including MDR TB have been detected. 

One of the main reasons for the low rate 
of success in treatment is the late detec-
tion of TB cases, as the share of destructive 
forms and other complication amount to 
38% of new cases of pulmonary tuberculo-
sis registered in 2011.

The analysis of the current data in TB data 
management system reveals that one of the 
reasons for  late detection is the unsatisfac-
tory work performed with groups at high 
risk of TB. In this way, the share of destructive 
forms among these people has increased 
compared to the average value of this indi-
cator in the country.  This index is particu-
larly serious among people who are abusing 
alcohol (59.4), those without permanent res-
idence (57.8%), the disabled (51.8), migrants 
(48.6%) and other risk groups.  

This idea is confi rmed by the very low per-
centage of actively detected cases (by pro-
phylactic control) in diff erent risk groups 
of tuberculosis.  Of all TB patients or at risk 
groups registered in 2010, only 23.3% were 
diagnosed by prophylactic control. Among 
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patients with post-tuberculosis conse-
quences the share of actively detected 
cases is only at 8.9%. 

II. INCREASE ADHERENCE 
TO TB TREATMENT OF PERSONS 
WITH ACTIVE TB

The prioritization of this intervention was 
further justifi ed by the objectives of the 
Action Plan on implementing he Nation-
al Tuberculosis Control Programme  for 
2011-2015: to  develop and preserve   the 
universal access to eff ective treatment 
of all forms of tuberculosis by 2015 and 
to achieve a success rate of treatment of 
new cases of pulmonary tuberculosis with 
positive sputum by at least 78%. Other 
objectives of this programme include  a 
treatment success rate of a multidrug-re-
sistant tuberculosis which is at least  100% 
by 2015 and providing social support for 
at least 90% of tuberculosis patients in the 
socially-vulnerable category. Treatment re-
sults among patients with tuberculosis did 
not record any great progress in 2011. Only 
57.3% of patients diagnosed with pulmo-
nary tuberculosis with positive sputum for 
the fi rst time successfully completed the 
treatment. Therefore, the success rate was 
a deviation of (-20.7%) compared to the 
expected result of NPTBC 2011-2015. This 
indicator was also infl uenced by the level 
of treatment abandonment, or default 
rate, which remains high and amounted 
to 12.0% in 2010.  The success rate is also 
infl uenced by the increasing number of 
cases of resistant tuberculosis. Some  276 
persons or 23.2% of the 1,188 new cases 
of tuberculosis in 2011 were  multi-drug 
resistant tuberculosis. 

One of the most urgent and persistent 
problems of tuberculosis control is the pa-
tients’ failure to comply with the treatment, 
something which is expressed by the ir-
regular taking of anti-tuberculosis medica-
tions or giving up treatment. 

The default rate among socially vulnerable 
populations is the following: for  homeless 
people - 14.5%, people abusing alcohol - 
13.4%, migrants - 10.1%, followed by ex-pris-
oners - 9.2% and the unemployed - 8.8%.

The assessment of DOTS Plus treatment 
outcomes in the patients enrolled in the 
treatment in 2008 was as follows: success-
ful treatment among patients with MDR 
TB was achieved only in 48.7% cases and 
26.1% of patients receiving DOTS Plus treat-
ment abandoned it, 9,7% died, and 15.3 % 
failed the treatment. Therefore, the success 
rate represented a deviation of - 11.3% 
compared to the expected outcome of the 
NPTBC 2011-2015.

The success of the TB treatment depends 
on several clinical, social and economic 
factors, but also on the issues related to 
the providers of services such as patient 
management, quality and continuity of 
treatment, patients’ knowledge about tu-
berculosis and treatment.

III. STRENGTHEN THE 
TB INFECTION CONTROL 
IN SPECIALIZED FACILITIES

Ensuring  infection control in health care fa-
cilities is one of the directions provided for 
in the national TB control programme for 
2011-2015. This would allow  for universal 
access to eff ective treatment of all forms 
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of tuberculosis to be achieved and main-
tained. If this was achieved, there would be 
a success rate of 78 % of treatment of new 
cases of pulmonary tuberculosis with posi-
tive sputum   and a success rate of the treat-
ment of multi-drug resistant tuberculosis of 
at least 60% by 2015. In its Stop TB Strategy 
and its recent tuberculosis control policies, 
the World Health Organization (WHO) clear-
ly underlines the importance of implement-
ing eff ective infection control measures in 
specialized hospitals and  clinics. . 

The recent identifi cation of multidrug-resis-
tant (MDR-TB) and extensive drug resistant 
TB (XDR-TB) in the context of HIV pandemic 
has focused attention and concern about 
infection control and general safety in the 
specialized TB facilities, both in terms of the 

safety of  patients and of health workers. 
One of infection control compliance indica-
tors for the hospitals is the number of the 
health care staff  infected with tuberculosis, 
which according to 2010 institutional statis-
tics for 2010 was  eight people. 

Given the design and the extensive use of 
the existing medical infrastructure in hos-
pitals and the lack of attention on infection 
control from managers and health staff , 
there is a high risk of intra-hospital trans-
mission of TB in specialized facilities. The 
survey conducted in Moldova confi rmed 
the nosocomial transmission of MDR TB 
and XDR TB in specialized facilities16. This 
problem must be addressed promptly by 
the health system and health workers.

Interventions Impact Feasibility Ranking

I. Increase adherence to TB treatment 
of persons with active TB

Green Amber green 1

II. Increase the access of the socially 
vulnerable groups (migrants, 
people from asylums, homeless 
people, drug users, people abusing 
of alcohol, prisoners and persons 
released from prisons, street children 
and youth, etc.) to TB services

Green Amber green 2

III. Strengthen the TB infection 
control in specialized facilities

Green Amber green 3

16  Poor infection control increase risk of reinfection with MDR or XDR-TB strains. Valeriu Crudu, Sabine Ruch-Gerdes, Stefan Niemann, 
Nicolae Moraru, Larisa Carchilan, Victor Lesan, Galina Blagodeteleva, Ecaterina Stratan.

TB INTERVENTIONS SCORECARD
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Several sub-interventions were identifi ed 
for each intervention. For intervention II 
Increase the access of persons in the so-
cially vulnerable groups to TB services 
these sub-interventions included: 

 active detection of tuberculosis, 

 increasing advocacy and education ac-
tivities aimed at prevention of social dis-
eases and promoting healthy lifestyles, 

 improving adherence to treatment 
(transport provision, providing incen-
tives for treatment, outreach workers 
remuneration for performing DOT, 

 providing accommodation during the 
continuation treatment stage, providing 
psychological and legal support,

 strengthening partnership with local 
governments in TB control, 

 reviewing alternative ways of DOT for 
patients in vulnerable groups);

 identifying the people who have aban-
doned treatment and re-enrolling 
them; 

 providing incentives for increased en-
gagement of local NGOs for TB control 
by implementing small grant pro-
grammes and trainings;

 supporting continuous treatment 
among patients in detentions and those 
released from prisons. 

For intervention I Increase the adherence 
to anti-tuberculosis treatment of the 
people with active TB the following sub-
interventions were identifi ed: 

 ensuring the uninterrupted supply of 
anti-tuberculosis or drugs;

 strengthening the capacity of the hu-
man resources involved in TB control; 

 developing and implementing incen-
tive mechanisms for the staff  involved in 
TB control activities; 

 providing support aimed at increasing 
compliance with the treatment (edu-
cation and information materials for TB 
patients; 

 providing incentives for adherence to 
treatment: hygiene and food packages 
for the patients; reimbursing travel costs; 
additional expenditure for the patients; 

 involving social services to support 
adherence to treatment (employment 
support, housing, provision of clothes 
etc. for the poor), 

 strengthening partnership with LG in TB 
control; 

 managing side eff ects, including impro-
ving access to the treatment of side ef-
fects; 

 identifying some alternatives to the 
current treatment protocols, through 
be ha viour research aimed at increa sing 
adherence to treatment, encoura ging 
and supporting research for the devel-
opment and validation of forecast in-
struments aimed at identifying the pa-
tient related, social and cultural factors 
related to low adherence to treatment, 
especially for drug-resistant TB; 

 reducing stigma and discrimination. 

The following sub-interventions were 
identifi ed for the intervention III Strength-
en TB infection control in specialized 
facilities: 
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 strengthening infection control at the 
administrative level in specialized facili-
ties; 

 strengthening infection control at the 
engineering level in specialized facili-
ties; 

 strengthening infection control, includ-
ing personnel protection level in spe-
cialized facilities. 

2C. PRIORITY BOTTLENECKS

Following the identifi cation of prior-
ity interventions and sub-interventions 
required for the acceleration of progress 
towards MDG 6, bottlenecks to these in-
terventions have been identifi ed.  For each 
sub-intervention, sector-specifi c bottle-
necks were identifi ed, that aff ect directly 
the sector performance and which can be 
approached by a minister, as well as the 
cross-cutting bottlenecks, which aff ect 
several sectors and require an integrated 
response between ministries/agencies.  
The sector specifi c bottlenecks belong to 
one of the four categories: policy and plan-
ning; budget and funding; service delivery 
and service use (demand).

The bottlenecks have been identifi ed 
based on the evidence of  recent  stud-
ies  of tuberculosis in the Republic of 
Moldova, focus groups with TB patients, 
phtisio-pneumologists and family doctors, 
in-depth interviews with the representa-
tives of NGOs and LPA, opinions of  tuber-
culosis experts s, and round-table discus-
sions held on February 9-10, 2012. 

Profi les for each bottleneck have been 
developed, including the direct and cross-

cutting impact of overcoming the bottle-
neck (the number of people who would 
reach the MDG 6 target, the aff ected 
population, as well as the availability of 
potential solutions). As a result, profi les for 
each bottleneck have been developed, as-
sessing the impact of removing/reducing 
the bottleneck. A number of bottlenecks 
for each sub-intervention have also been 
identifi ed. 

Selective profi les for the prioritized bottle-
necks are presented below: 

For Intervention I, the below key prioritized 
bottlenecks have been analyzed:

Ia. The multidisciplinary team working 
in the regions has insuffi  cient training 
for providing high quality services

Although the multidisciplinary approach 
which will create teams at a community 
level has been introduced in Moldova, the 
capacity of these teams remains low and 
their coverage is insuffi  cient 

The effi  ciency of the multidisciplinary 
teams at a community level for early detec-
tion has been proven, ensuring adequate 
adherence to treatment and control mea-
sures in TB.  Good experiences exist in the 
region, in Russia and Baltic States. While 
the impact from removing this bottleneck 
is signifi cant, the implementation does not 
require major inputs and expenses. The 
direct impact will be primarily for the pa-
tients with active TB and members of their 
family but also the cross-cutting impact 
will be an increased responsibility for time-
ly detection and treatment of TB such as a 
decreased rate of TB transmission in  soci-
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ety, particularly among  family members of 
people who are infected with TB. 

Ib. Improper incentive scheme 
for medical staff  involved 
in TB control activities

Studies show that adequate incentives 
for medical staff  at a primary level infl u-
ence the quality of  TB control measures. 
Focus group discussions and recent sur-
veys determined that the remuneration 
of family physicians for newly detected 
cases in 2007 was perceived as more ef-
fective compared to the payment for suc-
cessfully completed treatment (bonus for 
performance indicator) applied in 2012. 
Addressing this bottleneck may result in a 
signifi cant improvement in the TB detec-
tion rate, and may positively infl uence the 
adherence to treatment  . The increased 
adherence to treatment of TB patients will 
also decrease TB and MDR incidence.

The current  incentive scheme is also cum-
bersome: in order to receive  the bonus 
for successful completion of treatment 
(bonus for performance indicator), medics  
are confronted by bureaucracy . involving 
the  assessment of shared responsibilities 
and remuneration of family doctors and 
pulmonologists in the process..

Ic. Lack of measures aimed at 
strengthening the partnership 
with Local Public Authorities 
( on TB and HIV control)

As in the case with HIV, the TB control mea-
sures require multi-stakeholder involve-
ment at a community level. Available data 
in Moldova reveal problems in coopera-

tion and partnership with local authorities 
to provide a coordinated local TB response. 
This is also signifi cant for prioritizing the 
TB problem for the local governments re-
sponsible for specifi c TB and HIV service 
providers (TB hospitals, phthysiopneu-
mologistsand infection disease specialists 
at primary care level, etc). 

The strengthened partnership with the LPA 
on TB control will result in better accep-
tance of and support to the person with 
TB by the community, thus increasing the 
adherence to treatment and decreasing 
the incidence of TB and MDR TB. A more 
effi  cient cooperation between diff erent 
stakeholders to prevent and control TB is 
also expected from medical staff .17

As this is a systemic issue and is also valid 
and problematic for the prevention of oth-
er diseases such as HIV, the removal of this 
barrier will have an important impact on 
the community and regional level on peo-
ple aff ected or at risk of TB, HIV and other 
diseases  which have a social impact. 

For Intervention II, the following key priori-
tized bottlenecks have been analyzed:

IIa. Lack of screening for TB in placement 
centres and other places where socially 
vulnerable persons gather. 

In Moldova, there are permanent social 
care institutions and temporary social care 
centres (social centres) that provide ser-
vices for vulnerable people like homeless, 
people with disabilities, triage centres for 
minor delinquents, etc. Currently, there 
is no adequate TB screening for the ben-
efi ciaries of these centres. Removal of this 

17  Focus group with family physicians, 2012.
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bottleneck is relatively simple, cost eff ec-
tive and feasible, and the impact on the 
target population is signifi cant. 

Intensive TB detection among the most 
vulnerable groups, in places where they 
usually congregate, has proven to be a 
practical and effi  cient solution so far18. 
The number of people who would reach 
the MDG target when this bottleneck is 
removed is high- 30% of Moldova’s popu-
lation who are in the socially vulnerable 
category. The cross-cutting impact will 
be an increased rate of TB detection and 
subsequent decrease in the incidence of 
TB incidence and  the number of infection 
sources among the vulnerable group and 
decrease in the number of contamina-
tion cases. There is a short-term solution 
available by training the staff  of  front line 
service providers in the places where the 
vulnerable groups are concentrated.

IIb. Limited responsibility of the primary 
health facilities in TB control in the 
regions. 

An important task in early detection of 
TB is attributed to the primary health sec-
tor which according to the available data 
lacks the capacity and accountability for 
detecting and following up on TB cases. 
Appointing a medical professional such as 
a doctor or a specialized nurse who is re-
sponsible for coordinating TB related-care  
at the primary healthcare level, especially 
in those areas with a high concentration 
of  TB could be a simple yet eff ective solu-
tion. Addressing this bottleneck will lead to 
an improved rate of TB detection in target 
communities and at regional levels. The 

lack of a person in charge of  tuberculosis  
in  primary healthcare , diminishes the re-
sponsibility of the primary health care and 
public health authorities in the regions 
and undermines   the importance of TB 
activities..  Indicators to measure a primary 
health care’s involvement in TB detection 
are poorly developed. The family doctors  
acknowledge  they dedicate little time to 
this disease as they are overloaded with 
various activities and categories of pa-
tients19.

A reasonable solution to the bottleneck is 
to appoint a specifi c person in charge of TB 
who will conduct and report activities re-
lated to TB screening of the socially vulner-
able groups. This short term solution does 
not require signifi cant investments..

IIc. Insuffi  cient information on the 
available services leads to a low demand. 

The limited access of the socio-vulnerable 
people to health and social services result 
in late TB detection. Low awareness about 
the risks of infection and safe behaviour 
and a lack of information on available free 
medical services for  TB has proven to re-
sult in a low demand for medical services, 
low detection and treatment success for 
TB. This was identifi ed as an important bot-
tleneck for increasing the detection rate 
for vulnerable groups. While the profi le of 
people at risk makes the task quite diffi  cult, 
provision of the relevant information by in-
volving NGOs and other front line agents 
working with vulnerable populations, us-
ing accessible language, could result in the 
removal of this barrier. The regional good 
practice  should also to be used in the so-

18  (C. Didelescu. Intensive TB detection among institutionalized people. REVISTA MEDICALA ROMANA – VOL. LV, NR. 1, AN 2008).
19  Focus group – Family physicians, 2012.
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20  National Health Insurance Data.

lution of this bottleneck. Information cam-
paigns for benefi ciaries in an accessible 
language and interventions  into groups at 
risk are also envisaged as a short-term solu-
tion for this bottleneck.

For Intervention III, the below key priori-
tized bottlenecks have been analyzed:

IIIa. The treatment lacks outpatient 
alternatives and a patient-centered 
approach

Several reports conducted by international 
experts recommend taking steps to ad-
dress the problem of intra-hospital trans-
mission of M/XDR TB. The fi rst problem in 
this regard is the lack of out-patient alter-
native for treatment, and the poor condi-
tions in hospitals. Around 5,000 people 
receive hospital care per year in specialized 
TB institutions.20

Removing this bottleneck will have an 
impact on the intra-hospital spread and 
the quality of services provided. It will also 
raise the attractiveness and acceptance 
of the treatment. A proposed solution is 
through optimization of the hospital care 
through patient centered approach with 
emphasis on outpatient treatment and 
community involvement. This will help, 
decrease in treatment abandonment rates 
in early stages, and will help improve the 
overall treatment outcomes.

IIIb. Lack of modern infrastructure 
in TB specialized clinics 

The lack of up-to-date technical means 
to prevent the transmission of TB inside 
medical institutions and also the proper 
maintenance of these means is repeatedly 
reported as one of the most important 
causes of intra-hospital transmission. Ad-
equate ventilation in health-care facilities 
is essential for preventing transmission 
of airborne infections, and is strongly rec-
ommended for controlling the spread of 
TB. Priority should be given to achieving 
adequate ACH using ventilation systems. 
However, in some settings it is not pos-
sible to achieve adequate ventilation. In 
such cases, a complementary option is 
to use upper room or shielded ultraviolet 
germicidal irradiation (UVGI) devices. This 
environmental control does not provide 
fresh air or directional airfl ow (WHO policy 
on TB infection control in health-care facili-
ties, congregate settings and households, 
WHO, 2009)

Addressing this bottleneck will ensure ad-
equate safeguarding to all patients who 
receivein-patient treatment and also to 
the medical staff  from these institutions. A 
solution would be to assess the situation 
in each region and meeting of minimum 
needs, including by making necessary 
amendments to the budget.



77

IIIc. Staff  trained insuffi  ciently 
on respiratory protection

Although training on the protection mea-
sures for the medical staff  is done con-
tinuously, it usually involves only senior 
medical specialists such as doctors, and 
not  nurses and technical staff . The training 
should be extended to routinely include 
all staff  of medical specialized TB institu-
tions. The impact will include both all the 
patients in the specialized inpatient institu-

tions but also all staff  of these institutions. 
The removal of the bottleneck is easy to 
achieve and is is therefore prioritized.

The cross-cutting impact will be a decrea-
sed number of contacts and nosocomial 
transmission of TB, including of the drug-
resistant TB; a decreased number of thera-
peutic failure because of nosocomial MDR 
TB; an increased rate of success and an 
increased number of hospitalizations in TB 
treatment facilities. 

Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Ensure 
adherence 
to anti-
tuberculosis 
treatment 
of people 
with 
active TB

Ensure 
uninterrupted 
supply of anti-
tuberculosis 
medicines

Lack of state 
guaranteed 
funding, 
resulting in 
the risk of 
interruption 
in the supply 
of medicines 
and increase 
in number of 
untreated cases

4,802

(4,344 
adults
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons 
(and 
vulnerable 
groups)

Green Amber 
green

1

Build the 
capacity 
of the human 
resources 
involved in 
TB control

The 
multidisciplinary 
teams working 
in the regions 
is trained 
insuffi  ciently/are 
not coordinated 
for provision 
of high quality 
services

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Green 1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Ensure 
adherence 
to anti-
tuberculosis 
treatment 
of people 
with 
active TB

Build the 
capacity 
of the human 
resources 
involved in 
TB control

Insuffi  cient 
human resources 
involved in TB 
control to meet 
the current needs 
and shortage of 
professionals in 
the regions

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber 
green

2

Develop  and 
implement  
incentive 
mechanisms 
for the staff  
involved in 
TB control 
activities

The fi nancial 
rewards/
resources are too 
dispersed among 
team members, 
resulting in 
insuffi  cient 
incentives

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Green 1

Lack of certain 
incentive 
mechanisms 
for the staff  
involved in TB 
control activities

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber 
green

2

Ensure 
support for 
treatment 
compliance, 
strengthening 
the 
partnership 
with LPAs 
in TB control

Insuffi  cient 
capacity and 
resources to 
cover all patients 
and ensure 
adherence to 
treatment.

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber red 3

Insuffi  cient 
information for 
patients and 
their family 
members on 
transmission 
channels and 
behaviour. 

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Amber 
green

Green 1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Lack of measures 
aimed at 
strengthening 
the partnership 
with LPAs on TB 
control

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber 
green

2

Ensure 
adherence 
to anti-
tuberculosis 
treatment 
of people 
with active 
TB

Side eff ects’ 
management, 
access to 
treatment 
of side eff ects

The health care 
providers are 
insuffi  ciently 
trained on 
side eff ects’ 
management 
and “low” 
awareness of 
service users in 
recognition and 
declaring of side 
eff ects

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Green 1

Identify 
of alternatives 
to current 
treatment 
protocols 
through 
behavioral 
research 
to increase 
adherence 
to treatment, 
and 
encourage 
and support 
of studies for 
development 
and validation 
of predicting 
tools to iden-
tify patient-
related and 
development 
of drug-
resistant TB

Lack of funding 
for development 
of protocols 
and studies 
on behaviour 
research

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber red 1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Reduce of 
stigma and 
discrimination

A low awareness 
of society 
about TB, which 
is currently 
considered a 
“condemnation”

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Green 1

Lack of 
psychological, 
social and 
other support 
for patients 
with active TB 
undergoing 
treatment

4,802

(4,344
+458 
children)

All 
population, 
particularly 
children 
and work-
aged 
persons

Green Amber 
green

2

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Active 
detection of 
tuberculosis

Low 
accountability 
of primary 
health facilities 
in TB control 
in the regions. 
The insuffi  cient 
training of the 
primary health 
care staff  results 
in low detection 
among socially 
vulnerable 
groups.

30 
percent 
of the 
popula-
tion (all 
people 
and 
house-
holds 
below the 
poverty 
threshold)

90 percent 
of the 
socially 
vulnerable 
persons

Green Green 1

Lack of 
screening for 
TB in placement 
centres and 
other places 
where socially 
vulnerable 
people gather, 

30 
percent 
of the 
popula-
tion

90 percent 
of the 
socially 
vulnerable 
persons

Green Green 2
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Active 
detection of 
tuberculosis

Insuffi  cient 
informing of 
the socially 
vulnerable 
people on 
the available 
services.

The limited 
seeking of 
health services 
by socially 
vulnerable 
persons results 
in inadequate TB 
detection.

30 
percent 
of the 
popula-
tion

90 percent 
of the 
socially 
vulnerable 
persons

Green Green 3

Intensify  
advocacy and 
education 
activities, 
aimed at 
preventing 
social 
diseases and 
promoting a 
healthy life 
style

Shortage of 
health care 
workers involved 
in tuberculosis 
control activities

30 
percent 
of the 
popula-
tion

90 percent 
of the 
socially 
vulnerable 
persons

Green Amber red 3

Insuffi  cient 
responsibility 
and capacity 
of the LPA in 
development 
and 
implementation 
of programs at 
the local level.

30 
percent 
of the 
popula-
tion

90 percent 
of the 
socially 
vulnerable 
persons

Amber 
green

Amber 
green 

1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Intensify  
advocacy 
and education 
activities, 
aimed at 
preventing 
social 
diseases and 
promoting a 
healthy life 
style

Stigma and 
discrimination 
lead to an 
increased degree 
of vulnerability 
of people with 
tuberculosis 
and jeopardize 
the successful 
implementation 
of prevention, 
treatment, care 
and support 
activities.

30 
percent 
of the 
popula-
tion

90 percent 
of the 
socially 
vulnerable 
persons

Green Amber red 2

Improve 
adherence 
to treatment 
through 
integrated 
support 
services 
(providing 
transport, 
providing 
incentives 
for treatment, 
outreach 
workers 
remuneration 
for 
performing 
DOT, 
accommo-
dation during 
the continua-
tion phase 
of treatment, 
providing 
psychological 
and legal 
support, 

Week inter-
sectoral policy. 
Lack of an 
intersectoral 
plan and a 
mechanism 
for its 
implementation

65 
percent 
of people 
with TB 
included 
in 
treatment

50 percent 
of patients 
with TB 
from 
socially 
vulnerable 
groups

Green Amber 
green

1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Strengthen 
partnership 
with LPA in 
controlling TB, 
reviewing 
DOT alterna-
tives for 
patients in 
vulnerable 
groups)

Lack of 
multidisciplinary 
(intersectoral) 
teams for prompt 
response in case 
of treatment 
interruption 
and provision 
of complex 
social services. 
Defi ciencies in 
intersectoral 
logistics, which 
do not provide 
for other types 
of DOT services, 
not necessarily 
in conditions of 
ambulatory. 

65 
percent 
of people 
with TB 
included 
in 
treatment

50 percent 
of patients 
with TB 
from 
socially 
vulnerable 
groups

Green Amber 
green

2

Weak training of 
human resources 
on TB activities. 
Defi ciencies 
in monitoring 
and reporting 
of diff erent TB 
related activities

65 
percent 
of people 
with TB 
included 
in 
treatment

50 percent 
of patients 
with TB 
from 
socially 
vulnerable 
groups

Amber 
green

Amber 
green

3

Low participation 
of non-
governmental 
organizations 
in TB related 
activities, leading 
to low provision 
of services 
acceptable and 
accessible by 
populations and 
overloading 
of health care 
providers

65 
percent 
of people 
with TB 
included 
in 
treatment

50 percent 
of patients 
with TB 
from 
socially 
vulnerable 
groups

Amber 
green

Amber 
green

4
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Identify 
people who 
abandoned 
the treatment 
and their 
re-enrollment 
into treatment

Re-enrollment 
services are not 
provided, which 
leaves persons 
who have 
abandoned 
the treatment 
outside of the 
health system

12 
percent 
of the 
popula-
tion

12 percent 
of the 
socially 
vulnerable 
persons

Green Amber 
green

1

Insuffi  cient 
integration 
of social and 
primary health 
services to 
motivate re-
enrolment 

12 
percent 
of the 
popula-
tion

12 percent 
of the 
socially 
vulnerable 
persons

Green Amber red 3

Insuffi  cient 
support and 
advocacy 
about the 
consequences of 
abandonment, 
which 
would allow 
maintaining 
all patients in 
treatment. Low 
involvement 
of the society 
and community 
support towards 
persons who are 
at most risk

12 
percent 
of the 
popula-
tion

12 percent 
of the 
socially 
vulnerable 
persons

Amber 
green

Green 2

Stimulate  
local NGOs TB 
initiatives, by 
implementing 
small grant 
programmes 
and trainings

Lack of a legal 
framework 
regulating and 
supporting 
NGOs activity 
in TB control

65 
percent 
of people 
with TB 
included 
in 
treatment

50 percent 
of patients 
with TB 
from 
socially 
vulnerable 
groups

Green Amber 
green

1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Increase 
the access 
of persons 
in the 
socially 
vulnerable 
groups 
to TB 
services

Support 
for anti-
tuberculosis 
treatment of 
patients with 
TB among 
people in 
detention 
or people 
released 
from prison

Dependence on 
funding from 
external sources, 
limited budget 
contribution, 
preserving the 
risk of losing the 
obtained results 
in TB control 
among people 
in detention 

17,500 
persons in 
prison

300 
persons 
annually

Green Amber 
green 

2

Insuffi  cient 
training of health 
care providers, 
including the 
“team work” with 
other prison 
services and 
the civil health 
system leads to 
uncoordinated 
activities

17,500 300 
persons 
annually

Green Amber 
green 

3

Lack of 
integrated 
social services 
and insuffi  cient 
informing of 
detainees during 
the period of 
detention and 
after release, 
lead to treatment 
abandonment 

400 
persons 
annually

300 
persons 
annually

Green Amber 
green 

1
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Strengthen 
infection 
control at the 
administrative 
level in TB 
specialized 
facilities

Absence of a TB 
control plan at 
the national and 
regional level 

The lack of a 
TB control plan 
at the regional 
level aff ects 
implementation 
of quick win 
activities 

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Amber 
green

4

The staff  trained 
insuffi  ciently 
on measures of 
infection control 
and do not 
know suffi  ciently 
how to proceed 
in case of 
identifi cation of a 
TB symptomatic 
person and 
measures of 
(engineering 
control) and 
respiratory 
protection.

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Green 2

Poorly informed 
patient about 
public behaviour 
and respiratory 
protection, which 
contributes to 
the spread of 
infection in the 
society

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Green 3
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Strengthen 
infection 
control at 
the level of 
personal 
protection in 
TB specialized 
facilities

Rationalization 
of hospital care 
through the 
patient-centred 
approach with 
emphasis on 
outpatient 
treatment and 
community 
involvement 

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Green 1

There is no 
complex 
assessment 
of premises, 
existing 
ventilation 
systems and their 
functionality, 
it does not 
allow adequate 
assessment of 
infrastructure 
and conformity 
with modern 
infection control 
requirements

4,802

                 
(4,344
+458 
children)

3,746 (78%) Amber 
green

Green 3

Lack of space 
for symptomatic 
persons’ triage 
and location of 
medical offi  ces, 
leading to 
placement in the 
same location 
of somatic 
and suspected 
TB patients, 
the triage is 
superfi cial 
and leads to 
transmission 
of the infection

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Amber 
green

2
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Bottlenecks’ scorecard

Interven-
tion

Subinter-
vention

Bottleneck Direct 
impact

Cross-
cutting 
impact

Gene-
ral 

impact

Availa-
bility of 
short-
term 

solution

Ran-
king

Strengthen 
infection 
control at 
the level of 
personal 
protection in 
TB specialized 
facilities

Lack of modern 
infrastructure in 
TB specialized 
clinics 
(insuffi  cient 
ventilation 
systems and 
bactericidal 
lamps, which 
also increases 
the risk of 
exposing 
patients and staff  
to infection)

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Amber 
green

1

Staff  trained 
insuffi  ciently 
about 
respiratory 
protection

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Green 1

The patient 
informed 
poorly about 
respiratory 
protection

4,802

(4,344
+458 
children)

3,746 (78%) Amber 
green

Green 3

There is no 
focal point in 
specialized 
medical facilities 
responsible 
for personal 
protection and 
regular training, 
or systematic 
monitoring 
of hygienic 
and sanitary 
requirements

4,802

                 
(4,344
+458 
children)

3,746 (78%) Green Amber 
green

2
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2D. PRIORITY SOLUTIONS

The identifi ed solutions were prioritized 
and arranged in sequential order in order 
to maximize the magnitude and the speed 
of impact in terms of priority MDG inter-
ventions for TB.

Following the prioritization of bottlenecks 
and interventions, the potential short-
term solutions for each bottleneck have 
been identifi ed and assessed, to allow a 
quick acceleration towards the priority 
MDG targets. The identifi cation of possible 
solutions was based on evidence-based 
solutions and case studies, as well as gov-
ernment documents and assessments. 
For each solution a profi le refl ecting the 
impact and the feasibility of the solution 
have been developed (for example, the 
magnitude, sustainability and speed of the 
impact and the availability of funds). This 
information served as the basis for the pri-
oritization of solutions.

The key acceleration solutions identifi ed 
and prioritized for the three areas of inter-
vention are:

Intervention I - Increase adherence to 
TB treatment of persons with active TB

I.1.Suffi  cient allocation of resources for 
supporting patients during treatment 

The proposed solution is oriented to the 
real needs of the patients and also responds 
to adherence of the treatment The continu-
ous patient tailored support can also con-
tribute  to the effi  ciency of  the treatment 
and decrease  the source of infection  This 
might need a multi-sectoral approach in-
cluding welfare  allowances and incentives, 
including the reimbursement of expenses  

for transportation, additional medication 
and food. 

I.2. Clear defi nition of the mechanism 
for incentives for employees who are 
involved in TB control activities

Budget allocations (NHIC) do not meet the 
needs.  Some  4,802 people will be posi-
tively impacted by removing this bottle-
neck  (according to data from the NCHM 
Form 30). Inpatient care will be improved, 
and this may lead to an increased adher-
ence to treatment of TB patients.

The adequate motivation of the staff  in-
volved in TB control activities will result in 
increased responsibility for service delivery, 
thus increasing  the adherence to treat-
ment of people with TB and helping to re-
duce the incidence of TB and MDR TB. The 
remuneration of family physicians for new-
ly detected cases in 2007 was perceived as 
a stimulating procedure compared to pay-
ing physicians for successfully terminated 
treatment (bonus for performance indica-
tor) which was applied in 2012.

The health care staff  motivation scheme 
does not work effi  ciently: in order to re-
ceive money for the successful completion 
of treatment (bonus for performance indi-
cator this entails a  bureaucratic process, 
which also creates divergences between 
family physicians and pulmonologists. The 
motivation for “successful completion of 
treatment (bonus for performance indica-
tor)” is not successful either, since many 
health workers report that they did not  
receive the money while others said they 
were paid, but only up to 200 lei, because 
the money was  shared out between sev-
eral health workers21.

21  “Risk factors associated with cases of abandonment and failure of strictly supervised treatment of tuberculosis in Moldova”, 2009..
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I.3. Creation and training 
multidisciplinary teams in the regions

Active multi-disciplinary involvement in 
tuberculosis control activities will help the 
timely detection, conducting of DOT, which 
in turn will increase the adherence to treat-
ment and reduce the rate of abandon-
ment. This is also very important in terms 
of education, information and promotion 
of healthy lifestyles. The multidisciplinary 
teams also provide psycho-social support, 
the involvement of other medical special-
ists (narcologist, psychologists, etc). Early 
assessment of the existing teams show the 
effi  ciency for the treatment adherence and 
respect for a person’s needs and rights. The 
multi-disciplinary teams are very effi  cient 
in tuberculosis control activities for the so-
cio-vulnerable groups (e.g. – organization 
of tuberculosis control in Tomsk region, 
Russia, Latvia). A professional referral  sys-
tem is essential for coordinated eff orts and 
to ensure successful treatment. 

Intervention II - Increase access 
of persons from the socially vulnerable 
groups to TB services

II1. Examination of people in the 
placement centres and other places 
where they meet through radiological 
control for adults and IDR Mantoux 2UT 
for children. 

As mentioned earlier, people such as mi-
grants, the homeless, unemployed people 
are the main risk groups for TB. There is evi-
dence that many of these people do not 
have access to primary health care and 
preventive TB screening. This leads to late 
diagnosis, non-diagnosis and a continu-
ous source of infection. While the solution 
might need a re-distribution of screening 

means and additional fi nancial resources, 
the cost eff ectiveness due to the signifi -
cant impact can be demonstrated. 

TB screening programme in vulnerable 
groups will reduce transmission of TB 
through early detection and appropriate 
treatment of active TB cases (priority in 
TB control activities). Active diagnosis of 
tuberculosis with mandatory screening 
of individuals among vulnerable social 
groups will decrease the rate of transmis-
sion of tuberculosis not only in this popula-
tion, but also in society as a whole. In the 
case that TB is detected, all those contacts 
will be identifi ed and examined allowing 
for the infection to be traced and stop its 
spreading. Establishing the TB screening 
programme will reduce the incidence of 
tuberculosis. Timely detection of the tu-
berculosis treatment signifi cantly reduces 
costs and decreases the mortality rate.

II2. Appoint a person (a nurse within 
the PHC), responsible for TB screening 
in socially-vulnerable groups

Appointing a person to be in charge of 
TB at the level of primary health facilities, 
who will conduct and report the activities 
related to TB screening of the socially-vul-
nerable groups will raise the accountability 
and responsibility of the primary care for 
the specifi c measures in TB prevention and 
follow-up.

This person can be a nurse within the pri-
mary health care system, especially in lo-
calities where there is an outbreak of TB. 
In Moldova the PHC (primary health care 
assistant) is responsible for examining the 
group at risk of tuberculosis and for detect-
ing people with tuberculosis among those 
who show symptoms of TB. A good option 
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would be for a person within the PHC to be 
named responsible for detecting tuberculo-
sis within the socially-vulnerable groups.

The rationale behind this: TB detection on 
people impacted by the disease people 
should be carried out in locations which 
are closest to the patient and training 
should focus on  detecting TB in vulnerable 
groups. Training PH staff  about early detec-
tion on the screening methods applicable 
to vulnerable groups is also needed.

II3. Ensure alternative conditions for the 
stage of continuing inpatient 

Vulnerable, marginalized and homeless 
people frequently lack constant support 
and monitoring by the community which 
leads to an increase in the default rate and 
an increase in cases of drug resistant strains 
of TB. Reviewing hospitalization criteria, pro-
viding accommodation and health services 
aimed at increasing the adherence to treat-
ment will resulin a decreased abandonment 
rate and increased success rate of anti-TB 
treatment. Technical diffi  culties in design 
and implementation might be needed and 
also the involvement of the NHIC.

Intervention III. Strengthen infection 
control in TB specialized facilities

III.1. Modernization of infrastructure 
in TB specialized clinics

The proper functioning of bactericidal 
lamps and the ventilation system, will 
help reduce the nosocomial transmission 
of infection among health care staff  and 
patients undergoing inpatient treatment 
and reduce the number of therapeutic fail-

ure because of intra-hospital MDR TR. Ad-
equate ventilation in health-care facilities 
is essential for preventing transmission of 
airborne infections, and is strongly recom-
mended for controlling spread of TB. Prior-
ity should be given to achieving adequate 
ACH using ventilation systems. However, in 
some settings it is not possible to achieve 
adequate ventilation. In such cases, a com-
plementary option is to use upper room or 
shielded ultraviolet germicidal irradiation 
(UVGI) devices.

III.2. Provision of incentives, 
compensations for the patient

Provision of the alternative for the patient 
in choosing the treatment conditions and 
fi nancial coverage of these alternatives. 
Some patients do not feel safe in hospi-
tals, due to bad hygiene conditions and an 
unfriendly environment (former prisoners, 
homeless people). Alcohol, disorder, con-
fl icts, physical abuse are major problems in 
hospitals, which the health workers cannot 
always settle. On the other hand, the hos-
pital conditions are considered benefi cial 
for some patients (single persons, people 
from vulnerable families, the homeless, 
etc..), but less favorable for other catego-
ries of citizens who refuse hospitalization 
or who are formally admitted (Focus group 
with TB patients, 2012). Many patients 
would prefer to be treated at home, or at 
an out-patient facility. This can lead to the 
impact on costs of a treated case, due to 
a reduction of the inpatient cost, and will 
also reduce the intra-hospital transmission 
of MDR TB, which is already demonstrated 
by the available studies.
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III.3. Training about infection control 
measures, respiratory protection

The implementation of the solution would 
have a signifi cant impact, as trained staff  will 
correctly apply the operational procedures 
of the Infection Control Plan. The procedure 
establishes the roles and responsibilities for 
specialists involved in the implementation of 
the infection control plan. 

As results, we have developed a scorecard 
with the rankings of short-term solutions 
in order to accelerate the progress towards 
MDG 6 targets. Only solutions which were 
ranked 1-3 were chosen to be included in 
the MAF Action Plan, based on their im-
pact and feasibility assessments. To pres-
ent a fuller picture, the rest of the solutions 
are also presented in the table below. 

Interventions/Bottleneck Solutions Impact Feasibility Priority
Ranking

Ensure the adherence to 
anti-tuberculosis treatment 
of people with active TB

Corresponding bottlenecks:

1. Lack of psychological, 
social and other support 
for patients with active TB 
undergoing treatment

2. Insuffi  cient capacity 
and resources to cover 
all patients and ensure 
adherence to treatment.

3. Improper incentive 
scheme for medical staff  
involved in TB control 
activities

4. The multidisciplinary 
team working in the regions 
is trained insuffi  ciently for 
provision of high quality 
services

5. Lack of measures aimed 
at strengthening the 
partnership with Local 
Public Authorities 
on TB control

Suffi  cient 
allocation of 
resources for 
patients’ support 
during treatment

Green Amber 
green

1

Clear defi nition 
of incentives’ 
mechanism for 
the employees 
involved in TB 
control activities

Green Amber 
green

2

Creation and 
training of 
multidisciplinary 
teams in 
the regions 
to support 
adherence to 
treatment

Amber 
green

Amber 
green

3

Defi nition of 
mechanisms 
to strengthen 
the partnership 
with LPAs and 
communities 
on TB control 

Amber 
green

Amber 
green

4

SOLUTIONS SUMMARY SCORECARD TB
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Interventions/Bottleneck Solutions Impact Feasibility Priority
Ranking

Increase the access of social 
vulnerable patients to TB 
services

Corresponding bottlenecks:

1. Lack of screening for TB 
in placement centres and 
other places  where socially 
vulnerable people meet. 
onsibility of the primary 
health facilities in TB control 
in the regions. 

2. Insuffi  cient training of the 
primary health staff  leads to 
the insuffi  cient detection in 
the group at social risk..

3. Lack of multidisciplinary 
(intersectoral) teams for 
prompt response in case of 
treatment interruption and 
provision of complex social 
services. Defi ciencies in 
intersectoral logistics, which 
do not provide for other 
types of DOT services, not 
necessarily in conditions 
of ambulatory.

4. Insuffi  cient information 
on the available services 
leads to a low demand. The 
limited access of the socio-
vulnerable people to health 
and social services result in 
late TB detection.

Examination 
of people in 
placement 
centres and 
other places 
they meetg X-
ray control in 
adults and IDR 
Mantoux 2UT for 
children. Training 
of the placement 
centres’ staff  on 
early detection, 
on the screening 
methods 
applicable 
among vulnerable 
groups.

Green Amber 
green

1

Appoint a person 
in charge of TB 
at the level of 
primary health 
facilities, who 
will conduct 
and report 
the activities 
related to TB 
screening of the 
population within 
the socially-
vulnerable groups

Green Amber 
green

2

Ensure alternative 
conditions for 
the treatment 
continuation 
in hospitals, 
specialized 
facilities, 
particularly for 
the homeless 
people, the 
people in 
vulnerable 
families

Green Amber 
green

3
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Interventions/Bottleneck Solutions Impact Feasibility Priority
Ranking

Conduct 
information 
campaigns 
by bringing 
services closer 
to benefi ciaries, 
Publishing of 
information 
materials,
 video and 
audio spots 
about TB.

Amber 
green

Amber 
green

4

Strengthen infection 
control in the specialized 
facilities

Corresponding bottlenecks:

1.Lack of modern 
infrastructure in TB 
specialized clinics 
(insuffi  cient ventilation 
systems and bactericidal 
lamps, which also increases 
the risk of exposing patients 
and staff  to infection)

2. Rationalization of hospital 
care through the patient-
centred approach with 
emphasis on outpatient 
treatment and community 
involvement 

3. Staff  trained 
insuffi  ciently about 
respiratory protection

Modernization 
of infrastructure 
in facilities 
specialized in TB

Green Amber 
green

1

Provision of 
the alternative 
for the patient 
in choosing 
the treatment 
conditions 
and fi nancial 
assurance of 
these alternatives 
by providing 
incentives, 
compensations 
for the patient

Green Amber 
green

2

Train the public 
health, PH, social 
service staff  
and patients 
on infection 
control measures, 
respiratory 
protection. 

Amber 
green

Amber 
green

3
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2E. ACTION PLAN FOR TB

Following the identifi cation and prioriti-
zation of solutions to the bottlenecks the 
action plan was developed, to enable ac-
celeration towards MDG 6 target on TB 
in the short-to-medium terms. Firstly, the 
activities required for the implementation 

of solutions were identifi ed. Then part-
ners and estimated fi nancing needs were 
identifi ed based on consultations with key 
stakeholders. Lastly, a monitoring and eva-
lua tion plan was drafted to enable the gov-
ernment and partners to implement these 
solutions in a timely manner.  

Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

Intervention 1. Ensure the adherence to anti-tuberculosis treatment of the people 
with active TB.
Corresponding Bottleneck: 
1. Lack of psychological, social and other support for patients with active TB undergoing 
treatment.
2. Insuffi  cient capacity and resources to cover all patients and ensure adherence to treatment.
3.Improper incentive scheme for medical staff  involved in TB control activities.
4. The multidisciplinary team working in the regions is trained insuffi  ciently for provision 
of high quality services.
5. Lack of measures aimed at strengthening the partnership with Local Public Authorities 
on TB control.

1. Suffi  cient 
allocation of 
resources for 
continued 
patient 
support 
and follow 
up after 
treatment 
completion

Provide incentives to 
increase adherence 
to treatment, 
providing the 
supplement in the 
form of a check/
voucher ($3) upon 
receiving every dose

Supplement 
provision 
mechanism 

at least 
9 936 000

MoH,

NTCP,

NHIC,

FG,

LPA

Ministry 
of Labour, 
Social 
Protection 
and 
Family, 
local 
authorities

Provide 
reimbursement for  
patients’ travel costs  
to the treatment 
centre, a sum of  2$

at least 
2 592 000

Ensure the support 
aimed at increasing 
adherence to 
treatment, covering 
the additional 
costs incurred 
by the patients 
(documents, 
certifi cates) 

at least 
1 900 000
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

2. Develop a 
performance 
based 
incentives’ 
mechanism 
for the 
medical 
employees 
involved in 
TB control 

Develop an 
incentive 
mechanism for the 
PHC staff  involved in 
TB control activities 

Incentive 
mechanisms for 
the PHC staff  
involved in TB 
control activities 

MoH,

NHIC,

NTCP

Implement 
the system of 
performance-based 
bonus system for 
family physicians for 
the early detection 
of TB in the amount 
of 40 USD

920 000

Implement 
the system of 
performance-based 
bonus system for 
family physicians 
for the completion 
of the TB patient’s 
treatment, the sum, 
of 50 USD

1 472 000

3. Create and 
train the 
multidisci-
plinary teams 
in regions

Develop the 
operating 
regulations for the 
multidisciplinary 
team under 
the local public 
administration in 
cooperation with 
specialized NGOs

Develop job 
descriptions for the 
team members.Train 
the multidisciplinary 
teams

Operate 
regulations
for the 
multidisci-
plinary team

Job descriptions 
for the members 
of the team

Training sessions 

Development of 
manuals, referral 
materials for the 
trainings

Printed materials

40 000 MoH,

NTCP,

MLSP,

local 
authori-
ties
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing 

(estimated, 
USD)

Potential 
partners

Intervention 2. Increase access of social vulnerable patients to TB services
Corresponding Bottleneck: 
1. Lack of screening for TB in placement centres and other places  where socially vulnerable 
people meet. onsibility 
of the primary health facilities in TB control in the regions. 
2. Insuffi  cient training of the primary health staff  leads to the insuffi  cient detection 
in the group at social risk.
3. Lack of multidisciplinary (intersectoral) teams for prompt response in case of treatment 
interruption and provision 
of complex social services. Defi ciencies in intersectoral logistics, which do not provide 
for other types of DOT services, not necessarily in conditions of ambulatory.
4. Insuffi  cient information on the available services leads to a low demand. The limited access 
of the socio-vulnerable people to health and social services result in late TB detection.

1 Examine 
people in 
placement 
centres and 
other public 
settings by 
applying 
X-ray control 
in adults 
and IDR 
Mantoux 2UT 
for children. 
Train the 
placement 
centres’ staff  
on early 
detection, on 
the screening 
methods 
applicable 
among 
vulnerable 
groups.

Train the placement 
centres’ (shelters) 
staff  on early 
detection

Training sessions 
for the placement 
centres’ staff  

Development of 
manuals, referral 
materials for the 
trainings

Printed materials

40 000 MoH,

NTCP,

NHIC,

FG,

SUMP 
(NGO?)

SUMP 
„Nicolae 
Testemi-
ţanu”

Ministry 
of Labour, 
Social 
Protection 
and 
Family 
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

Ensure the 
diff erentiated 
diagnosis of the 
people with clinical 
symptoms of the 
tuberculosis,  using 
modern clinical-
radiology methods

Ensure the radiology 
examination of 
symptomatic 
persons
Ensure advanced 
services for the 
symptomatic 
persons (TC, RMN 
examinations)
Procure mobile 
digital radiology 
equipment

Purchase of 
mobile radiologic 
equipment 
(regional use)

8 368 923

375 000 
for stationary 
X-ray equip-
ment - 2
187 500 are 
required, for 
mobile X-ray 
equipment - 
at least 2

Purchase of 
radiologic fi lm 
for the mobile 
digital radiologic 
equipment

Ensure the creation 
of an electronic data 
basis for the persons 
examined using 
the mobile digital 
equipment

Development 
of a centralized 
electronic 
data basis for 
the persons 
examined using 
the mobile digital 
equipment

 Computer 
equipment 

Website 
development 

Estimated cost 
per soft 60 000 
and annual 
maintenance 
6 000
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

Active detection 
of tuberculosis 
(ensuring radiologic 
examinations) 
within the 
vulnerable groups 
of the population 
– using including 
mobile screening 
teams

Active detection of 
tuberculosis – X-
ray for adults and 
IDR Mantoux 2UT 
for children in the 
vulnerable groups

Develop and 
implement incentive 
mechanisms for 
the staff  of the 
placement centres, 
NGOs, volunteers 
in the TB screening  
activities within 
vulnerable groups

Remuneration 
of the staff  
operating the 
mobile digital 
radiologic 
equipment

Procurement of 
radiologic fi lm 
for the active 
detection of the 
tuberculosis in 
the vulnerable 
groups  

Procuring 
Tuberculin 
and tuberculin 
syringes for 
the active 
detection of the 
tuberculosis in 
children from 
vulnerable 
groups

10 089 090

2 Appoint a 
person in 
charge of 
TB at the 
primary 
health 
care level, 
responsible 
for 
conducting 
TB screening 
among 
socially-
vulnerable 
groups

Develop and 
implement incentive 
mechanisms for the 
primary health care 
staff  involved in TB 
control activities 
implemented  within 
the vulnerable 
groups

Development of 
job descriptions 
and mechanism 
for the 
remuneration 
of the PHC staff  
who will be 
implementing 
and reporting on 
the TB control 
activity among 
the socially-
vulnerable 
groups

MoH,

NTCP,

NHIC,

FG,

SUMP 
„Nicolae 
Testemi-
ţanu”
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

Ensure the 
remuneration of 
the primary health 
care staff , who will 
be implementing 
and reporting the 
TB control activities 
among the socially-
vulnerable groups

91 640

Train the primary 
health care network 
staff  (PHC)

Training sessions 
for the PHC staff 

Development of 
manuals, referral 
materials for the 
trainings

Printed materials

40 000

3 Ensure 
alternative 
conditions 
for the 
treatment 
continuation 
in hospitals, 
specialized 
facilities, 
particularly 
for the 
homeless 
people, and 
people from 
vulnerable 
families

Develop and 
implement a 
new payment 
mechanism for 
inpatient treatment 
from the NHIC 
(government), in 
the specialized 
facilities, particularly 
for the homeless 
persons, persons in 
vulnerable families

Carry out education 
activities among TB 
patients during their 
stay in the hospital

Develop peer-to-
peer support groups 
involving former TB 
patients

Payment 
mechanism 
for inpatient 
treatment, in 
specialized 
facilities, 
particularly for 
the homeless 
persons, persons 
in vulnerable 
families

Flyers, posters 
for the TB 
patients staying 
in hospitals

Creation of   
“peer-to-peer” 
support groups

72 000 MoH,

NTCP,

NHIC,

FG,

Ministry 
of Labour, 
Social 
Protection 
and 
Family, 
local 
authori-
ties
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

Train the health 
care staff  in the 
specialized facilities 
on TB patients 
education activities 
for the period they 
remain in hospital

Create counselling 
groups to increase 
the treatment 
compliance of the 
TB patients: 

Training sessions 
for the medium 
health care staff  
in the specialized 
facilities

Development of 
manuals, referral 
materials for the 
trainings

Printed materials

Intervention 3. Strengthen the infection control in the specialized facilities
Corresponding bottleneck:
1. Lack of modern infrastructure in TB specialized clinics (insuffi  cient ventilation systems 
and bactericidal lamps, which also increases the risk of exposing patients and staff  to 
infection).
2. Rationalization of hospital care through the patient-centred approach with emphasis 
on outpatient treatment and community involvement. 
3. Staff  trained insuffi  ciently about respiratory protection

1 Modernize of 
infrastructure 
in facilities 
specialized 
in TB

Modernize the 
infrastructure in 
facilities specialized 
in TB treatment l: 
purchasing HEPA 
fi lter devices for 
air cleaning in the 
hospital rooms, 
purchasing  UV 
lamps, respirators

Permanent 
maintenance of the 
ventilation systems 
in the specialized 
phtisio-
pneumologic 
and LR facilities

Ensure individual 
infection control 
devices for 
the staff  of the 
specialized phtisio-
pneumologic and LR 
facilities

HEPA fi lter 
devices

Display UV lamps

Equipment for 
the measuring of 
the air fl ow speed

Equipment for 
the measuring of 
the ray intensity  

Individual 
infection 
control means 
(respirators)

Device for the 
respirators’ 
pressurization 
test.

460 800

276 610

1 075 821

MoH,

NTCP,

FG,

WHO
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

2 Provide the 
option for 
the patient to 
choose the 
treatment 
conditions 
and fi nancial 
assurance 
by providing 
incentives, 
compensa-
tions for the 
patient and 
specialist 
supervision

Develop and 
implement the TB 
patient stimulation 
mechanisms aimed 
at increasing the 
compliance with 
treatment

Supplement 
provision 
mechanism

at least 
9 936 000

MoH,

NTCP,

FG,

NHIC

Ensure adherence to 
treatment: food and 
hygienic product 
packages (checks) 
for the patients 
upon receiving 
each dose

at least 
2 592 000

Ensure the 
compliance with the 
treatment: travel 
costs for patients 
for traveling to the 
treatment centre

Ensure adherence 
to treatment, 
by covering the 
additional costs 
incurred by the 
patients 

Ensuring adherence 
to treatment:  
education and 
information 
materials for the 
patients

at least 
1 900 000
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Solutions 
category

Solution 
Description

Perceived needs Solution 
fi nancing (esti-

mated, USD)

Potential 
partners

3 Train the 
public health,  
social service 
staff  and 
patients on 
infection 
control 
measures, 
respiratory 
protection.

Initial and 
refreshment 
training 
of the staff 

Training sessions 

Development of 
manuals, referral 
materials for the 
trainings

Printed materials

40 000 MoH,

FG,

NTCP,

SUMP 
„Nicolae 
Testemi-
tanu”

2F. CONCLUSIONS FOR THE 
TB SEGMENT

Considering the current epidemiologi-
cal situation in Moldova, there is a signifi -
cant risk that MDG 6 target in TB will not 
be achieved by 2015.   Despite all eff orts 
made in  recent years in TB control, Moldo-
va is still among the top 15 countries with a 
high incidence of MDR-TB  in Europe.

The analyses and evidence reveal that 
DOT alone did not prove eff ective in re-
cent years in TB control programmes. The 
broad, multidisciplinary approach, inclu-
sion of the community and local govern-
ment support and involvement of various 
stakeholders will lead to a better quality of 
medical and social support services. This 
approach can also foster a patient centred 
approach that observes the  rights of TB 
patients  and improves the outcomes of 
TB control measures in the country. The 
solutions described above underscore the 
importance of following the epidemic and 
providing fl exible, yet quality services for 
critical population groups. Coordination 

among primary health care professionals, 
TB doctors and specialized facilities as well 
as social services is key. Measures to fi nance 
and support frontline service providers 
working with target groups have also been 
highlighted as a top priority solution. Mol-
dovan civil society should continue to be 
involved in tuberculosis control, and mea-
sures need to be taken to support NGOs 
and frontline services providers that have 
direct access to and work with vulnerable 
populations.

The interventions focused on improving 
the access of socially vulnerable groups to 
TB services, ensuring adherence to anti-tu-
berculosis treatment of people with active 
TB and strengthening infection control in 
TB specialized facilities. All of these were 
considered as the most important things 
to be done in the short- and medium-
terms and each of these interventions 
will help improve the epidemiological 
situation in the country thereby allowing 
for faster progress  towards achieving the 
MDG 6 targets.
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Intervention I “Increase the access of  so-
cially vulnerable groups (migrants, people 
from asylums, homeless people, drug us-
ers, people abusing  alcohol, prisoners 
and former detainees, street children and 
youth, etc.) to TB services” and Intervention 
II “Increase adherence to TB treatment of 
persons with active TB” will help achieve  
a treatment success rate of 78% for new 
cases of pulmonary tuberculosis with 
positive sputum smear and a treatment 
success rate of not less than 60% for multi-
drug-resistant tuberculosis cases by 2015. 
An important solution highlighted here is 
to allow more outpatient treatment of TB 
for eligible patients by reviewing the TB 
hospitalization criteria.

The implementation of intervention III 
“Strengthen the infection control in TB 
specialized facilities” will help reduce the 
global tuberculosis incidence and bring it 
under the level of 90.0 registered cases per 
100,000 people and reduce the prevalence 
of MDR TB.    

Since the country is currently unable to 
cover all costs related to the implementa-
tion of this plan of actions, it is very impor-

tant to attract diff erent donors and part-
ners, based on this action plan which has 
prioritized the most important activities for 
the next 2-5 years. The plan of actions can 
be successfully implemented in Moldova 
if it is supported by all stakeholders - not 
only the Ministry of Health, but also other 
ministries, civil society and development 
partners.  The monitoring plan included 
can help governments and partners assess 
the milestones and the general progress 
in implementing the solutions. The MAF 
Action Plan highlights the importance of 
eff ectively utilizing existing resources (for 
example, through the National Health In-
surance scheme) while seeking additional 
resources through major partners such as 
the European Union and others. The eff ec-
tive allocation of the transitional funding 
mechanism from the Global Fund to Fight 
HIV, Malaria and Tuberculosis to priority 
activities described in this report is also 
crucial.  The United Nations Country Team 
(UNCT), particularly through WHO, UN-
AIDs, UNDP and other organizations, will 
continue to support the country’s eff orts 
to accelerate progress in combating the TB 
epidemic. 
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