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1
MONITORING AND EVALUATION OF THE GF CONSOLIDATED GRANT

Monitoring and evaluation is one of the cornerstones of a country’s response to fighting TB and strengthening health and community systems; it provides the information needed to make evidence-based decisions for program management and improvement, policy formulation, and advocacy. It also generates good-quality data to satisfy accountability requirements. Investing in strengthening a national monitoring and evaluation system is important as it will eventually save resources that may otherwise be spent in inefficient programs or overlapping activities supported by different partners. 
Monitoring and Evaluation (M&E) is a key component of Performance-based Funding (PBF). Through M&E, the programme results at all levels (impact, outcome, output, process and input) are measured to provide the basis for accountability and informed decision-making at both programme and policy level.

A monitoring and evaluation plan (M&E plan) is a systematic and objective approach or process for monitoring project performance toward its objectives over time. An M&E plan is an integral to the planning of a programme design. 

As a planning document, the M&E plan encourages to approach each programme component systematically. During programme execution, it helps the implementer to keep track of the programme’s progress and make adjustments if necessary. It is also a valuable tool for demonstrating the effectiveness and impact of a programme, generating credible and useful information that contributes to learning, improved performance, and accountability. 

An M&E plan focuses on the performance of a programme and examines its implementation plan, inputs, process, outputs, outcomes and impact. The M&E plan addresses the questions like: Did the project take off as planned? What problems and challenges, if any, did it face? Is it being effectively managed? Is it providing planned activities and other outputs in a timely fashion? If not, why? Will the project be able to meet its targets? What are its intermediary effects and impacts? What can be done to improve its performance and impacts? 

M&E system corresponds to the framework of the grant, which aims to achieve a common goal and to perform basic objectives in accordance with the grant components. Each of the components has a certain number of expected outcomes related to the achievement of key objectives and goals of the grant. The system is designed to monitor the achievement of these outcomes and objectives of the grant during its implementation. The M&E system allows for data to be collected, processed and transformed into strategic information (SI) that informs decision-making at all levels of the grant: service delivery, programme management and policy. 

The work plan and budget of the grant contain a detailed description of the activities carried out in order to achieve the expected results; a description of the costs that are planned under each component; the time frame for activities; responsible persons and implementing organisations. Expected results are measured by indicators according to which UNDP reports to the Global Fund. For monitoring these results, the UNDP project has devised a list of indicators focused both on the process and on the results. 

1.1
Link to the National Monitoring and Evaluation

UNDP project M&E plan is closely tied to the National M&E system, which feeds information for overarching project indicators on impact and outcomes. It means that data collection system and indicators on different levels are coinsize with the national M&E system. National M&E plan developed under the strategic national plan for 2017-2021. 
"Tuberculosis-V" programme for 2017-2021 was developed based on Concept of TB service in the Kyrgyz Republic for the years 2008-2016 and results of the previous STPs (I, II, III,IV) in line with National Health Care Reform “Den Sooluk” for 2012-2016. Department of information and statistic of the National centre of phthisiology is an executive body of the national M&E system, which monitors the national strategic plan implementation for 2017-2021. Developed National strategic plan on TB for 2017-2021 in the Kyrgyz Republic also includes national M&E plan.  
Since June 2015 Ministry of Health hired technical specialist on TB who is responsible for coordination and data collection between different M&E units under sub-structures of Ministry of Health: (1) Republican Center for Informatics and Epidemiology (RCIE) under National centre of phthisiology; (2) Republican centre for medical information; (3) State department of sanitary and epidemiological surveillance etc. In line with the M&E strategy, the MoH and Sector Wide Approach Partners convene annual review of the progress made under the programme. National strategic plan and national M&E plan is also indicating the role of 7 regional (oblast) coordinators who are trained in 2015 on using the M&E system and data collection. 
Den-Sooluk programme is focussed on improving the population’s health in four priority areas (Human Immunodeficiency Virus (HIV), Tuberculosis (TB), Cardiovascular Diseases (CVD), Maternal and Child Health (MCH)) and, on removing health system barriers (in public health, individual service delivery, financing, human resources, medicines, and governance) in order to scale up core services and achieve expected health gains. The programme outlined the M&E strategy and plan as well. The M&E strategy for Den Sooluk is built on past achievements of the current M&E system while ensuring that it is fully synergistic with the new paradigm presented in Den Sooluk.      

The Den Sooluk M&E strategy is based on four pillars, which jointly provide a full picture of implementation progress. The four pillars include: 

· M&E indicator package based on routine and annually monitored data, 

· regular coverage studies assessing progress with expanding core services, 

· health system studies ordered by the MoH/Mandatory Health Insurance Fund (MHIF) looking into progress and obstacles in removing key health system barriers, and 

· large scale household and patient surveys

In line with the M&E strategy, the MoH and Sector Wide Approach Partners convene annual review of the progress made under the programme. There is specific TB sub-committee where NCP as the key player in TB submits progress updates and data on key TB indicators. 
Kyrgyzstan’s National TB Control Programme (NTP) for 2017-2021 is a strategic document outlining the policy and priorities of the Ministry of Health (MOH) and the Government of Kyrgyzstan, which is aimed at overcoming the country’s tuberculosis epidemic
The improvement of TB diagnosis and treatment (including drug-resistant forms of TB) in the civilian and prison health care sectors are the priority objectives of the National TB Control Programme. The NTP objectives are the following:
1. To improve the detection of new bacteriologically-confirmed cases of tuberculosis by improving access to rapid diagnostic methods;
2. To improve the treatment success rate for new bacteriologically-confirmed cases of tuberculosis;
3. To provide universal access to treatment for people with drug-resistant forms of tuberculosis;
4. To improve the treatment success rate for people with drug-resistant forms of tuberculosis;
5. To reduce TB mortality among people living with HIV (PLHIV) through the implementation of international guidelines on the diagnosis and treatment of TB/HIV co-infection;
6. To reduce the risk of nosocomial infections in TB organizations (TBO) and strengthen infection control measures at the primary health care level;
7. To implement the phased expansion of outpatient treatment throughout the country;
8. To involve a broad cross-section of society in TB control and raise public awareness.
The NTP is aimed at the early diagnosis and treatment of all population groups, but has a particular focus on the groups most vulnerable to TB infection, including PLHIV, prisoners, migrants, the homeless, people who use drugs and others. The involvement of a broad cross-section of society in TB control will be aimed specifically at improving the access of vulnerable populations to TB diagnosis, treatment, care and support. 
During 2017 CCM jointly with state, non-governmental organizations and international partners developed joint concept note on TB and HIV. The goal of joint concept note is to reduce TB and HIV burden in Kyrgyzstan through ensuring universal access to timely and quality TB diagnosis and ensuring programs sustainability.

The current Concept Note is constructed around three main Objectives, listed below with the 12 key Modules as following:


Objective 1: 
To ensure universal access to timely and quality diagnosis and treatment of all forms of TB including M/XDR-TB



Module 1.1. Multidrug-resistant tuberculosis (MDR-TB)


Objective 2:
To implement evidence-based HIV preventive activities focused primarily on key affected populations and provide treatment, care and support to PLHIV



Module 2.1. Prevention programs for people who inject drugs and their partners



Module 2.2. Prevention programs for sex workers and their clients 



Module 2.3. Prevention programs for MSM



Module 2.4. Prevention programs for prisoners



Module 2.5. Preventing mother-to-child transmission



Module 2.6. Treatment, care and support


Objective 3.
To create enabling environment and ensure program sustainability



Module 3.1. Community systems strengthening 



Module 3.2. Removing legal barriers to access  



Module 3.3. Health information system and M&E



Module 3.4. TB/HIV activities



Module 4.1. Program management
A national TB/HIV steering committee will be supported to strengthen practical aspects of TB/HIV collaboration by developing a roadmap for strengthening TB/HIV control, updating relevant regulations and monitoring of implementation/execution. The committee enrolled government stakeholders from outside health sector as well as relevant non-state actors. The national consultants will assist the committee in the above tasks and will strengthen, monitor and supervise activities, as well as empower M&E groups in TB and HIV programmes to prepare an annual joint report on TB/HIV indicators for screening, diagnosis, treatment and support across the two Programmes, including integration of the information systems. Targeted training activities such as training of TB and HIV service staff in modern approaches and practical aspects of management of HIV-associated TB, and other refresher training for service providers will be co-financed by other donors active in the country (ex. USAID, WHO, UNAIDS, MSF etc.) 

At the same time, there are cross-cutting activities included under other components of the application that address TB/HIV activities, such as laboratory (TB and HIV tests, consumables for Xpert MTB/RIF, culture examination, rapid technics BACTEC and HAIN), anti-TB treatment and ART (provision of drugs included TB/HIV co-infection), NGOs projects etc. As result, the budget for TB/HIV measures exceeds a share of 15% from the total grant as calculated by the modular template. 

2.
INDICATOR DEFINITIONS AND MEASUREMENT

2.1. Indicator Definitions and Measurement

A full list of indicators for monitoring the implementation of the consolidated grant, targets and timelines are reflected in Table 1. UNDP M&E Indicator Framework, Annex A. National M&E Indicator Framework, Annex B. UNDP HIV/TB performance framework.

Since the indicators of the impact and outcome are national indicators and are used by the country to assess the implementation of the state programme and the preparation of country reports

Table 1. UNDP M&E Indicator Framework
	Impact level indicators

	# 
	Outcome indicator
	Baseline

(N# or %)
	Target
	Data source
	Data collection
	Responsible agency

	1
	TB I-3: TB mortality rate (per 100,000 population)
	5,6 (2016) 
	  5,4 (Aug. 2019)

  5,3 (Aug 2020)

  5,2(Aug.2021)


	R&R TB system, yearly management report 
	Annual
	NCP

	2
	TB I-4: RR/MDR-TB prevalence among new TB patients
	27% (2016)
	27% (Aug 2019)

26,5% (Aug 2020)

26,0% (Aug.2021)
	R&R TB system, yearly management report
	Annual 
	NCP

	3
	TБ I-Other: RR/MDR-TB prevalence among previously treated  TB patients: portion of previously treated RR/MDR-TB cases

	60% (2016)
	60% (Aug 2019)

60%( Aug 2020)

60%( Aug.2021)
	R&R TB system, yearly management report
	Annually
	NCP

	4
	TB O-1a: Case notification rate of all forms of TB per 100,000 population - bacteriologically confirmed plus clinically diagnosed, new and relapse cases
	115,2 (2016)
	115 (Aug 2019)

114 (Aug 2020)

113 (Aug.2021)
	R&R TB system, yearly management report
	Annually
	NCP

	5
	TB O-2a: Treatment success rate - all forms of TB
	82% (2015)
	85% (Aug 2019)

85% (Aug 2020)

85% (Aug 2021)
	R&R TB system, yearly management report
	Annually
	NCP

	6
	TB O-4: Treatment success rate of RR/MDR-TB: Percentage of bacteriologically confirmed drug resistant TB cases (RR-TB and/or MDR-TB) successfully treated
	56,2% (2014)
	63% (Aug. 2019 cohort 2015 )

65% (Aug 2020 cohort 2016)

67% (Aug 2021 cohort 2017)
	R&R TB system, yearly management report
	Annually
	NCP

	7
	TB O-5(M): TB treatment coverage: Percentage of new and relapse cases that were notified and treated among the estimated number of incident TB cases in the same year (all form of TB - bacteriologically confirmed plus clinically diagnosed)
	81%

(2016)
	82% (Feb. 2020)

83% (Feb. 2021)

84% (Feb. 2022)
	WHO Global TB report
	Annually
	WHO

	Output indicators

	
	Output indicator
	Baseline

(N# or %)
	Target
	Data source
	Data collection
	Responsible agency

	8
	TCP-1 (M): Number of notified cases of all forms of TB-(i.e. bacteriologically confirmed + clinically diagnosed) Includes new and relapse cases
	7016

(2016)
	3 500 (July – Dec.2018)

3 475 (Jan. - June 2019)

3 450 (July – Dec 2019)

3 425 (Jan. - June 2020)

3 400 (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	9
	TCP-2 (M): Treatment success rate- all forms:  Percentage of all forms of TB cases (bacteriologically confirmed plus clinically diagnosed) successfully treated (cured and treatment completed) among all forms of TB cases registered for treatment during a specified period 

*Includes new and relapse cases
	 82% (2015)
	85% (July – Dec 2018)

 85% (Jan. - June 2019)

85%  (July – Dec 2019)

85% (Jan. - June 2020)

85% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	10
	MDR TB-2: Number of bacteriologically confirmed, drug resistant TB cases (RR-TB and/or MDR-TB) notified
	1236

(2016)
	700 (July – Dec 2018)

 720 (Jan. - June 2019)

 740 (July – Dec 2019)

760 (Jan. - June 2020)

780 (July – Dec 2020)


	Specify- Reports, Surveys, Questionnaires etc.
	Bi-annually
	NCP

	11
	MDR TB-3: Number of cases with drug resistant TB (RR-TB and/or MDR-TB) that began second-line treatment

	1282

(2016)
	700 (July – Dec 2018)

720 (Jan. - June 2019)

740 (July – Dec 2019)

760 (Jan. - June 2020)

780 (July – Dec 2020)

 
	R&R TB system, quarterly reports


	Bi-annually
	NCP

	12
	MDR-TB 7: Percentage of confirmed MDR-TB cases tested for susceptibility to any fluoroquinolone and any second-line injectable drug
	44,6%

2016
	55% (July – Dec 2018)

60% (Jan. - June 2019)
65%  (July – Dec 2019)

70% (Jan. - June 2020)

75% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	13
	MDR-TB 8: Number of cases of XDR TB enrolled on treatment
	67
2016
	42  (July – Dec 2018)

53 (Jan. - June 2019)

53 (July – Dec 2019)

66  (Jan. - June 2020)

66  (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	14
	TB/HIV-5: Percentage of registered new and relapse TB patients with documented HIV status
	88,8%
2016
	90% (July – Dec 2018)

91% (Jan. - June 2019)

92 %  (July – Dec 2019)

93% (Jan. - June 2020)

95% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP


3.
ROUTINE DATA COLLECTION 

This should include a mapping of relevant data flows. Also this section should cover dissemination and use of information products. Descriptions along the following areas should be provided:
· routine data (output indicators) that will be collected and reported routinely from service delivery points (including public health facilities, private health facilities and community level) and other intermediate levels to the national level;

· Data collection and reporting tools data collection and reporting tools (for capturing and reporting data from public health facilities, private health facilities and community level);

· reporting frequency and timeline; and

· information and report flow and feedback mechanisms, including a schematic map of report flow from public health facilities, private health facilities and the community level to the central level.
3.1.
General principles 

This section in the M&E plan describes existing systems in place aimed at collecting data for measuring impact/outcome indicators and programmatic indicators.  Data collection is one of the first steps of the monitoring and evaluation process. The data represent a powerful tool for advocacy, obtaining resources, accounting and reporting, development of programmes and their improvement, matching changes with specific interventions. To optimize data collection, it is necessary to know what data has been collected already by various stakeholders, and to identify gaps existing in the data collection process. Data collected by various organizations (governmental and non-governmental) within the programmes and GF grants is used to set the baseline and targets for M​&E. These are surveillance data, special behaviour and socio-economic studies, financial reports and programme monitoring of other donors and international organizations. Most of the data needed to calculate indicators (primarily indicators of costs and benefits) are obtained from existing sources (accounts of the grant, health statistics and documentation, data of demographic and health surveys). Data obtained from the standardized instruments for health statistics are recorded regularly from year to year based on calendar year. Data collected through the programme activities are collected once every six months in accordance with the programme year. Similarly, data for certain periods of time are submitted with reference to the same date. 

The systematic collection of information is a critical element of the M&E system. Since the programme documentation and reports are the major source of information, there is a need for a clear system for record keeping and for drawing up, submitting and summarizing reports. The recommended frequency of data collection for the project activities of implementing agencies is once a month. Time frame for data collection should be harmonized with the time frame for semi-annual reports of the UNDP project in accordance with the programme year.

3.2.
Data Collection and Reporting Tools


During the implementation of the consolidated grant UNDP uses individual recording forms for each objective of the grant. They are adapted to the specifics of the assistance provided, range of services and the monitoring tools used in the country.
Collection, recording, generalization and analysis of quantitative data describing the clients covered by grant services, as well as other quantitative data (quantitative monitoring of the program) are a fundamental component of the routine monitoring of the grant implementation. 

Process indicators reflecting the implementation of the work plan of the grant will be calculated on bi-annual basis using information provided by implementing agencies to the Project implementation unit, which will use the standard reporting forms. Project Implementation Unit (PIU) will review and collate the information; UNDP will submit this information to the Global Fund and Country Coordinating Mechanism in accordance with the schedule of reporting. Financial statements will be executed in the same way.
Data collection is carried out as follows:

1. Maintaining registration forms and tools (paper and electronic database). 

2. Compliance with the procedures for the transfer of data (information flow) at service delivery points, as well as by implementing agencies of the regional/national level to execution of the PIU. 

3. Regular aggregation and analysis of data in the form of periodic reports (quarterly and bi-annual).

To ensure consistency and comparability of data as well as to reduce errors, the data obtained during work on the grant objective shall be checked using the electorinc database () entered in the spreadsheet Excel (a form of monitoring), which is then stored by M&E specialist of the PIU. 

The project includes high-impact interventions, such as rolling out modern molecular diagnostic technologies (Xpert MTB/RIF) to the lowest service delivery level with the scope of rapid diagnosis of TB and rifampicin resistance, and promotion of outpatient treatment of DR-TB cases instead of hospital treatment, with appropriate adherence support and involvement of civil society and community establishments. It requires more deep involvement of the regional M&E coordinators – data should be collected from different level of health insitutions. 
3.3.
Reporting Schedule and Procedures

Involved health institutions implementing the grant prepares unified reporting report for the sub-recipient organisation or for the grant management group. The report is filled by the 5th of each month following the reporting period. Uniform reporting forms will be used to make the overall process of monitoring and evaluation consistent and comprehensive: quarterly reports of SRs on activities (Annex 3), monthly reports of medical institutions on the number of patients in treatment and medications taken. In order to strengthen the epidemiological surveillance of tuberculosis Ministry of health issued an order №285 on monitoring activities (Annex 21 of the order №670 dated 27 Nov 2013 "On measures to improve TB care to the population of the Kyrgyz Republic").
The reporting forms include the following information:
· Description of the activities under the grants;

· The amount and nature of the funds used;

· A list of all events with a detailed description of costs in accordance with the work plan;

· Narrative report on progress made during the reporting period, indicating all difficulties and necessary technical and other assistance; 

· Information on indicators for the reporting period.



Reports (electronic or paper) are submitted by the grant implementing agencies to SRs who carry out verification of data from all service delivery points, make aggregation of data and submit to field coordinators. Primary data registration forms on the services provided, that are the basis for the preparation of periodic reports, shall be submitted from service delivery points to SRs along with the reports and if necessary, to UNDP. SRs’ M&E coordinators, usually project assistants, verify the data obtained from the implementing agencies (primary documents, reporting forms), as well as prepare an aggregated report on the component for the UNDP.

To ensure consistency, comparability of data, and to reduce the number of errors, the data on the outcomes of the component shall be fixed in the 'Monitoring form' of EXCEL format and stored by the M&E specialist of UNDP. 
The grant management prepares a consolidated Programme Update and Disbursement Request (PUDR) on activities under the grant and submits it to Global Fund, Ministry of Health and the Country Coordinating Mechanism bi-annually. Information is also available to all other stakeholders.
3.4.
Data Collection Methods and Time

Process indicators, which reflect the implementation of the work plan under the grant, will be calculated quarterly based on information provided by sub-recipients to UNDP using templates of standard reports devised on the basis of reports of the final beneficiaries of the grant (implementing agencies). UNDP analyses and consolidates obtained data and sends to GF and CCM within the time specified (once every 6 months). Financial reporting is conducted the same way and in the similar time.

M&E specialist analyses the data for the following items:  

1) matching the actual results of the planned objectives set out in performance framework which is a part of the Grant Agreement;
2) selective re-check of consistency of the primary documentation data;
3) assessment of the quality of services provided on the basis of meetings with programmes’ clients (individual and focus groups);
4) preparation of the next periodic report with updated data on the progress of the grant to the Global Fund.

The frequency of data collection depends on the type of data. Some of them must be collected daily, while others - monthly or quarterly. Recommended frequency of data collection is indicated in the list of indicators for sub-recipients and grants implementing agencies. Beside of the public health facilities in civil sector and with aim of improving inter-sectoral approach and prevention and treatment of TB, joint order are developed and approved by the joint order "On approval of a comprehensive action plan to strengthen inter-agency cooperation for the control of tuberculosis in pre-post release services" had been signed by Ministry of Health (№35 dated 14.02.2013) and State prison system under the Government of the Kyrgyz Republic (№14 from 12.02.2013); Furthermore two extra joint orders: (1) "On approval of the Coordination Council on TB" and "On social support of patients released from prison to the civilian sector". These joint orders also regulate data flow between civilian health sector and medical service under law enforcement structures.
M&E is conducted at various levels (Figure 2. Data Flow). At the primary and secondary level, the results of monitoring should be used for the needs of these organizations, in connection with this, as well as for capacity building it is recommended to aggregate data monthly, quarterly and semi-annually. Information on the implementation of the grant activities and outcomes is to be provided to UNDP by SRs based on reports from the final beneficiaries of the grant (implementing agencies) once every six months. A standardised format has been developed to make it possible to summarize and analyse information for all report documents. SRs submit a consolidated report to UNDP quarterly. If necessary, the primary report documents of the implementing agencies should also be submitted to UNDP for data verification.

UNDP summarizes and analyses data collected by SRs and implementing agencies, and sends PUDR to GF, Local Fund Agent (LFA) and CCM every six months. 

Figure 2. Data Flow
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4.
DATA MANAGEMENT

The procedure for data management occurs at several levels:

1. At the level of service delivery points (primary health care institutions, secondary and third level TB service providers) – the staff of the point shall record all information about a client during an initial contact, as well as all consumables and services provided to the client during each contact. The data are summarized in the form of periodic reports in accordance with the agreed indicators. Local health facilities involved in TB treatment report to the regional TB facilities on a quarterly basis, using uniform reporting forms;
2. At the level of the regional implementing agencies (sub-sub-recipients of grant funds) – the reports of service delivery points shall be verified, summarized and submitted to the sub-recipient and M&E coordinator. Specialists of the regional TB facilities check and analyze the data received from the local TB hospitals and cabinets, as well as submit a quarterly report on cohort analysis to the National Centre of Phthisiology (NCP);
3. M&E coordinator – shall verify all data received from the organisations involved in implementing the component, prepare an aggregated report on the component in accordance with the agreed indicators of the component and submits it to M&E specialist of UNDP. The NCP examines and analyzes the data obtained from all the regional TB facilities, provides a cohort analysis at a national level and submits a report to the Ministry of Health;
4. M&E specialist of UNDP – rechecks the data, analyses the achievement of planned objectives, and prepares a report on the implementation of the grant to the Global Fund, the Ministry of Health and other interested organisations. UNDP disseminates information on the results achieved among all grant implementing agencies in order to improve the performance of the grant, to improve the quality of provided services and monitoring system. 
Republican Center for Informatics and Epidemiology (RCIE) under National centre of phthisiology (NCP) which is responsible for M&E has the following personnel:  

1. Head of RCIE
2. Deputy Head of Department of RCIE, who is designated focal person for internal evaluations/operational research. 

3. Deputy Head of Scientific Department of RCIE, who is designated focal person for studying epidemiological trends, impact data, modeling.

4. Physician-Coordinator for M&E
5. Physician-Coordinator for DR-TB
6. Physician-Coordinator for drug management 

7. Medical Statistician 

8. PC Operator. 

These staff members are responsible for data collection, transfer, verification of statistical data, provide quality of data entered into the national database, and prepare program reports, provide other tasks on M&E program and TB treatment (including MDR TB).  
In order to ensure the quality of the data standard procedures for reporting, including unified forms to record, summarising and analysing the data was developed, standardised methods for calculating and obtaining performance indicators under the grant to be used by all organizations involved in the implementation of the grant were also developed and disseminated. The grant staff are periodically trained, methodological material on M&E is distributed. The monitoring process is a complex and continuous. Monitoring visits and analysis of the reports of grant funds recipients are used for these purposes. Evaluation of the accuracy of information submitted by an organisation can also be carried out by direct surveys of the grant clients.

Internal monitoring and evaluation - Data quality control carried out by monitoring and evaluation specialist of UNDP, component coordinators, independent consultants as well as by the National Coordinator of the grant. Mechanism to ensure quality and reliability of the information also provides:  this work is carried out by UNDP program staff (UNDP Program Specialist, Grant Manager, M&E Specialist, GIU GFATM/UNDP staff). SRs submit information to the GIU about implementation of grant activities and their results in the form of a single quarterly reporting (Annex 3) at the end of the reporting period.  

· assessment of the capacity of the recipients of grant funds on monitoring and evaluation;

· monitoring visits;

· triangulation of data for program monitoring (quantitative and qualitative indicators);

· technical assistance to carry out M&E by UNDP. 

UNDP is providing technical assistance to grant implementing agencies and sub-recipients and their partners on introducing the M&E principles, creating and supporting the M&E system. Training courses on the proper use of methods and practices of M&E, proper recording and reporting are conducted for employees of the organizations that implement the grants.
Clinical Protocol "Infection control of TB in primary health care organizations» was developed and approved by order of the Ministry of Health, including instructions application#22; MOH order №670 "On measures to improving TB care to the population of the Kyrgyz Republic". Training on usage of new guidelines had been conducted in 2014 and implementation has started as well.
Each organisation receiving funds from the Global Fund should have the employee (coordinator) responsible for gathering necessary information and development of reports for M&E specialist of UNDP. M&E coordinators collect all reports from respective implementing agencies, complementing them with information regarding actual activities of the sub-recipient under this component.
The country decided to introduce an electronic database of patients TB. As a part of GF grant project “HOPE” developed electronic client registration database (HMIS). By now work upon the main unit had been completed and implementation at the district level throughout the country is planned in 2017-2018. 2 components on laboratory and drug management were deloped for electronic  HMIS. Full implementation of the electronic database will provide enhanced monitoring of NSP.

There is a functioning electronic TB epidemiological surveillance system in penitentiary system and it’s planned to unify the platforms with the civil sector for the merging of data and integration to the joint system with a central registry of TB. 
5.
PROGRAMME REVIEWS, EVALUATIONS, AND SURVEYS 

Evaluation is a set of activities designed to determine the value or merits of a separate programme, project or intervention. This means that the particular results or outcomes can be attributed directly to a specific intervention. In other words, evaluation is a systematic study of the situation, the implementation process of the programme or its results in order to develop a new programme, recommendations for improvement of the work, to assess the programme effectiveness and efficiency. There are three main types of evaluation: evaluation of a situation, evaluation of the process and evaluation of the impact. 

· Evaluation of the situation is carried out before the intervention in order to develop the project meeting the needs of a target group;

· Evaluation of the process is carried out in the course of the programme implementation in order to correct it and to improve its impact;

· Evaluation of the impact is carried out after the completion of the programme (component) or some time later. It shows how the intervention programme has achieved its goals. 
Evaluation of the effectiveness of implemented programmes should be carried out in different directions:

· evaluation of the process (programme content, the scope of its coverage, quality and completeness of the realization);

· evaluation of the results and outcomes (what concrete results have been obtained and the causal connection with the on going interventions);

· evaluation of the impact (to which global changes have led the set of all activities on TB – DR TB control).

5.1.
Assessment of M&E capacity of organisations

UNDP provides technical assistance to implementing agencies and sub-recipients and their partners in implementing, creating and supporting M&E system. UNDP conducts an assessment of all sub-recipients within the grant, including the identification of their capacity in M&E. Such an assessment is carried out as part of the capacity assessment procedure before signing the grant agreement or after its signing. Assessment is based on the following criteria: 

· The presence of a special position to implement and/or responsible officer of the programme having appropriate responsibilities to carry out M&E; 

· Preparation of regular reports on activities and accomplishments of the grant;

· Previous report on M&E;

· The use of standard indicators in the periodic monitoring of the grant implementation;

· Using the results of monitoring (periodic reports on the activities and performance of the grant, the availability of database, periodic publications, and bulletins on the activities of the grant);

· The use of modern techniques of monitoring and approved documents. 

In regards to the sub-recipients UNDP analyses reports on monitoring visits of the organizations, independent experts, and the availability of an adequate system for data collection and reporting, appropriate staff assistance in order to verify the accuracy and reliability of data collected. 
5.2.
External evaluation

External evaluation and supervision is carried out by the Country Coordinating Mechanism (CCM). Also an independent external evaluation is carried out by independent experts (UNDP, WHO, UNAIDS and others). UNDP on an annual basis, as well as on demand of CCM, submits reports on the progress of the project for the discussion at meetings of CCM.

Joint Annual Reviews (JARs). A health system monitoring instrument was first developed in 2002, and continuously revised to match new sector programs. The annual preparation of the instrument has been institutionalized in the MOH, in the Department of Strategic Planning and Health Reforms which is responsible for its preparation and presentation at the joint annual reviews. In addition, health system studies on various topics are conducted. An annual work plan of studies is developed by the MOH. Findings of sector monitoring and policy studies are channeled to the policy development process and to sector dialogue and coordination primarily through the JAR´s.    

M&E strategy for Den Sooluk is built on past achievements of the current M&E system while ensuring that it is fully synergistic with the new paradigm presented in Den Sooluk. Key objectives of Den Sooluk Program are to improve population health in four priority areas including TB and remove health system barriers (in public health, individual service delivery, financing, human resources, medicines, and governance) in order to scale up core services and achieve expected health gains. The last JAR took place in November 2015.      

Mid-term Evaluation of the “Tuberculosis-V” programme for 2017- 2021. The in-depth evaluation of the national strategic plan was conducted in 2017 and the WHO Regional Office for Europe conducted an analysis of the epidemiological impact of TB and the medium-term overview assessment of prevention, control and treatment of tuberculosis in Kyrgyzstan (July 2017). The main conclusions and recommendations of the WHO on the results of the review scores were submitted to the Ministry of Health and taken into account in the development of the National Strategic Plan to fight tuberculosis in the 2017-2021.
Final evaluation of the National Strategic Plan to fight tuberculosis in the 2017-2021. 
It will evaluate the effectiveness, efficiency and impact of the programme. Identify gaps and lessons learnt and provide recommendations for the development of a new National TB Programme. 
5.3.
Research and studies

As part of the consolidated grant a series of evaluations and studies have been conducted to assess the project implementation progress, to identify problem areas and evaluate the effectiveness, including quality of the activities and services, and for the purposes of the National M&E system.
WHO office in 2014 conducted in-depth evaluation of the NSP on TB and before the programme review, an epidemiological review was conducted to assess the burden of TB in the country and evaluate the functionality of the TB recording and reporting system. The review team comprised 10 international experts including GLC, the Global Drug Facility (GDF) and observers from the Global Fund. All relevant technical reports, clinical protocols and guidelines, regulatory and national strategic documents, surveillance and epidemiological data were reviewed. The team visited inpatient and outpatient treatment facilities, laboratories, family medicine centres and paediatric hospitals in Bishkek City and Chui, Jalal-Abad and Osh oblasts. The team interviewed oblast (regional) TB coordinators, TB physicians, health-care staff and directors of medical facilities.
The key findings are:
· Political commitment demonstrated by the latest and updated documents on national policy (first of all - "Den Sooluk") shows the importance of the issue of prevention and control of TB in the whole country. 

· Diagnosis and treatment of TB and MDR-TB are carried out in accordance with WHO recommendations, including the restructuring of TB service and prioritization of patient treatment and care.

· A full set of modern forms for registration and reporting of TB cases has been developed in accordance with international standards.

· In the last two years due to funding from the Global Fund and other foreign donors have provided an uninterrupted supply of high-quality anti-TB drugs and medicines for the treatment of adverse reactions.

· Implementation of TB prevention programs is largely dependent on international donors including the GF. For example the share of national budget funding for prevention and control of TB in 2013 was less than 40%.

· The current level of funding is insufficient to STP the full implementation of measures on prevention and control of MDR-TB treatment and support of all MDR-TB patients.

· Despite the fact that the Mandatory Health Insurance Fund (HIF) has a huge database of health care financing, detailed and accessible information on the financing of measures to control TB is missing, though its presence would receive and spend funds more effectively.

· High levels of drug-resistant forms of TB: the total number of detected MDR-TB cases increased from 806 in 2011 up to 1236 in 2016.
· Not all the institutions providing primary health care, ready to be equally to the treatment of ambulatory patients with TB. There are real opportunities for better planning and implementation of appropriate incentives to strengthen cooperation with TB services.

Several health facility assessments had been conducted in different aspects: waste management in health facilities (UNDP, 2015, attached); The External Quality Assurance (EQA) program has been introduced to improve quality of TB laboratory services.

The External Quality Assurance (EQA) program has been introduced to improve quality of TB laboratory services (as of Dec 2013, 79% of monitored laboratories achieved satisfactory EQA performance). The National reference Laboratory has implemented standard operating procedures for all analytical tests and procedures, equipment and the main managerial processes, such as procurement, stock-keeping and staff management. It successfully passed the 2013 external quality assessment, resulting in certification of microscopy and DST for first-line and second-line drugs. The head of the National reference Laboratory is highly motivated to develop the quality management system further and to bring it to accreditation according to the International Organization for Standardization standard ISO 15189:2013. For this purpose, a quality management commissioner has been identified to work closely with the supranational reference laboratory partner to develop the quality management system further and close the existing gaps.
6.
DATA QUALITY ASSURANCE MECHANISMS AND RELATED SUPPORTIVE SUPERVISION  

6.1.
Data Quality Assurance

Management decisions are made on the basis of the collected information from programme staff and implementing agencies. It is therefore extremely important that the information provided to management is of high quality, accuracy and reliability. 

Particular attention should be paid to these issues at the beginning of systematic data collection in accordance with the indicators. Quality control of the monitoring can be carried out by experts in the field of research, by M&E specialist of UNDP, a coordinator of the HIV component or by independent consultants. The monitoring process is a complex and continuous. Monitoring visits and analysis of the reports of grant funds recipients are widely used for these purposes. 

Evaluation of the accuracy of information submitted by the organizations can be carried out by direct surveys of the grant clients (individual and focus groups). Mechanism to ensure quality and reliability of the information also provides: 

· assessment of the capacity of the grant funds recipients for M&E;

· monitoring visits;

· technical assistance by UNDP to carry out monitoring and evaluation. 

6.2.
Assessment of the capacity of the grant funds recipients for M&E

UNDP will evaluate all sub-recipients (SRs) in the framework of the grant to assess their capabilities and capacity. Such an assessment will be made as part of the capacity assessment before signing the grant agreement or after its signing. The following issues for evaluation are suggested: 

· Availability of staff with specific responsibilities for conducting M&E; 

· Experience in the preparation of regular reports on the results and accomplishments of the grant;

· Quality of previous reports on M&E;

· Use of standard indicators in the periodic monitoring of the grant;

· Use of monitoring results (regular reports on grant activities and performance, availability of databases, periodicals, newsletters on grant activities).

· Use of modern methods of monitoring, including the resources of information and communication technologies. 

With regard to sub-recipients it is necessary to analyze the reports on the monitoring visits of SRs staff, independent experts, and availability of the appropriate system for data collection and reporting, and related human resources required to verify the accuracy and compliance of the data collected. 

6.3.
Monitoring visits 

Monitoring and evaluation visits are an integral part of the grant activity on M&E.

The algorithm of monitoring visits includes several phases:

1. Preparatory: selection of indicators, verification of activities and timelines; collection of reports on the program for these periods and reports on previous monitoring visits. 
2. Visiting the organization to be monitored: evaluation of the data recording system, the procedure for collection and compilation of data (if the organization has multiple service delivery points), as well as procedures for analysis of the information; review of how the accounting and reporting forms are stored and whether data of primary documents correspond to the reports; review of progress in achieving the planned indicators and recommendations of previous monitoring visits.

3. Visiting the service delivery point: evaluation of the system and the practice of recording data, validation of data related to reporting indicators based on primary sources of such data (the number of people covered, materials distributed, counseling sessions, etc.); evaluation of skills and knowledge acquired by staff, availability of handouts; needs and difficulties discussed with staff. Meeting with clients is organized to gather information about the quality of services provided, as well as the needs for services and assistance. 
The frequency of monitoring visits depends on the experience of implementing organization, the results of previous monitoring visits for the same purpose, the quality of the reports submitted and achievement of the planned indicators. It is recommended to visit the organizations that are new sub-recipients of grant resources and face challenges in implementing the grant, at least once every three months. Other organizations may be visited every six months.  

Technical assistance by UNDP to carry out monitoring and evaluation. 

Grant Implementation Unit provides technical assistance to implementing agencies, SRs and its partners so that they can implement the principles of monitoring and evaluation as well as establish and maintain a system of monitoring and evaluation. Training for employees of the organization that runs the grant is held so that they can correctly apply the methods and principles of monitoring and evaluation, as well as adequately maintain records and prepare reports. 

6.3.
Data Analysis and Use of Reporting Data

Analysis of collected data should be carried out by the organization that was responsible for their collection. It is best if the analysis is conducted at the lowest level since such information will be used for local planning and management. 
Program monitoring and evaluation system is effective only if it is used for the evaluation of the programme activities in order to make managerial decisions. M&E system should identify how the grant activities and interventions meet the overall expected results, as well as the goals and objectives of the grant.

The reports’ data is used to: 

· prepare the external reporting of UNDP for the Global Fund through the use of standardized indicators that correspond to the information needs of donor;

· assess the activities by comparing planned and actual results;

· assess compliance of costs and activities with the process of achieving the goals of the Global Fund grant;

· conduct a formal recording and registration of the status of the grant implementation, informing in detail the stakeholders about what kind of activities have been implemented, and how many people have received the support, what has been spent;

· inform the staff of the implementing organisations and sub-recipients regarding the current status of costs and activities funded by the GF;

· inform national partners in order to assess the effectiveness of national strategies, their planning and preparation of country reports on HIV control.

7.
M&E COORDINATION 

All partners and stakeholders irrespectively of the form of ownership and affiliation should coordinate their programmes’ and projects’ M&E plans with the national M&E plan. The technical leadership, coordination and cooperation assurance of M&E activities with all partners and stakeholders lies with CCM.

M&E of UNDP GF grant is fully in-line with the National M&E System. UNDP coordinates the collection and analysis of data pertaining to the GF grant from its SRs (NCP, Project HOPE) with NCP, consolidates data in PUDRs and submits them to GF and CCM every 6 months.

The government of the Kyrgyz Republic uses the National M&E System for its reporting and decision making at the policy level. Improving the diagnosis and treatment of tuberculosis (including multidrug-resistant TB) in the civilian and prison health sector is priority objectives of the National Strategic Plan. It focuses on 8 priority tasks. CCM and PR are playing crucial role in coordinating strategic investments and programming across the national disease program. Technical guidance, coordination as well as cooperation with all participants carried by CCM and its technical committees. Furthermore CCM and PR are leading the process of synchronizing joint work plan for TB and HIV; defining indicators and developing a scheme for the exchange of data and mechanisms for cross-checking.
All local government administrative bodies, TB centres and public health institutions have their own plans on the implementation of the National stretgic plan including M&E. 
Every year during the joint annual review all stakeholders are discussing M&E plan and progress in implementation of surveys, surveillance reports, operational research, data quality findings etc.
8.
 CAPACITY BUILDING

UNDP provides technical assistance to implementing agencies and sub-recipients and their partners in implementing, creating and supporting M&E system. UNDP conducts an assessment of all sub-recipients within the grant, including the identification of their capacity in M&E. Such an assessment is carried out as part of the capacity assessment procedure before signing the grant agreement or after its signing. Assessment is based on the following criteria: 

· The presence of a special position to implement and/or responsible officer of the programme having appropriate responsibilities to carry out M&E; 

· Preparation of regular reports on activities and accomplishments of the grant;

· Previous report on M&E;

· The use of standard indicators in the periodic monitoring of the grant implementation;

· Using the results of monitoring (periodic reports on the activities and performance of the grant, the availability of database, periodic publications, and bulletins on the activities of the grant);

· The use of modern techniques of monitoring and approved documents. 

In regards to the sub-recipients UNDP analyses reports on monitoring visits of the organizations, independent experts, and the availability of an adequate system for data collection and reporting, appropriate staff assistance in order to verify the accuracy and reliability of data collected. 
9. 
M&E WORK PLAN AND BUDGET

UNDP has budgeted funds for M&E activities under GF grant for 2018-2020 which can be clarified by the M&E specialist on annual basis. The draft work plan with detailed description of activities and costs could be found in Annex C (budget from concept note).  
10.
 INFORMATION PRODUCTS, DISSEMINATION AND USE

UNDP GF grant project M&E is based on full utilization of the data. The strategy for using and disseminating data contains a system for regular dissemination of information to GF, CCM, MoH, NCP, the public and all other interested parties.

UNDP publishes results of all evaluations and studies it commissions. 
Annex A. UNDP GF Perfomance Framework, 2018-2020
	Impact level indicators

	# 
	Outcome indicator
	Baseline

(N# or %)
	Target
	Data source
	Data collection
	Responsible agency

	1
	TB I-3: TB mortality rate (per 100,000 population)
	5,6 (2016) 
	5,4 (Aug. 2019)

  5,3 (Aug 2020)

  5,2(Aug.2021)


	R&R TB system, yearly management report 
	Annual
	NCP

	2
	TB I-4: RR/MDR-TB prevalence among new TB patients
	27% (2016)
	27% (Aug 2019)

26,5% (Aug 2020)

26,0% (Aug.2021)
	R&R TB system, yearly management report
	Annual 
	NCP

	3
	TБ I-Other: RR/MDR-TB prevalence among previously treated TB patients: portion of previously treated TB patients with RR/MDR-TB

	60% (2016)
	60% (Aug 2019)

60%( Aug 2020)

60%( Aug.2021)
	R&R TB system, yearly management report
	Annually
	NCP

	4
	TB O-1a: Case notification rate of all forms of TB per 100,000 population - bacteriologically confirmed plus clinically diagnosed, new and relapse cases
	115,2 (2016)
	115 (Aug 2019)

114 (Aug 2020)

113 (Aug.2021)
	R&R TB system, yearly management report
	Annually
	NCP

	5
	TB O-2a: Treatment success rate - all forms of TB
	82% (2015)
	85% (Aug 2019)

85% (Aug 2020)

85% (Aug 2021)
	R&R TB system, yearly management report
	Annually
	NCP

	6
	TB O-4: Treatment success rate of RR/MDR-TB: Percentage of bacteriologically confirmed drug resistant TB cases (RR/ MDR-TB) successfully treated
	56,2% (2014)
	63% (Aug. 2019 cohort 2015 )

65% (Aug 2020 cohort 2016)

67% (Aug 2021 cohort 2017)
	R&R TB system, yearly management report
	Annually
	NCP

	7
	TB O-5(M): TB treatment coverage: Percentage of new and relapse cases that were notified and treated among the estimated number of incident TB cases in the same year (all form of TB - bacteriologically confirmed plus clinically diagnosed)
	81%

(2016)
	82% (Feb. 2020)

83% (Feb. 2021)

84% (Feb. 2022)
	WHO Global TB report
	Annually
	WHO

	Output  indicators

	
	Output indicator
	Baseline

(N# or %)
	Target
	Data source
	Data collection
	Responsible agency

	8
	TCP-1 (M): Number of notified cases of all forms of TB-(i.e. bacteriologically confirmed + clinically diagnosed) Includes new and relapse cases
	  7016

(2016)
	3 500 (July – Dec.2018)

3 475 (Jan. - June 2019)

3 450 (July – Dec 2019)

3 425 (Jan. - June 2020)

3 400 (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	9
	TCP-2 (M): Treatment success rate- all forms:  Percentage of all forms of TB cases (bacteriologically confirmed plus clinically diagnosed) successfully treated (cured plus treatment completed) among all forms of TB cases registered for treatment during a specified period 

*Includes new and relapse cases
	82% (2015)
	85% (July – Dec 2018)

 85% (Jan. - June 2019)

85%  (July – Dec 2019)

85% (Jan. - June 2020)

85% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	10
	MDR TB-2: Number of bacteriologically confirmed, drug resistant TB cases (RR-TB and/or MDR-TB) notified
	 1236

(2016)
	700 (July – Dec 2018)

 720 (Jan. - June 2019)

 740 (July – Dec 2019)

760 (Jan. - June 2020)

780 (July – Dec 2020)


	Specify- Reports, Surveys, Questionnaires etc.
	Bi-annually
	NCP

	11
	MDR TB-3: Number of cases with drug resistant TB (RR-TB and/or MDR-TB) that began second-line treatment

	1282

(2016)
	700 (July – Dec 2018)

720 (Jan. - June 2019)

740 (July – Dec 2019)

760 (Jan. - June 2020)

780 (July – Dec 2020)

 
	R&R TB system, quarterly reports


	Bi-annually
	NCP

	12
	MDR-TB 7: Percentage of confirmed MDR-TB cases tested for susceptibility to any fluoroquinolone and any second-line injectable drug
	44,6%

2016
	55% (July – Dec 2018)

60% (Jan. - June 2019)
65%  (July – Dec 2019)

70% (Jan. - June 2020)

75% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	13
	MDR-TB 8: Number of cases of XDR TB enrolled on treatment
	  67

2016
	42  (July – Dec 2018)

53 (Jan. - June 2019)

53 (July – Dec 2019)

66  (Jan. - June 2020)

66  (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP

	14
	TB/HIV-5: Percentage of registered new and relapse TB patients with documented HIV status
	88,8%

2016
	90% (July – Dec 2018)

91% (Jan. - June 2019)

92 %  (July – Dec 2019)

93% (Jan. - June 2020)

95% (July – Dec 2020)


	R&R TB system, quarterly reports


	Bi-annually
	NCP


ANNEX B: Indicators’ Reference Tables 

I. Indicators of impact.

Indicators #1: TB I-3 TB mortality rate (per 100,000 population) 
(M&E indicator guidance – TB I-3)  
Note: 
	TARGET:
	Number of deads from TB during the year per 100,000 population.

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	Annual WHO Global Report on TB control/the National TB center data

	METHOD OF MEASUREMENT:
	Annual report “Global Fight with TB: Epidemical Surveillance, Planning, Financing” (WHO Report)  

	Numerator:
	Number of deaths caused by TB

(all forms) in HIV-negative people per year, according  to the ICD10 definition

	Denominator:
	Number of people in the population

	Note:
	In countries where direct measurements of TB mortality through a nationwide vital registration system or a sample vital registration system are not available, indirect estimates of mortality are derived from estimates of incidence and case fatality. These indirect estimates have wide range of uncertainty.

	Process
	


INTERPRETATION 

TB deaths among HIV-positive people are classfied as HIV deaths in ICD-10. WHO recommends measuring TB deaths using a national vital registration system in which the causes of death are coded using the ICD-10. WHO also recommends that, where vital registration systems are weak or not yet developed, sample vital registration be used as an interim source for the reliable measurement of deaths, including deaths from TB.

The target value for the TB mortality rate is aligned with the NCP 2017-2020. The methodology of the measurement of the mortality rate refers to system of the nationwide vital registration.
Indicator #2: TB I-4 MDR-TB prevalence among new TB patients
 (M&E indicator guidance – TB I-4)  
Note: National indicator 

	TARGET:
	Measuring progress in reducing MDR-TB prevalence among new TB patients

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	Drug Resistance Surveillance system based on routine DST of all TB patients 

	METHOD OF MEASUREMENT:
	This indicator is calculated using data on the results of MDR-TB testing among new TB patients.

	Numerator:
	Number of new TB cases with RR-TB and/or MDR-TB x 100

	Denominator:
	Total number of new TB cases with DST results/ Xpert result

	Note:
	Extrapulmonary resistant cases are not included.
Special epidemiological surveys of representative samples of patients (DRS survey- every 5-8 years). Special surveys still represent the most common approach to investigating the burden of drug resistance in resource-limited settings where routine DST is not accessible to all TB patients.

	Process
	Continuous surveillance for MDR-TB, based on routine DST of TB patients and systematic collection, collation and analysis of data, is the most effective approach to monitor trends in drug resistance over time.
Although diagnostic and treatment programmes for drug-resistant TB are based on a range of strategies, in vitro DST plays a key role in all of these. As a minimum, laboratory capacity to reliably detect first line drug resistance is a prerequisite.



INTERPRETATION 

The data reporting tool for this indicator relates to the quarterly TB 06 form, (Table 3).
ADDITIONAL INFORMATION 

Kyrgyzstan is among the 27 high multidrug-resistant (MDR) TB burden countries in the world. Currently the main sources of infection transmission in the community are undefined TB cases including late diagnosis and those being diagnosed as having MDR-TB, but not being treated due to current constraints in second line TB Drugs. In addition, a poor infection control (IC) measures within the health care facilities add to the burden of disease transmission. This is especially of concern in the hospital sector as duration of hospitalization is long and IC measures are poor, increasing the chance of re-infections.
Indicator #3: TB I-4 MDR-TB prevalence among repeatedly treated TB patients
Note: National indicator 

	TARGET:
	TB I-4 MDR-TB prevalence among repeatedly treated TB patients

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	Drug Resistance Surveillance system based on routine DST of all TB patients

	TARGET:
	This indicator is calculated using data on the results of MDR-TB testing among repeatedly treated TB patients.

	NUMERATOR:
	Number of new TB cases with RR-TB and/or MDR-TB x 100

	Denominator:
	Total number of repeatedly treated TB cases with DST results/ Xpert result

	Note:
	Extrapulmonary resistant cases are not included.
Special epidemiological surveys of representative samples of patients (DRS survey- every 5-8 years). Special surveys still represent the most common approach to investigating the burden of drug resistance in resource-limited settings where routine DST is not accessible to all TB patients.

	Process
	Continuous surveillance for MDR-TB, based on routine DST of TB patients and systematic collection, collation and analysis of data, is the most effective approach to monitor trends in drug resistance over time.
Although diagnostic and treatment programmes for drug-resistant TB are based on a range of strategies, in vitro DST plays a key role in all of these. As a minimum, laboratory capacity to reliably detect first line drug resistance is a prerequisite.



INTERPRETATION 

ADDITIONAL INFORMATION 

This indicator was not monitored during the previous grant. This is a new indicator for the program. 

Indicator # 4: TB O-1a: Case notification rate of all forms of TB per 100,000 population - bacteriologically confirmed plus clinically diagnosed, new and relapse cases. 
Note: 
	TARGET:
	Assessing the trend of TB 

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	TB register, R&R TB system, yearly management report

	METHOD OF MEASUREMENT:
	The period of assessment is 12 calendar months, usually counted from January to end December, and referred to as an annual cohort.   

	Numerator:
	Number of all forms of TB cases (i.e. bacteriologically confirmed plus clinically diagnosed) reported [in a specified area] to the national health authority in the past year (new and relapse)

	Denominator:
	Total population in the specified area/country

	Note:
	Indicator refers to civil and prison sectors                                       

The targets were set based on the trend analysis and taking into account practically flat trends, which were observed during the previous years                                              

Indicator refers to the  Number of all forms of TB cases (bacteriologically confirmed plus clinically diagnosed, new and relapses) reported to the national health authority during the specified period of time.      

	Process
	It refers to all forms of TB cases that are bacteriologically confirmed or clinically diagnosed with active TB by a clinician. 

It includes- new and relapse cases that are- 

(1) smear and/or culture positive; or smear positive/culture negative

(2) smear and/or culture negative; 

(3) smear unknown/not done; 

(4) Positive by WHO-recommended rapid molecular diagnostics (e.g. Xpert MTB/RIF); 

(5) extra-pulmonary cases confirmed by WRD; 

(6) cases confirmed on the basis of X-Ray abnormalities or suggestive histology; 

It does not include- retreatment cases such as-

(1) treatment after failure patients; 

(2) treatment after loss to follow-up (previously known as 'treatment after default')

(3) other retreatment cases


INTERPRETATION 

The baseline source: WHO Global TB report 2016    
ADDITIONAL INFORMATION 

The indicator was not monitored during the previous grant, it is new indicator for the program        

Indicator # 5: TB O-2a: Treatment success rate - all forms of TB.  
Note: 
	TARGET:
	Assessing the trend of TB 

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	TB register, R&R TB system, yearly management report

	METHOD OF MEASUREMENT:
	The period of assessment is 12 calendar months 

	Numerator:
	Number of all forms of TB cases ( bacteriologically confirmed plus clinically diagnosed, new and relapses) in a specified period who subsequently were successfully treated ( cured plus treatment completed)

	Denominator:
	Total number of all forms of TB cases ( bacteriologically confirmed plus clinically diagnosed)  registered for treatment in the same period.

	Note:
	This indicator was not monitored during the previous grant.

	Process
	Number of all forms of TB cases refers to all forms of TB cases that are bacteriologically confirmed or clinically diagnosed with active TB by a clinician. 

It includes- new and relapse cases that are- 

(1) smear and/or culture positive; or smear positive/culture negative

(2) smear and/or culture negative; 

(3) smear unknown/not done; 

(4) Positive by WHO-recommended rapid molecular diagnostics (e.g. Xpert MTB/RIF); 

(5) extra-pulmonary cases confirmed by WRD; 

(6) cases confirmed on the basis of X-Ray abnormalities or suggestive histology; 


INTERPRETATION 

The baseline includes the results for new cases only, the consolidated data for new and relapses is not available.   
ADDITIONAL INFORMATION 

The indicator was not monitored during the previous grant, it is new indicator for the program        
II. Indicators of outcome.

Indicator # 6: TB O-4 Treatment success rate of MDR-TB: Percentage of bacteriologically confirmed drug resistant TB cases (RR-TB and/or MDR-TB) successfully treated.  
Note: Percentage of bacteriologically-confirmed RR and/or MDR-TB cases successfully treated (cured plus completed treatment) among those enrolled on second-line anti-TB treatment during the year of assessment.
	TARGET:
	Evaluation of succeful treatment of new MDR-TB  cases to identify the quality and effectiveness of DOTS + Program.

	FREQUENCY OF DATA COLLECTION.
	Annually

	MEASUREMENT TOOL:
	Second-line TB treatment register, i.e. 

TB 08U “Quarterly report on the preliminary results of chemotherapy after 6 months treatment of chemotherapy”, TB09U "Quarterly report on the results of chemotherapy for MDR-TB cases registered 24-36 months ago"

	METHOD OF MEASUREMENT:
	The period of assessment is 12 calendar months, usually counted from January to end December, and referred to as an annual cohort.  All patients registered and starting treatment during this period are included in the calculation.  

	Numerator:
	Number of bacteriologically-confirmed RR and/or MDR-TB cases enrolled on second-line anti-TB treatment during the year

of assessment who are successfully treated (cured plus completed treatment)

	Denominator:
	Total number of bacteriologically-confirmed RR TB and/or MDR-TB cases enrolled on second-line anti-TB treatment during

the year of assessment

	Note:
	In sites testing with Xpert MTB/RIF® alone, the indicator can be modified to include also RR-TB cases started on a full MDR-TB treatment regimen.  Only laboratory confirmed RR-TB, MDR-TB and XDR-TB cases are counted for cohort reporting of Final Outcomes.

	Process
	The indicator is measured 32 months after the end of the period of assessment.  This gives sufficient time for most patients to complete their treatment and for the final culture results to be issued and recorded.  All data can be extracted from the Second-line TB treatment register.



INTERPRETATION 

The targets for 2018-20 are aligned to the National Strategic plan.  In 2018, successful treatment rate will be reported for cohort of patients registed in 2015; in 2019 – cohort of 2016; in 2020 – cohort of 2017. 
ADDITIONAL INFORMATION 
The National reporting systen does not allow the recommended disagregation of this indicator by sex and age and is a subject of the data base, being implemented by the Project HOPE with the GF funds.
Indicator # 7: TB O-5(M): TB treatment coverage: Percentage of new and relapse cases that were notified and treated among the estimated number of incident TB cases in the same year (all form of TB - bacteriologically confirmed plus clinically diagnosed)
Note: 
	TARGET:
	Evaluation of number of TB cases desease in the same year (all TB forms – bacteriologically confirmed plus clinically diagnosted). 

	FREQUENCY OF DATA COLLECTION
	Annually

	MEASUREMENT TOOL:
	TB register (TB-02) 


	METHOD OF MEASUREMENT:
	The period of assessment is 12 calendar months, usually counted from January to end December, and referred to as an annual cohort.  All patients registered and starting treatment during this period are included in the calculation.  

	Numerator:
	Number of new and relapses that were registered and began the treatement. 


	Denominator:
	Evaluation of number of TB cases desease in the same year (all TB forms – bacteriologically confirmed plus clinically diagnosed). 

	Note:
	Global report on TB (including all age groups). 

	Process
	The indicator is measured 12 months after the end of the period of assessment.  Survey of TB prevalence in the country (population from 15 years old and older)



II. Indicators of outputs.
Indicator # 8: TCP-1 (M): Number of notified cases of all forms of TB-( bacteriologically confirmed plus clinically diagnosed new cases and relapses) for 6 months.
Note: 
	TARGET:
	Assessing the trend of TB in the country

	FREQUENCY OF DATA COLLECTION
	Annually

	MEASUREMENT TOOL:
	TB register, R&R TB system, quarterly reports

	METHOD OF MEASUREMENT:
	Evaluation period is 6 calender months. 


	Numerator:
	Number of  all forms of TB cases (i.e. bacteriologically-confirmed plus clinically diagnosed) registered by national health authority for 6 months (new and relapses) 


	Denominator:
	Not applicable


	Note:
	Indicator refers to civil and prison sectors                                       

The targets were set based on the trend analysis and taking into account practically flat trends, which were observed during the previous years                                              

Indicator refers to the  Number of all forms of TB cases (bacteriologically confirmed plus clinically diagnosed, new and relapses) reported to the national health authority during the specified period of time.      

	Process
	Number of all forms of TB cases refers to all forms of TB cases that are bacteriologically confirmed or clinically diagnosed with active TB by a clinician. 

It includes- new and relapse cases that are- 

(1) smear and/or culture positive; or smear positive/culture negative

(2) smear and/or culture negative; 

(3) smear unknown/not done; 

(4) Positive by WHO-recommended rapid molecular diagnostics (e.g. Xpert MTB/RIF); 

(5) extra-pulmonary cases confirmed by WRD; 

(6) cases confirmed on the basis of X-Ray abnormalities or suggestive histology;
It does not include- retreatment cases such as-

(1) treatment after failure patients; 

(2) treatment after loss to follow-up (previously known as 'treatment after default')

(3) other retreatment cases


INTERPRETATION
ADDITIONAL INFORMATION 

The indicator was not monitored during the previous grant, it is new indicator for the program        
Indicator # 9: Treatment success rate - all forms of TB.  
Note: 
	TARGET:
	Assessing the trend of TB 

	FREQUENCY OF DATA COLLECTION.
	Bi-annually

	MEASUREMENT TOOL:
	TB register, R&R TB system, quarterly reports

	METHOD OF MEASUREMENT:
	The period of assessment is 12 calendar months 

	Numerator:
	Number of all forms of TB cases ( bacteriologically confirmed plus clinically diagnosed, new and relapses) in a specified period who subsequently were successfully treated ( cured plus treatment completed)

	Denominator:
	Total number of all forms of TB cases ( bacteriologically confirmed plus clinically diagnosed)  registered for treatment in the same period.

	Note:
	 

	Process
	Number of all forms of TB cases refers to all forms of TB cases that are bacteriologically confirmed or clinically diagnosed with active TB by a clinician. 

It includes- new and relapse cases that are- 

(1) smear and/or culture positive; or smear positive/culture negative

(2) smear and/or culture negative; 

(3) smear unknown/not done; 

(4) Positive by WHO-recommended rapid molecular diagnostics (e.g. Xpert MTB/RIF); 

(5) extra-pulmonary cases confirmed by WRD; 

(6) cases confirmed on the basis of X-Ray abnormalities or suggestive histology; 


INTERPRETATION 

The baseline includes the results for new cases only, the consolidated data for new and relapses is not available.   
ADDITIONAL INFORMATION 

Indicator # 10: MDR TB-2: Number of bacteriologically confirmed, drug resistant TB cases (RR-TB and/or MDR-TB) notified. 
Note: Non cumulative (A)
	TARGET:
	To improve the detection of resistant TB forms for prescription of relevant regimes.

	FREQUENCY OF DATA COLLECTION.
	Bi-annually

	MEASUREMENT TOOL:
	Electronic database on TB

	METHOD OF MEASUREMENT:
	Numerator: Lab register for culture, DST and xpert.
Quarterly form of TB-06U tbl 1. 

	Numerator:
	Number of bacteriologically confirmed, drug resistant TB cases (RR-TB and/or MDR-TB) cases notified 

	Denominator:
	Not applicable

	Note:
	This indicator should be disaggregated by sex (female, male) and age (0-14; 15 and above). However, the existing in the country reporting framework does not allow the recommended disagregation by age and sex  and is a subject of the data base, being implemented by the Project HOPE with the GF funds


	Process
	Number of laboratory-confirmed MDR-TB patients enrolled in second line anti-TB treatment during the reported period is used as numerator. 




INTERPRETATION 

The suggested period of assessment is six calendar months.  This is usually counted from January to end June and July to end December. Indicators are measured three months after the end of the six-month period. There will be a six month timelag in reporting results from the end of a six monthly cohort. Reporting schedule for the indicator is the following: Feb, 2019 – data for 2-3 qu. 2018; Aug, 2019 – data for 4 qu. 2018 – 1 qu. 2019; Feb, 2020 – data for 2-3 qu. 2019; Aug, 2020 – data for 4 qu. 2019 – 1 qu.2020; Feb 2021 – data for 2-3 qu. 2020. 

ADDITIONAL INFORMATION 
Indicator #11: MDR TB-3: Number of cases with drug resistant TB (RR-TB and/or MDR-TB) that began second-line treatment.   
Note: Non cumulative (A), this indicator is subset of Indicator # MDR TB-2: Number of bacteriologically confirmed, drug resistant TB cases (RR-TB and/or MDR-TB) notified
	TARGET:
	To improve the detection of resistant TB forms for prescription of relevant regimes and reduce a risk for patients who are not confirmed (presumptive)

	FREQUENCY OF DATA COLLECTION.
	Bi-annually

	MEASUREMENT TOOL:
	Electronic database on TB (Lab register)

	METHOD OF MEASUREMENT:
	Numerator: Lab register for culture, DST and xpert. Quarterly TB-06U, tbl 1.  

	Numerator:
	Number of cases with drug resistant TB (RR-TB and/or MDR-TB) registered and started on a prescribed MDR-TB treatment regimen during the period of assessment

	Denominator:

	Not applicable

	Note:
	This indicator should be disaggregated by sex (female, male) and age (0-14; 15 and above). 

The programme manager is responsible to ensure that all patients in whom RR-TB or MDR-TB is detected are placed on appropriate treatment in the shortest time possible.  This may also apply to patients at risk of infection with RR-TB but who are not confirmed (presumptive).  


	Process
	A comparison of enrolled to identified RR-TB/MDR-TB cases gives an indication of access to care although patients started on treatment may have been detected prior to the period of assessment. Comparator data are sourced from the Laboratory register for culture, Xpert MTB/RIF® and DST (using the date of DST result)




INTERPRETATION 

The suggested period of assessment is six calendar months, the first usually counted from January to end June and July to end December.  Indicators are measured in the month following the end of the six-month period. 
ADDITIONAL INFORMATION 

Indicator aims at expansion of DR-TB management program in scale and provision of universal access to DR-TB diagnostics and treatment by the end of the project.
Indicator #12: MDR-TB 7: Percentage of confirmed MDR-TB cases tested for susceptibility to any fluoroquinolone and any second-line injectable drug
Note: The indicator was not monitored during the previous grant, it is new indicator for the program        
	TARGET:
	To improve the detection of resistant TB forms for prescription of relevant regimes

	FREQUENCY OF DATA COLLECTION:
	Bi-annual

	MEASUREMENT TOOL:
	Electronic database on TB (Lab register), quarter reports

	METHOD OF MEASUREMENT:
	Numerator: Lab register for culture, DST and xpert.

Quarterly form of TB-06U tbl 1.


	Numerator:
	Number of notified bacteriologically confirmed DR-TB cases (RR TB and/or MDR TB), passed DST  to any fluoroquinolone and any second-line injectable drug

	Denominator:


	Not applicable


	Note:
	This indicator can’t be disaggregated by sex (women and men) and age (0-14; 15 and older) 


	Process
	Number of laboratory confirmed MDR-TB patients receiving TB treatment with the second line drugs during the reporting period is used as a numerator. 



INTERPRETATION 

The suggested period of assessment is six calendar months.  This is usually counted from January to end June and July to end December. Indicators are measured three months after the end of the six-month period. There will be a six month timelag in reporting results from the end of a six monthly cohort. Reporting schedule for the indicator is the following: 

Feb, 2019 – data for 2-3 qu. 2018; 

Aug, 2019 – data for 4 qu. 2018 – 1 qu. 2019; 

Feb, 2020 – data for 2-3 qu. 2019; 

Aug, 2020 – data for 4 qu. 2019 – 1 qu.2020; 

Feb 2021 – data for 2-3 qu. 2020. 

Indicator #13: MDR TB-8: Number of XDR-TB taken into treatment 
Note: The indicator was not monitored during the previous grant, it is new indicator for the program        
	TARGET:
	To improve the detection of resistant TB forms for prescription of relevant regimes

	FREQUENCY OF DATA COLLECTION:
	Bi-annual 

	MEASUREMENT TOOL:
	Electronic database on TB

	METHOD OF MEASUREMENT:
	Reporting data tool on this indicator is the quarterly  form TB06U, tbl 1. 

	Numerator:
	Number of XDR TB taken into treatment during the specific period. 

	Denominator:


	Not applicable



	Note:
	This indicator was not monitored during the previous grant. Baseline data were collected from the quarterly form TB-06U, tbl 1. Based on the national reporting system of TB-06 U, tbl 1 doesn’t allow to make the disaggregation of this indicator by sex. 


	Process
	To improve the detection of resistant TB forms for prescription of relevant regimes



INTERPRETATION 

The suggested period of assessment is six calendar months.  This is usually counted from January to end June and July to end December. Indicators are measured three months after the end of the six-month period. There will be a six month timelag in reporting results from the end of a six monthly cohort. Reporting schedule for the indicator is the following: 

Feb, 2019 – data for 2-3 qu. 2018; 

Aug, 2019 – data for 4 qu. 2018 – 1 qu. 2019; 

Feb, 2020 – data for 2-3 qu. 2019; 

Aug, 2020 – data for 4 qu. 2019 – 1 qu.2020; 

Feb 2021 – data for 2-3 qu. 2020. 

 Indicator #14: TB/HIV-5: Percentage of registered new and relapse TB patients with documented HIV status
Note: The indicator was not monitored during the previous grant, it is new indicator for the program        
	TARGET:
	Coverage of patients of all TB forms with HIV in the country. 


	FREQUENCY OF DATA COLLECTION:
	Bi-annual



	MEASUREMENT TOOL:
	Electronic database on TB 

	METHOD OF MEASUREMENT:
	Reporting data tool on this indicator is the quarterly  form TB06, tbl 4.

	Numerator:
	Number of TB patients registred for the specific period and passed HIV test 

	Denominator:


	Number of TB patients registered for the specific period. 

	Note:
	This indicator was not monitored during the previous grant. Baseline data were collected from the quarterly form TB-06, tbl 4. Based on the national reporting system of TB-06 U, tbl 1 doesn’t allow to make the disaggregation of this indicator by sex. 


	Process
	Reporting schedule for the indicator is the following: 

Feb, 2019 – data for 2-3 qu. 2018; 

Aug, 2019 – data for 4 qu. 2018 – 1 qu. 2019; 

Feb, 2020 – data for 2-3 qu. 2019; 

Aug, 2020 – data for 4 qu. 2019 – 1 qu.2020; 

Feb 2021 – data for 2-3 qu. 2020. 




INTERPRETATION 

The suggested period of assessment is six calendar months.  This is usually counted from January to end June and July to end December. Indicators are measured three months after the end of the six-month period. There will be a six month timelag in reporting results from the end of a six monthly cohort. Reporting schedule for the indicator is the following: 

Feb, 2019 – data for 2-3 qu. 2018; 

Aug, 2019 – data for 4 qu. 2018 – 1 qu. 2019; 

Feb, 2020 – data for 2-3 qu. 2019; 

Aug, 2020 – data for 4 qu. 2019 – 1 qu.2020; 

Feb 2021 – data for 2-3 qu. 2020. 
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