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MINUTA № 9 / 2023
Ședinței Grupului Tehnic de Lucru pe TB
Data:  23.05.2023 






Orele de desfășurare: 09.00-10:30
Locul de desfășurare: on-line ZOOM Platform, hosting by PNRT 
https://us02web.zoom.us/j/89262018515?pwd=Wm1DU0ZTL1FyaWdtam9Gay9kaFJiQT09  
	Ședința deschisă
	09.00

	Agenda
	1. Draft-ul Zero al Declarației Politice pentru UNHLM privind TB – comentarii din partea RM

2. Ultimele actualizări privind aplicația RM la FG – Comentariile parvenite de la OMS și FG pe marginea draft-ului aplicației. 

	Președintele GTL-TB
	1. Valentina Vilc, PNRT/IFP

	Secretar GTL-TB
	2. Oxana Rucșineanu, SMIT

	Participanți:
	3. Doina Rusu, IFP

4. Valeriu Crudu, LNR

5. Victoria Petrică, Consultant
6. Tatiana Cotelnic, PAS

7. Sergiu Gherman, PAS

8. Cristina Celan, PAS

9. Laura Turcan, ANSP

10. Marina Mihailova, PMS

11. Rodiucova Feodora, ST

12. Tatiana X


	Cuvânt de salut
Cuvânt de salut și prezentarea ordinii de zi, Valentina Vilc, președinta GTL-TB, IFP „Chril Draganiuc”

	1. Draft-ul Zero al Declarației Politice pentru UNHLM privind TB. 
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2. Ultimele actualizări privind aplicația RM la FG.
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	Subiectul 1. Dezbateri 
Cu privire la Draft-ul Zero al Declarației Politice pentru UNHLM privind TB, Cistina Celan, PAS și alți colegi, au enunțat următoarele:

· Pe data de 8 mai, au fost făcute publice KEY ASKS privind țintele pentru declarația politică;

· Tot în această perioadă, au avut loc întrevederi cu misiunea UN la new York, în cadrul cărora s-a discutat necesitatea reprezentării țării la UNHLM din septembrie 2023;

· În cadrul forumului din Dushanbe, unde a participat echipa de țară, inclusiv cu reprezentanții OSC, PNRT, TB Caucus Moldova, s-a elaborat o poziție regională privind țintele pentru UNHLM;

· Draft-ul Declarației politice care a fost recent distribuită pentru comentarii, nu înrunește nici ținte, nici angajamente clare și comprehensive, în context este necesară implicarea tuturor pentru a complementa conținutul cu aspecte care necesită îmbunătățite pentru a asigura un angajament ambițios și măsurabil din partea țărilor semnatare;

· Pe 22 mai 2023, către MS RM, a fost remis demersul privind distribuirea urgentă a draft-ului zero al declarației politice privind TB pentru asigurarea livrării comentariilor din partea Republicii Moldova pînă pe 24 mai 2023;
·  S-a informat privind organizarea ședinței cu Comisia Parlamentară pentru PSSF (D.Perciun) pentru 25 mai, pentru a discuta pașii următori cu privire la UNHLM (1. prezența președintei Maiei Sandu la UNHLM; 2. crearea unui GTL / numirea GTL TB responsanil pentru pregatirile de HLM. 3 . Elaborarea listei delegaților la HLM. 4. Organizarea țedințelor lunare/QTLY cu TB CAUCUS pentru a brefui pe progrese/provocări), dar și alte aspecte relevante pentru TB și acțiuni care trebuie întreprinse;

·  S-a propus remiterea comentariilor pentru draft-ul zero al declarației politice către MS, discutate în cadrul GTl-TB pentru examinare, considerare și remitere misiunii UN pentru asigurarea livrării comentariilor din partea RM pînă pe 24 mai 2023.
Susținut – UNANIM.

Subiectul 2. Dezbateri 

Cu privire la ultimele actualizări privind aplicația RM la FG s-au enunțat următoarele: 
· Au parvenit comentarii de la OMS și FG pe marginea draft-ului aplicației;
· Chiar dacă toată informația solicitată de către experți a fost remisă, modalitatea de consolidare a informației a fost pe alocuri defectuoasă și nu introdusă nu la locul necesar, iar unele informații lipseau;
· Este necesară revizuirea părții narative și adresarea comenatriilor;

· Este necesară corelarea informațiilor incluse în module și partea narativă cu bugetul aplicației;

· S-au discutat comentariile și introdus modificările necesare,

· S-a propus remiterea documentelor persoanelor implicate în sciere pentru ajustare, completări la necesitate (anexat variantele agreate).
Susținut – UNANIM.


	Decizii și recomandări

	Nr. ordine
	Conținut
	Termen executare
	Responsabil

	1. 
	De a remite către MS, Declarația cu comentarii care au fost discutate în cadrul grupului tehnic de lucru pe TB, din 23.05.2023, pentru examinare, ajustare la necesitate și expediere destinatarilor în termeni utili - Misiunea UN.
	24.05.2023
	PNRT, membrii GTL-TB

	2. 
	De a remite grupului restrîns de lucru documentele (partea TB) pentru ajustări și ultimele completării.
	24.05.2023
	membrii GTL-TB restrîns

	3. 
	De a participa la ședința cu Comisia Parlamentară pentru PSSF (D.Perciun) pentru a discuta pașii următori cu privire la UNHLM (1. prezența președintei Maiei Sandu la UNHLM; 2. crearea unui GTL / numirea GTL TB responsanil pentru pregatirile de HLM. 3. Elaborarea listei delegaților la HLM. 4. Organizarea ședințelor ordinare cu TB CAUCUS pentru a discuta progresele/provocările, dar și alte aspecte relevante pentru TB și acțiuni care trebuie întreprinse
	25.05.2023
	PNRT, OSC, PAS

	


Presedinta GTL-TB      
Valentina Vilc, președinta GTL-TB  

Secretar GTL-TB         
Oxana Rucșineanu, SMIT 
TB community’s Key Essentials for the High-Level Meeting Political Declaration on Tuberculosis 



At and ahead of the Multi-stakeholder hearing on May 8th, the TB community (including members of civil society, the private sector, technical agencies, and donors) articulated key asks to end TB for inclusion in the political declaration. Having seen the contents of the zero draft, the 2023 TB HLM Affected Communities and Civil Society Coordination Hub and its partners are deeply concerned to see too few commitments reflecting the need and opportunity of the hour to substantively and meaningfully fight this ancient and needlessly deadly disease reflected in its contents. 



This document provides an overview of the Key Essentials for an impactful High-Level Meeting Political Declaration on Tuberculosis. Text suggestions are drawn from the Key Asks from TB Stakeholders, released in April 2023, which reflect more than six months’ input from nearly 400 organizations around the world. Guided by the Stop TB Partnership’s, TB stakeholders and community “Key Asks” document, we request UN member states to include the following key essentials in the HLM on TB Political Declaration, in response to the release of the Zero Draft on 15th May 2023. 



Note: All commitments unless otherwise specified pertain to the period of Jan 2023 to Dec 2027. 

 

1.  Clear, measurable targets on diagnosing and treating people with TB, provision of preventive therapy, and a focus on high-risk groups, including children and people living with co-morbidities, building on commitments agreed by the General Assembly in the 2018 Political Declaration on TB and  Stop TB Partnership’s Global Plan to End TB 2023-2030. 

 

Minimum expectations



· Global targets for treatment and cure: 40 million people (Ref: Key Ask 1.2) – including 3.5 million children and 1.7 million people with DR-TB by December 2027.

· Global targets for prevention by 2027: 35 million people by December 2027. (Ref: Key Ask 1.8)



Precedents



Clear epidemiological targets and the provision for them to be broken down nationally are contained in the previous TB Declaration (2018) and the most recent HIV Declaration (2021).

The 2018 High-Level Meeting on TB Political Declaration contained the following targets:

· Commit to provide diagnosis and treatment with the aim of successfully treating 40 million people with tuberculosis by 2022

· Commit to provide diagnosis and treatment with the aim of successfully treating 3.5 million children with tuberculosis by 2022

· Commit to provide diagnosis and treatment with the aim of successfully treating 1.5 million people with drug-resistant tuberculosis, including 115 000 children with drug resistant tuberculosis, by 2022.

Target language additions/modifications suggested for the political declaration 



OP7 to specify: Commit to find, diagnose early and treat 40 million people with TB (equivalent to over 90% of people developing TB) by December 2027 using screening approaches, modern diagnostics and short treatment regimens, including: 

· 1.7 million people with drug-resistant tuberculosis (DR-TB) and

· 3.5 million children with TB and 115,000 children with DR-TB. (Ref: Key Ask 1.2)



OP 7 to specify: Commit to prevent TB for those most at risk so that at least 35 million people (equivalent to more than 90% of those eligible) receive TB preventive treatment (TPT), ensuring universal access to TB infection testing where needed and with new, effective short-course drugs and regimens, including for:

· 21 million contacts of people with TB who are five years or older including pregnant and lactating

· people,

· 8 million under-five child contacts and

· 6 million people living with HIV, adults as well as children. (Ref: Key Ask 1.8)



New OP to be included: Commit to improve real-time data collection, analysis, reporting and automation, including by the use of advanced technologies like predictive analytics and AI/machine learning, to support evidence-based decision-making, effective program implementation and improved health outcomes for people affected by TB. (Ref: Key Ask 1.12)



2.  Commitments that explicitly support the human rights of people affected by TB, within national TB responses that are equitable, inclusive, gender-sensitive, rights-based and people-centred, and that include action-oriented efforts to address stigma and discrimination and overcome barriers to accessing care and prevention.

 

Minimum expectations





· Commitment to enact, implement and monitor policies that recognize the rights of people, including key and vulnerable populations, to be provided with available, accessible, affordable and quality services and care.

· A target that by 2025 countries develop and include costed Community Rights and Gender (CRG) Action Plans, in National Strategic Plans, and to ensure that TB survivors, their families, key and vulnerable populations and civil society are meaningfully engaged in all aspects of the TB response. (Ref: Key Asks 2.2 and 2.4)

· Commitment to measure and remove stigmatizing and discriminatory laws and policies against people with TB, to promote rights-based laws, policies and practices and community-led monitoring that enable access to quality services and care, and to end TB-related stigma and discrimination. (Ref: Key Ask 2.3)

· Recognize the critical place of gender, gender-responsive programming and the empowerment of women and girls in an effective TB response. (Red: Key Ask 2)



Precedents

Similar language and commitments are found in the 2018 High-Level Meeting on TB Political Declaration and 2021 High-Level Meeting on AIDS Political Declaration on AIDS.

Target language additions/modifications suggested for the political declaration 



OP 20 to specify: Commit to ensure that the respect, protection and fulfillment of human rights and attention to gender guide the TB response and form the foundation of NSPs, with people affected by TB and civil society able to meaningfully engage and be consulted on the creation of NSPs. Commit to eliminate TB-related stigma through funding, implementing and monitoring stigma reduction plans based on measuring stigma and discrimination (including self-stigma, stigma in communities and stigma in health care settings), as part of the national CRG Action Plans, including relating to discriminatory laws and policies. (Ref: Key Asks 2.1 and 2.3)



OP 1 or 7 to specify: Commit to ensure universal access to the best available effective, evidence-based and quality interventions and tools as per the latest international guidelines, such as, by 2024 one-month/once-weekly TB prevention, four-month drug-susceptible TB treatment regimens for adults and children, and six-month regimens for DR-TB Commit to modernize and improve TB care as well as to introduce, adopt and scale-up innovative technology, including digital health technologies, to facilitate universal access to decentralized, integrated and people-centered care. (Ref: Key Asks 1.7 and 1.11)



New OP to be included: Commit to increased harmonization of regulatory policies and reduce market barriers to the efficient and sustainable import and use of new and existing products related to the diagnosis and treatment of TB as well as clinical research related specimens, including addressing customs duties and taxes for products for use in both public and private sectors and developing expedited and cost-free pathways for any required approvals, registrations and certifications related to their import and use. (Ref: Key Ask 5.6)



3.  Accelerate the research, development, roll-out and access to new TB vaccines, diagnostics, drugs and other essential new tools, including digital health technologies geared to the needs of the most neglected, key and vulnerable populations.



Minimum expectations



· Commitments to deliver:

· one or more new or repurposed vaccines, based on existing science and/or recent technological advances, ready to enter the registration process for global use by 2025, and systems in place to provide access to all in need. 

· affordable non-sputum-based point-of-care TB diagnostics that can identify early TB disease, including in children, new rapid molecular tests, chest imaging and user-friendly genome sequencing technology for drug resistance, tools to monitor response to treatment (e.g., biomarkers), and tools to predict unfavorable treatment outcomes.

· Shorter and more acceptable treatment regimen with less side effects for TB, DR-TB and TPT, applicable to all including adults, children, adolescents and those who are pregnant or lactating. (Ref: Key Ask 3.1)

· Commit to ensure that TB research and development incorporates access conditionalities across the R&D continuum and is needs-driven, rights-based, evidence-based and guided by the principles of affordability, effectiveness, efficiency and equity as a shared responsibility, such that TB-related products are able to reach the people who need them most, including where applicable via technology transfer. (Ref: Key Ask 3.5)



Precedents

Similar language is found in recent health-focused Political Declarations, particularly AMR (2016), TB (2018) and AIDS (2021).

Target language additions/modifications suggested for the political declaration 



OP 1 to specify: Commit to protect and promote the right to the enjoyment of the highest attainable standard of physical and mental health, and of the right to science, in order to advance towards universal access to quality, affordable and equitable prevention, diagnosis, treatment, care and education related to tuberculosis;



OP16 to specify: Commit to create a research-enabling environment that streamlines and expedites research innovation, and promotes collaboration in TB research and development (R&D) across UN Member States in order to develop and introduce new tools to prevent, diagnose and treat TB in all its forms, and to ensure equitable access to the benefits and applications of TB research, including: 

· Shorter and more acceptable treatment regimen with less side effects for TB, DR-TB and TPT, applicable to all including adults, children, adolescents and those who are pregnant or lactating

· Affordable non-sputum-based point-of-care TB diagnostics that can identify early TB disease, including in children, new rapid molecular tests, chest imaging and user-friendly genome sequencing technology for drug resistance, tools to monitor response to treatment (e.g. biomarkers), and tools to predict unfavorable treatment outcomes.

· One or more new or repurposed vaccines, based on existing science and/or recent technological advances, ready to enter the registration process for global use by 2025, and systems in place to provide access to all in need. (Ref: Key Ask 3.1)



OP18 to specify: Commit to ensure that TB research and development incorporates access conditionalities across the R&D continuum, and is needs-driven, rights-based, evidence-based and guided by the principles of affordability, effectiveness, efficiency and equity as a shared responsibility, such that TB-related products are able to reach the people who need them most, including where applicable via technology transfer. Commit to require access conditionalities for publicly funded research and ensure that rewards for innovation are independent from rights to market exclusivity, in cases where market incentives have not delivered satisfactory results, so that research and development costs are delinked from the final prices of health products and the benefits of scientific progress against TB can be enjoyed by all. (Ref: Key Asks 3.5 and 3.6)


New OP to be included: Commit to promote voluntary open data sharing by strengthening well-resourced national open-data initiatives for TB research to contribute to global data-sharing mechanisms in a timely and consistent manner to guide global policy decision-making processes and development of new tools for TB. (Ref: Key Ask 3.4)



4.  The inclusion of clear financial targets for TB response and for research which will articulate the overall funding need, and highlight the responsibility of each country to deliver its fair share of the global funding need.

 

Minimum expectations



· Global annual financial target for collective resources on prevention, diagnosis, treatment and care for TB of US$22 billion by 2026 and US$35 billion by 2030. (Ref: Key Ask 4.1)

· Global financial target for research and development of US$5 billion annually between 2023 and 2030

· Commitments to deliver both through increased domestic and international funding and including a “fair share” approach relating to R&D.



Precedents

The 2018 High-Level Meeting on TB Political Declaration contains the following financial targets:

· Commit to mobilize sufficient and sustainable financing for universal access to quality prevention, diagnosis, treatment and care of tuberculosis, from all sources, with the aim of increasing overall global investments for ending tuberculosis reaching at least US$13 billion a year by 2022.

· Commit to mobilize sufficient and sustainable financing for R&D with the aim of increasing overall global investments to US$2 billion, in order to close the estimated US$1.3 billion gap in funding annually for tuberculosis research, ensuring all countries contribute appropriately to research and development

The 2021 High-Level Meeting on AIDS Political Declaration contains the following financial target:

· Commit to increasing and fully funding the HIV and AIDS response by mobilizing finance from all sources, including innovative financing, and enhancing global solidarity and increasing annual HIV investments in low- and middle-income countries to 29 billion dollars by 2025.

Target language additions/modifications suggested for the political declaration 



OP 15 to specify: Commit to mobilize sufficient and sustainable financing from domestic and external sources for scaling up quality prevention, diagnosis, treatment and care of TB, with the aim of reaching US$22 billion a year by 2026 and US$35 billion annually by 2030 at the global level.

· Commit to secure funding for low- and lower-middle income countries from domestic and external sources with the aim of reaching US$15 billion a year by 2026 and US$21 billion annually by 2030. (Ref: Key Ask 4.1)



OP 15 to specify: Recognizing the huge funding gap for universal access to TB prevention, diagnosis, treatment and care (only US$5 billion in 2021, out of a target of US$13 billion), and for TB R&D (US$1 billion was available in 2021, out of a target of US$2 billion) commit to:

· Increase substantially domestic financing for TB, including via health insurance, and social protection. Ensure that essential TB interventions are explicitly included in packages of essential health services (‘basic packages’) that are accessible to all people in need and covered by the state under health financing and insurance schemes.

· Ensure funding for full access and coverage of services for key and vulnerable populations, and provide for sound integration of these responses with national health systems and community systems.

· Ensure resources are available to advance efficiently candidate tools/technologies for TB diagnosis, treatment and prevention through different phases of R&D without delays.

· Increase funding for research and development of one or more new or repurposed TB vaccines, including by an explicit pool of funds, and ensure universal access to these vaccine(s). Prioritize advancing late-stage development of TB vaccines candidates, given the promising science and projected public health and economic benefits.

· Increase funding from the bilateral donors and financial institutions such as the Global Fund, the World Bank and the Regional Development Banks, and, private sector and innovative financing mechanisms including co-financing schemes and debt swaps/debt forgiveness and mobilize additional funding via a new global funding mechanism. (Ref: Key Ask 4.3)


OP 16 to specify: Commit to mobilize US$5 billion a year for TB R&D, including US$2 billion for drugs, US$1 billion for diagnostics, and US $1 billion for TB vaccines.

· US$13 billion should be made available annually to vaccinate people with new vaccines once they are available and conduct necessary implementation research.

· Ensure that all countries contribute their fair share to financing TB research and development. (Ref: Key Ask 4.2)


5.  Provisions for an accountability framework that includes annual reporting from the Secretary-General to monitor and evaluate progress towards ending TB, and of investments in TB R&D and lead on the production of a report for the UN General Assembly, and development of other accountability tools that can be used at global, regional, national and sub-national levels.

 

Minimum expectations



· Publicly-available annual report, including on TB-related funding, from the UN Secretary-General.

· Accountability mechanism for investments in TB R&D, including the fair share targets of Member States.

· Follow-up High-Level Meeting in 2028.

· National annual high-level country reviews on progress to end TB, under the leadership of the Head of State or Government, published as a report. 

· National targets, translated from the 2023 UN HLM, included in national frameworks and TB Strategic Plans, implementation and financing plans, and M&E frameworks.

· Inclusion of civil society and TB-affected communities in national governance and accountability processes, including community- and TB survivor-led reporting in 2025 and 2027 to form part of the measurement of achievements against commitments made in the Political Declaration.

· Commitment to implement the National Multi Stakeholder Accountability Frameworks (MAF-TBs) and for these to be publicly accessible via WHO when complete.



Precedents

Provisions for strong accountability elements, including at national levels, with regular report back and future High-Level Meetings, are found in multiple health related Political Declarations including TB (2018), NCDs (2021) , and HIV (2021).

Target language additions/modifications suggested for the political declaration 



OP 5 to specify: Commit to develop and implement ambitious National Strategic Plans (NSPs) with bold actions and targets to achieve the SDG target of ending TB by 2030. (Ref: Key Ask 1.1)



New OP to be included: Request the UN Secretary-General to issue a publicly available (annual) report, including TB-related funding from bilateral donors, the Global Fund and the multilateral development banks, to Heads of State and Government at the UN General Assembly, to review progress towards ending TB, as part of the existing monitoring of Sustainable Development Goal (SDG) target 3.3 and prior to a follow-up UN High-Level Meeting on TB in 2028. (Ref: Key Ask 6.2)



New OP to be included: Commit to monitor investments in TB R&D, including the fair share targets of Member States, through a robust accountability mechanism. (Ref: Key Ask 6.3)



New OP to be included: Commit to translate the 2023 UNHLM global targets and commitments into national-level targets and adopt them within national frameworks and legislation, and further support the achievement of these targets and commitments by integrating them within ambitious National TB Strategic Plans, implementation and financing plans, and monitoring and evaluation frameworks. (Ref: Key Ask 6.4)



New OP to be included: Commit to ensure that TB-affected communities and civil society, supported by national networks, are included in national governance mechanisms for TB, TB/HIV and PPR, including Country Coordinating Mechanisms where appropriate. (Ref: Key Ask 6.6)



New OP to be included: Commit to implementing the National Multi Stakeholder Accountability Frameworks (MAFTBs) which are publicly accessible and included in a WHO maintained public register of all completed MAFs. (Ref: Key Ask 6.7)



New OP to be included: Commit to support development of Community- and TB survivor-led reports in 2025 and 2027 to form part of the basis to measure achievements against commitments made in the Political Declaration. (Ref: Key Ask 6.8)
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		WHO

		

		GFATM

		



		Module #9 (TB.2) Drug-resistant (DR)-TB Diagnosis, Treatment and Care

		

		

		

		



		

		

		

		

		



		9.1DR-TB diagnosis/ drug susceptibility testing (DST) 

		

		

		

		



		Procurement of tests and reagents: specimen culture and DST (liquid culture (BACTEC MGIT) and solid culture (LJ)); rapid tests for detecting tuberculosis and drug resistance (Xpert, including XDR); molecular tests for rapid detection of mutations associated with drug resistance (HAIN methodology). The diagnostic algorithm has both smear microscopy and MTB/RIF Xpert as the first line test for people with TB symptoms. MTB/RIF Xpert was introduced in the Republic of Moldova in 2012 with support of Stop TB Partnership and then rolled out with GF support towards universal coverage, including penitentiary system and HIV services. 

The widespread use of MTB/RIF Xpert has improved diagnostic testing and shortened the time of the MDR-TB detection and initiation of treatment. Starting from 2018, 95% of notified new and relapse TB patients were tested using Xpert MTB/RIF. The funding request includes support for 100% of needs of Xpert for Left Bank and Xpert cartridges for 2024-2025 years for the Right Bank.

To accelerate progress in DR-TB, 4 Xpert machines for second-line DST for RRLs (Tiraspol, Balti, Cahul and Vorniceni) have been procured as part of transition to new regimens and expansion of rapid testing for all TB-positive Rif-resistant samples. 

To ensure access to phenotypic DST 1st line and 2nd line, rapid and full DST to SLDs including that for new drugs is key to scale-up new treatment regimens for DR-TB including modified all-oral shorter regimens, directly impacting potential for treatment success. New types of DST testing to Fluorquinolones require more tests which are beyond financial means of the NTP. The funding request includes support for 100% of needs for Left Bank and 80-60% of needs for the Right Bank in DST testing needs for years 2024-2025 

The objective is to establish the early diagnosis of all forms of tuberculosis, with the detection of at least 90% of the total estimated number of cases with DR-TB, by ensuring universal access to early diagnosis of all forms of tuberculosis and to DST, including rapid tests. 

For the examination of people with characteristic clinical or radiological symptoms, the microscopic examination and the molecular-genetic method Xpert MTB/RIF Ultra will be indicated. For symptomatic patients with negative results by SSM and Xpert methods, but at increased risk of MDR TB and in whom clinical and/or radiological symptoms persist, the culture methods (MGIT&LJ) will be used.

For the etiological confirmation of the case of tuberculosis, all patients (new cases and relapses) before the initiation of the specific treatment will collect samples for the isolation of MBT on culture media (LJ, MGIT). In case of a positive Xpert result, resistant to Rifampicin, is necessary an additional argumentation to establish MDR-TB. In this situation, the cultural (MGIT) and molecular (MTBDRplus) method will be performed from the sputum, also to be tested for susceptibility to the 1-line TB drugs. 

All confirmed MDR TB cases will be examined by the MGIT and MTBDRsl method with sensitivity testing to 2-line TB drugs. For patients at increased risk of MDR-TB, but with positive Xpert results, Rifampin Sensitive - additionally methods will be used: Hain molecular method (MTBDRplus) and MGIT for testing to the 1-line TB drugs susceptibility.

The needs for year 2026 will be fully covered from the domestic funds.

		3 [bookmark: _Ref135693739]This part should be expanded. Please clarify percentages of people with pulmonary TB to be covered with testing. In Moldova it is almost 100%,

		

		

		



		Maintain and strengthen the courier service for sputum transportation to the NRL (RRL). In accordance with the Legislation of the RM and international recommendations, all pathological specimens need to be transported safely, timely, efficiently and legally from the place where they are collected to the place where they will be analysed. Considering the presumed infection status of the sample, any specimen of human origin should be packaged and transported in a way that protects those engaged in transportation from the risk of infection. To facilitate that for all registered TB patients before the start of TB treatment, four cars have been procured for the Level II and III laboratories, this being financed from the GF grant.

The routine courier sputum transportation system is functional and covers transportation of sputum specimens from peripheral microscopy centers to RRLs and NRL for culturing and DST. Each of these laboratories serves a defined region in the country. 

The specimen transportation network ensure a robust system of transporting medical samples from various health centers to district hospitals throughout the country. The funding request includes gasoline costs, car maintenance and drivers support for 100% necessity for the Right and Left banks for 2024-2026. This arrangement would also be used while implementing a representative national survey on TB drug resistance. The survey will be performed during the 2024–2025 years.

The financing of this activity will be taken over by the state after the end of GFATM grant period.

		

		

		Sputum transportation system gas, vehicle maintenance should be at Govt cost. Check budgeting guidelines if proposal is feasable.



		



		9.2 DR-TB treatment, care and support

		

		

		

		



		

		4 [bookmark: _Ref135696473]This part is not about case-finding, but treatment coverage of TB and DR-TB and reaching treatment success targets. Please refer to TB action plan for the WHO European Region 2023-2030 with regional milestone of TX success rate for MDR-TB of 80% and more by 2025.

		Scoasa bucata

		What about interventions to manage adverse drug events (monitoring and ancillary meds), which has been cited as an issue for poor treatment outcomes



1.3 [bookmark: _Ref135746122]What is the treatment outcome for this group? Is this group poses a challenge for the NTP?

1.4 [bookmark: _Ref135746233]How harmonization and complementarity of state and Gf procurements is achieved?

		



		Procurement and provision of medicines for patients with RR/MDR, GLC fees delivered through patient-centered, ambulatory, decentralized models. Activity includes procurement of medicines for DR-TB for the Right (partial) and Left banks for 2024-2025 and GLC costs for 2024-2026.

The country has started the rollout of short and all oral treatment regimens since June 2020, having all necessary medicines. Currently, in the Republic of Moldova, the National Clinical Protocols are being revised, according to WHO recommendations, with short treatment regimens to be introduced for DS-TB and for RR/MDR-TB. The aDSM activity is implemented in routine practice and is regulated by Ministry of Health Order no. 432 of 11.05.2020 regarding the implementation of the NTP.

The Government of Moldova has been procuring (a) 100%  medicines for DS-TB since 2011 (except for Left bank), (b) partially medicines for DR-TB since 2014, the proportion of medicines for DR-TB procured by the Government, gradually increasing from 46% to 50% during 2018-2022.

A number of factors, namely: a small number of patients, the introduction of new treatment regimens with innovative, expensive drugs; existing and new restrictions to timely provision of medicines of adequate quality in the territories of the left bank of the RM still require partial provision of treatment for DR-TB from GFATM sources. 

Patients with RR/MDR estimated for treatment, years 2024-2026

		Right bank

		2024

		2025

		2026



		LTR Bdq 6 months Lfx

		95

		91

		86



		LTR Bdq 6 months Mfx

		41

		39

		38



		BPaLM

		134

		129

		124



		BPaL

		52

		51

		49



		LTR Bdq, Dlm 12 months

		27

		25

		24



		Total Right bank

		349

		335

		321



		

		

		

		



		Left bank

		2024

		2025

		2026



		LTR Bdq 6 months Lfx

		36

		35

		33



		LTR Bdq 6 months Mfx

		16

		15

		14



		BPaLM

		52

		49

		48



		BPaL

		19

		18

		18



		LTR Bdq, Dlm 12 months

		10

		10

		9



		Total Left bank

		133

		127

		122



		Total Moldova

		482

		462

		443





The use of mSTR regimens will remain for children under 14 years of age, pregnant women (to note that such cases are very few).

From the GF funds, it is proposed to partially cover all treatment regimens for patients for the period of 2024 and 2025, drugs that are difficult to access or at inflated prices on the domestic market - Bedaquiline, Delamanid, Pretomanid. In monetary terms, this can be expressed as 50% coverage from GFATM funds. For the regions of the Left bank, taking into account the above, all DR-TB patients expected to be treated during 2024-2025, respectively 133 and 127 cases, will be fully provided from the Global Fund. The estimated cases to be treated in 2026 - 321 cases for the Right Bank and 122 cases for the Left Bank - will be provided from domestic sources, including through the developed procurement mechanism on international platforms, which will be supported by activities planned as part of monitoring and advocacy by community forces, including drug provision for HIV and TB. During 2024-2025 budget advocacy is planned to ensure procurement of medicines for DR-TB for 2026 to be fully covered by the Government.

		5 [bookmark: _Ref135696525]No longer called as second-line drugs. Better use: medicines for MDR-TB.

6 It is recommended to consider majority of MDR/RR patients to be covered with BPaL(M) regimen. mSTR regimens (9-month) should remain for children under 14 years of age, pregnant women. There should be a room for 18-20 month longer regimen for those patients who cannot benefit from 6-month novel and mSTR.

		

		Please include a table that shows the enrolment plan for DR-TB patients by type of DR-TB regimen and by year. GF hopes to see BPaL/BPaLM as the main standard regimen for DR-TB in the coming years given the potential for improved treatment outcomes and cost savings for both the patients and health system

		



		Distribution in the territories and storage of TB drugs at the central level. This activity aims to ensure proper stock management and storage conditions for drugs and health products at the central level. At the rayon level, the storage and distribution expenses are covered by the medical institutions. Storage cost at the central level are included 100% for years 2024-2026. The funding request include TB drug distribution in territories from the central storage covering the gasoline costs and car maintenance for 100% and drivers support for 100% Right and Left banks for the years 2024-2026. 

The financing of this activity will be taken over by the state after the end of GFATM grant period.

		

		

		Explain how is system is built and why GF needs to cover this gap, who is covering storage at district level

		



		Incentives and adherence, Left Bank. This activity is described in the Module “TB Diagnosis, Treatment and Care”.

Under this Module the funding request will support the operational expenses related to ensuring the provision of monetary incentives to patients with DR-TB in outpatient/ambulatory treatment (costs of operational staff and monetary incentives). The team of specialists who will ensure the psycho-social support of patients will be taken over from domestic resources.

It is planned, that 70% of people with DR-TB will be covered by support (monetary incentives in the same value that is offered on the Right bank), targeting 93 with DR-TB people in 2024, 89 in 2025, 85 with DR-TB in 2026.  

		

		

		What does this consist of? Cash, food, transport, counselling others? All DR-TB patients get it for the entire duration of treatment?  Please explain the package.

		



		Training/capacity building for staff working in DR-TB clinics/centers and salary for staff/workers engaged in DR-TB management. Provision of training and capacity building for staff working in DR-TB clinics/centers is crucial for the success of DR-TB management programs. Training of TB providers on latest recommendations on diagnosis and treatment of DS-TB and DR-TB, including management of paediatric cases.

These investments can lead to improved patient outcomes, better adherence to treatment, improved infection control, increased retention of skilled workers, and improved program sustainability. Activities will also include TB management programs, as skilled and motivated healthcare workers are essential to the success of these programs over the long term. Six events per year are planned with 120 specialists to be trained on TB prevention, TB screening, TB diagnosis, TB treatment and care. A national set of training materials will be developed as well as sets of materials for training participants will be prepared.

		7 [bookmark: _Ref135696819]Please be specific: training of TB and PHC providers on latest recommendations on diagnosis and treatment of TB and DR-TB, including management of paediatric cases. Consider: development of national set of training materials, etc.

		

		

		



		Population: 

· Key and priority groups for TB systematic screening (as per Guide “On organization and implementation of systematic screening and preventive treatment of tuberculosis”), including key populations: homeless people, prisoners and ex-prisoners, PLHIV, PWID, migrants, and other people who are outside reach of primary care 

· Men and women with TB

· People with presumptive TB and active TB

· People with DR-TB and their families

· Children with presumptive TB and active TB.

Geography: National

Barriers: 

· It is not possible to purchase laboratory supplies and TB drugs from international platforms, while domestic market prices being much higher

· Small volumes generating high prices and lack of offers/unwillingness of the producers to participate in tenders

· Existing and new restrictions impeding timely provision of medicines of proper quality/WHO qualifications in the territories of the Left bank of the Rm.

		

		

		

		



		Amount requested

		2.648.093,73

		

		

		



		Expected outcome

· Ensuring universal coverage of quality DST will provide for timely administration of treatment based on the DST profile, including effective implementation of modified shorter treatment regimens based on DST to medicines for DR-TB.

· Coverage with incentives of 267 patients with DR-TB from the Left bank during years 2024-2026.

· Scale up and use of BPaLM and BPaL regimens under programmatic conditions.

· Achieving a treatment success rate of DR-TB of 80% by 2026.

· Achieving 99% of people with confirmed DR-TB included in treatment

		

		

		

		



		[bookmark: _Hlk133584324]TB/DR-TB Prevention

		

		

		

		



		10.1 Screening/testing for TB infection

		

		

		

		



		Screening for TB infection using IGRAs and TBSTs as per WHO recommendations. 

In 2023, with the WHO support, the National Guide "Organization and implementation of systematic screening and preventive treatment of tuberculosis" was developed, which is at the stage of approval by the Ministry of Health.

The activity is focused on promoting the integration of TB case-finding and TB preventive treatment (TPT) and services to ensure continuity of TB care; referring people who are screened for TB; identifying people eligible for TB preventive treatment, and establishing a broadly accessible network of services focused on the needs of the people, which will allow a significant part of the population with TBI to begin and complete TPT.

The procurement and distribution of IGRAs and TBSTs as recommended by WHO will allow the examination of a considerably larger number of people with TBI, in which the results will be more veridical with fewer false-positive or false-negative results, which often occur when using the tuberculin skin test, which is still widely used in the RM. Since 2019 QuantiFERON-TB has been procured with national funding, but only in small quantities (400-500 tests per year).

		

		

		Great to see integrated approach to case finding and TPT. Besides the NTP, NGOs involved in active case finding should also include TB infection testing and provision of TPT as part of their outreach work where possible.

		



		Procurement and provision of new TPT regimens for adults in contact with people with pulmonary TB and other high-risk groups as per national/global guidance. This activity will support scale-up of new approaches to TPT as well as targets.

The 2020 clinical protocol, in addition to INH-based 6-9 month TPT, includes 3 months combined Rif-INH regimen for contact children and adults. The drugs for the 3-month TPT, containing Rif-INH were procured from the state budget from 2020. In the national clinical protocols that are now at the review stage, 1-month TPT regimens containing Rif-INH are introduced. With adoption of 1-month Rifapentine containing regimen, convenience for patients increases and it is expected that it will allow much higher coverage for all prioritized groups PLHIV, child and adult contacts. Gaining positive implementation experience will allow further expansion.  This creates premises for better acceptability and compliance to TPT, being a priority for the current funding request.

Shorter Rifapentine-containing TPT (1HP and 3HP regimen) will be introduced. These are proposed to be used in proportion of approx. 50/50. In total, both TPT regimens are supposed to cover 3,993 people (including 533 from the Left bank) in 2024; 5,152 people (732 from the Left bank) in 2025, and 6,405 people (959 from the Left bank) in 2026. From the resources of the GF, the 1HP regiment is proposed for purchase during 2024-2025 for the entire territory of the RM. It is supposed to cover approximately 1,982 people with TPT (257 from the Left Bank) in 2024, 2,613 people (388 from the Left Bank) in 2025.

TPT for 2026 will be provided from domestic sources.

Number of people estimated to be covered with TPT in 2024-2026, total Moldova. 

		

		2024

		2025

		2026



		GFATM Coverage

		1.982,00

		2.613,00

		 



		Domestic sources

		2.011,00

		2.539,00

		6.405,00



		Total

		3993,00

		5152,00

		6405,00







		

		

		Do we have some commitment from state?what appened if state does not procure



C/L will need to highlight this, FR text currently does not contain any Government commitment for 2026.  



		



		10.1 Infection prevention and control (IPC) 

		

		

		

		



		Capacity building at PHC level. This activity will support trainings for the PHC providers on latest recommendations on diagnosis, treatment and prevention of DS-TB and DR-TB, including management of paediatric cases in 2026. Trainings are planned for 39 facilities of the Right bank and 7 facilities for the Left bank. A national set of training materials will be developed, a set of materials for training participants will be prepared.

		

		

		

		



		Development and implementation of Information Education Communication (IEC) materials for different target groups (Communication, information and behavioural change activities). Educational materials can play a crucial role in increasing awareness and understanding of TB and the importance of TPT. Educational materials can help to dispel myths and misconceptions about TB, provide information on how TB is transmitted, and highlight the importance of early detection and treatment. They can also provide clear and concise instructions on how to take TPT and explain the potential benefits and risks associated with it. Moreover, these materials can be designed to be culturally sensitive and tailored to the specific needs of different KVPs.

Activities include (a) printing information materials for general public (leaflets, booklets, brochures addressing FAQs on TB – 17 topics); (b) printing of informational materials for TB people, PLHIV and their relatives (booklets and brochures addressing disease-specific aspects on TB and TB/HIV co-infection – 11 topics); (c) broadcasting TV and radio PSAs on TB (twice per year on national and regional radio stations and TV channels); (d) development of new TV and radio PSAs (30-45 sec, 2 per year); € production of programs about TB on regional TV channels around World TB Day and during Fall informational campaign (20 min duration, 10 channels). 

All activities are planned for 2024 only.

		

		

		

		



		Population: 

· General population

· Key groups for TB systematic screening (as per Guide “On organization and implementation of systematic screening and preventive treatment of tuberculosis”), including key populations: homeless people, prisoners and ex-prisoners, PLHIV, migrants, and other people who are outside of reach of primary care 

· Men and women with TB

· People with presumptive TB and active TB

· People with DR-TB and their families;

· Children with presumptive TB and active TB.

Geography: National

Barriers: 

· Suboptimal use of TB prevention measures;

· Despite the provision of the TPT in the national protocols for many years, the uptake has been low, particularly in PLHIV and adult contacts, with better coverage in paediatric contacts;

· Reticence in using INH-containing regimen in a high MDR-TB burden country;

· IGRA tests, TBSTs and some of the TB drugs cannot be purchased from international platforms, while the prices on the domestic market are much higher.

		

		

		

		



		Amount requested

		438.635,17

		

		

		



		Expected outcome

· Coverage with TPT as per national revised guideline 15.550 persons in 2024-2026.

· Gaining positive implementation experience in using of 1-month Rifapentine containing regimen will allow further expansion.  

· Development and distribution of educational materials on the subject related to TPT 2024-2025

		

		

		

		



		[bookmark: _Hlk133584388]Module #11 (TB.4) Key and Vulnerable Populations (KVP) – TB/DR-TB

		

		

		

		



		The interventions in this module are designed to address TB with the support of the TB CSOs working throughout the country to reach KVPs by addressing TB case detection, diagnosis, and treatment and supporting services, including activities to create an interlinked and coordinated system of community-based and community-led programs and services. 

Creating an enabling environment for CSOs to expand their reach to more KVPs, based on a strong partnership and collaboration with PHC and TB inpatient and outpatient services aims to increase case finding, diagnosis, and treatment among mobile populations, people without shelter, and vulnerable populations from regions with lack of access to medical services. Additionally, the CSOs will collaborate with local governments and social services to address TB among KVP. Given that, a PCC approach and response is expected to drive the further improvement in TB epidemic.

The KVPs in this section will be reached through CSOs. 

		

		

		Why is it that we have some KVPs listed in this module as well as in Module #8 (TB.1) at page 23 (PWID, homeless, PLHIV and others targeted for community based ACF).  Perhaps the ones in this section will be reached through CSOs while the one in Module #8 will be through the NTP and community volunteers?

		



		11.1  KVP – Mobile population (migrants, refugees, IDPs)

		

		

		

		



		Ensure TB screening of people from the groups of high risk. Activities related to adapting TB services to the specific needs of mobile populations and making appropriate services accessible and available, including:

1. Support to organizations working with mobile populations to build awareness about TB among the community.

2. Development of a working algorithm to reach mobile populations.

3. Information, education and communication, Active case finding, contact tracing, and screening of mobile populations for TB prior to migration for work and their return home. 

4. Activities to strengthen cross-border referral processes and collaboration between national programs and stakeholders including communities and community-led monitoring. 

5. Psychosocial support /Linkages with psychological support from the community.

6. Linkage with national TB health management information system and referral.

7. Linkages with social, legal, and humanitarian services (nutritional support, social housing, legal aid) as well as other health promotion and emergency health programs.

8. Linkages with NTP of Ukraine on sharing information on those refugees screened and diagnosed with DS-TB and DR-TB.

It is planned to cover 5,600 people in 2024 and 2025 respectively from the GF resources, which represent 70% of the country targets/estimates, 30% being covered from the domestic resources (National Health Insurance Company). The resources needed for 2026 are included in PAAR. 

		8 Linkages with NTP of Ukraine on sharing information on those refugees screened and diagnosed with TB and DR-TB.

		

		

		



		a. KVP - Urban poor/slum dwellers 

		

		

		

		



		Ensure TB screening of people from the groups of high risk. Activities related to homeless people include adapting models of TB/DR-TB care to meet the needs of these specific groups to make services people-cantered and improve quality, accessibility, appropriateness, and availability. 

1. Information dissemination, education and communication.

2. Active case finding.

3. Community-based TB care and prevention; community-based sputum collection/transportation arrangements.

4. Supportive activities to improve access.

5. Community support for TPT where needed. 

6. Supportive activities to improve access and adherence to TB treatment including DAT, psychosocial and nutritional and other social protection support.

7. Linkages with TB care services to ensure continuation of treatment at all stages (i.e., exit from inpatient to outpatient). 

8. Linkages with social, legal, and humanitarian services (nutritional support, social housing, legal aid) as well as other health promotion programs.

9. Support to provide basic needs support/hygienic package. 

10. Sensitization of PHC and TB services on access and continuum of care and rights of TB patients in PWS.

It is planned to cover 2,800 people in 2024 and 2025 respectively, from the GF resources, which represent 70% of the country targets/estimates, 30% being covered from the domestic resources (National Health Insurance Company). The resources needed for 2026 are included in PAAR.

		

		

		

		



		b. KVP – Others

		

		

		

		



		Strengthen TB control in prisons, by accompanying and offering support to detainees after their release, to ensure treatment continuity, incl. with the involvement of CSOs. Activity includes costs for supporting personnel (coordinator, social worker and psychologist), project operational costs and incentives per each adherence case in detention (100 detainees per month in average) and per each referral to civic medical facility (25 released people per year in average).

Activities include:

1.Ensuring all necessary accompaniment to provide supportive services, case-management and pre-release work with soon-to-be released detainees with TB.

2. Linkages to care in the civilian sector to 100% of people with TB in detention.

3. Support (incentives) per each adherence case in detention 

4. Support (incentives) per each referral to civic medical facility (25 released people per year in average).

It is planned to cover X people in 2024 – 2026, from the GF resources. Due to limited access to penitentiary institutions on the Left bank, the activity is planned to roll out only on the Right bank.

		

		

		

		



		c.  KVP – Others

		

		

		

		



		Ensure TB screening of people from the groups of high risk. The category “Others” include the vulnerable populations from regions with lack of access to medical services and remote rural settings with no PHC facilities or lack/shortage of qualified medical human resources.

Activities include adapting models of TB/DR-TB care to meet the needs of these specific groups to make services people-centered and improve quality, accessibility, appropriateness, and availability. 

1. Information, education, communication and active case finding (referral and accompaniment, linkages to health facilities for regular screening/testing.

2. Community-based TB care and prevention; community-based sputum collection/transport arrangements.

3. Supportive activities to improve adherence to treatment including psychosocial, nutritional, and other social protection support.

4. Linkages with social, legal, and humanitarian services (nutritional support, social housing, legal aid) as well as other health promotion and emergency health programs.

5. Support to provide basic needs support/hygienic package (left bank).

It is planned to cover 9,100 people in 2024 and 2025 respectively, from the GF resources, which represent 70% of the country targets/estimates, 30% being covered from the domestic resources (National Health Insurance Company). The resources needed for 2026 are included in PAAR.

		

		

		Please provide more details which are those. Are these remote rural settings with no PHC facilities?



What is the plan B, if the budget advocacy efforts are not successful? Are these activities reflected in PAAR for 2026?



Comment applies to all activities in this section expected to be covered through Government funding in 2026.

		



		Small grants for education, information, and interventions to increase treatment adherence and prevent relapses (by accompanying and offering support to people with treatment completed). To increase DR-TB and DS-TB treatment adherence, it is planned to provide service packages consisting of specialists’ consultations, information materials, incentives for adherence cases. It is planned that CSOs will cover 30% from those enrolled in treatment: for the Right bank, 470/451 in 2024/2025 for DS-TB (from 1,566/1,504 enrolled respectively), 105/101 in 2024/2025 for DR-TB (from 349/335 enrolled respectively); for the Left bank, 22/21 in 2024/2025 for DS-TB (from 224/214 enrolled respectively), 13/13 in 2024/2025 for DR-TB (from 133/127 enrolled respectively). Also, assistance with internal documents is planned for those who receive support (if needed). The resources needed for 2026 are included in PAAR.

		

		

		

		



		Providing motivational package for treatment adherence. To increase treatment adherence, it is planned to provide hygienic packages and information sessions to 345 people in 2024, 331 in 2025 on the Right bank (60% of KVPs enrolled in treatment and assisted by CSOs (575 and 552 respectively) and 21 people in 2024, 20 in 2025 on the Left bank (60% of KVPs enrolled in treatment and assisted by NGOs (35 and 34 respectively). The resources needed for 2026 are included in PAAR.

		

		

		

		



		Top-up for CSOs staff for TB detection and treatment enrollment. This activity will provide salary support to CSOs for detecting TB, HIV cases and initiating treatment – 263 cases are estimated to be detected on the Right bank and 53 – on the Left bank during 2024-2025.

The resources needed for 2026 are included in PAAR.

		

		

		

		



		Population: 

· Key and priority groups for TB systematic screening (as per Guide “On organization and implementation of systematic screening and preventive treatment of tuberculosis”), including key populations: homeless people, prisoners and ex-prisoners, mobile populations, and other people who are outside reach of primary care;

· Men and women with TB

· People with presumptive TB and active TB

· People with DR-TB and their families;

Geography: National

Barriers: 

· Limited access and availability of screening, testing, and treatment services;

· Stigma associated with TB, amplified by negative attitudes towards particular KPs in medical institutions and overall in society;

· Lack of interest from formal service providers towards these groups in relation to accessing TB services;

· Concurrent health issues at community level;

· Lack/shortage of medical resources or PHC facilities in some settings 

		

		

		

		



		Amount requested

		1.905.207,79

		

		

		



		Expected outcome

· Mobile populations, homeless people, vulnerable populations from regions with lack of access to medical services: 95% screened for TB, 

· 100% of soon-to-be released detainees with TB supported and linked with civic medical facility after release to ensure continuity of TB treatment;

· At least 85% needing treatment receive it; 

· Loss to follow-up is less than 20%

		

		

		

		



		

		

		

		

		








		

		WHO

		

		GFATM

		



		Module # 8 (TB.1) TB Diagnosis, Treatment and Care

		

		

		

		



		8.1 TB screening and diagnosis

		

		

		

		



		The support of the phthisiopulmonology (PP) doctor or the medical assistant for visits within the PHC institutions in the territories. Case-finding strategies in Moldova include systematic screening of KVPs by PHC provider, contact tracing and systematic screening of adult and child contacts by PP and epidemiologist, and community-based activities with contingents as stipulated in the current guidance. The community-based screening are described in the Module “Key and Vulnerable Populations (KVP) – TB/DR-TB”. 

Since 2018, the use of mobile CXRs, which were equipped with CAD in November 2022, allows reaching the most vulnerable categories in the districts, this being done by the PHC. The costs of mobile van operations (staff and operations) are fully covered by the national resources. Details on each modality are provided below in Section 1.2 (Rationale), under “TB Context”. 

The consequences of the COVID-19 pandemic, (decrease in the notification of new cases), the constant unsufficient coverage with TB screening among people with risk to develop TB, further expansion of ACF it's absolutely necessary. Taking into consideration the revision of groups at high risk for TB and the development of new screening algorithms in 2023, it is necessary to organize support from the level of PP for PHC in the territories to monitor the formation of groups at high risk for developing TB disease and the application of the examination algorithms. This aims to increase efficiency of TB screening in groups at high risk of TB and will contribute to the early detection of TB and improving the results of TB treatment at the level of PHC.

The funding request will support under this activity the monitoring and training visits (transport and per/diem cost) in the surrounding territories of the pneumologist doctor, his nurse, or other relevant medical personnel to ensure correct implementation of TB screening. It is planned to cover the territories on both banks during the years 2024-2026.

Two visits per year are planned for the year 2024 and one for the years 2025-2026 in each locality within the rayon. Total will be covered 802 visits in 2024 and 401 visits for year 2025 and 2026.

		1. [bookmark: _Ref135676475]Diagnosis of TB and resistance to rifampicin

		

		1.2 Perhaps to mention that protocol was recently revised based on the latest WHO recommendations.

		



		

		2. [bookmark: _Ref135677304]Suggest to focus on scaling up the use of Xpert Ultra in adults with symptoms or signs of pulmonary TB as initial diagnostic test for TB and rifampicin-resistance detection in sputum replacing smear microscopy/culture and phenotypic DST - as per WHO recommendations. Also, add a similar sentence about diagnosis of TB in children.

		

		1.3 "presumptive TB' instead of "TB suspects". Please avoid use of terms that are construed to be discriminatory. Refer to language guide here https://www.stoptb.org/words-matter-language-guide

		



		

		

		

		1.4  Is the yield of TB among PWID high enough to justify expansion?

		



		

		

		

		1.5  What about the use of CXR screening with or without CAD, preferably over symptom screening? Wont that also be a focus in GC7? Perhaps no more equipment needed?

		



		Review and update TB laboratory and diagnostic network design through the network assessment as part of overall diagnostic network optimization. 

The actual TB laboratory network is described in the Section 1.2 (Rationale), under “TB Context”, “Diagnosis”

Some essential factors such as: the decrease of the tuberculosis incidence, simultaneously with the modification of diagnostic algorithms and treatment monitoring; the need to improve the conditions of the activity in RL, including Bender RL (Left bank); the opportunity of integration with other national programs (HIV and Hepatitis) in terms of early diagnosis and extension of the courier system for samples transport require the undertaking of proper measures to review and optimize the TB laboratory network. 

The tasks and responsibilities of laboratories at all levels should be revised, bearing in mind the implementation of GeneXpert XDR in laboratories and DST for new TB drugs.

A national TB laboratory strategic plan is at the development stage. Wide-ranging collaboration with international partners in the field of TB diagnostic research, development of molecular methodologies and genotyping of M. tuberculosis has been established. The capacity of the NRL (equipment) will be expanded and additional technologies will be implemented. The Whole Genome Sequencing technologies will be implemented during the next years. Knowing the upcoming release of new WHO guidance on WGS/NGS in 2023 it is also a strong incentive to implement this activity in the new Grant. This will make country prepared to uptake new recommendations in the near future. 

The NTP, in collaboration with the other National Programs for HIV and HVs, will develop a plan for transporting samples for early TB diagnosis, HIV, Hepatitis to the various district hospitals and the NRL, for the purpose of performing essential laboratory tests. The plan aims to expand access to laboratory tests that are essential in the RM for the diagnosis and monitoring of TB, HIV, HVs and other diseases. In order to ensure the sustainability of the specimen transportation to level II laboratories and to the NRL and the extension of the courier system to other programs, it is necessary to purchase 4 cars, as well as to cover maintenance and fuel costs. Non-sputum samples, including stools will be used for children’s investigation. Additionally clinical trainings and mentoring to diagnose TB in children will be done. 

In this context, it is proposed to cover in 2024 the expertise of TB laboratory network with the participation of the WHO.experts.

		3 [bookmark: _Ref135677377]Better frame it as this is part of the overall process of diagnostic network optimization in the country.

		ok

		Would TA be needed for this task, particularly on DNA/DNO?. A reminder in case the TA cost needs to be included in the funding request.

		Ok, dare ce e DNA/DNO?



		

		4 [bookmark: _Ref135677782]Any plans to include LIMS? Data information flow should be ensured with no delays, and if LMIS will be decided for inclusion, it should be incorporated/linked into current national electronic system.

		???

		Underdiagnosis of TB in children is highlighted as an issue but not addressed. Consider interventions for this - eg access to CXR, non sputum samples including stools, clinical trainings and mentoring to diagnose TB in children. It could be in this or the KVP Module #11 (TB.4)

		



		

		5 [bookmark: _Ref135677906]Add: knowing the upcoming release of new WHO guidance on WGS/NGS in 2023. This will make country prepared to uptake new recommendations in 2024.

		ok

		

		



		Procurement of the equipment for tuberculosis microbiology laboratories 

The actual TB laboratory network is described in the Section 1.2 (Rationale), under “TB Context”, “Diagnosis”.

RM is currently heavily dependent on external support (there is no other external funding for TB program except for the GF) in financing key TB response activities, including the procurement of laboratory supplies and especially equipment. Most of sophisticated and expensive equipment from the National Reference Laboratory (NRL) and regional reference laboratories (RRL) are outdated (20 years) and the procurement of new and replacement the old or broken equipment will be necessary. 

Thus, a small amount of equipment will be included in the current grant, such as Thermo Scientific Sensititre Vizion Digital MIC Viewing System, Thermoshaker / Twincubator, Slide Warmers, Universal Hot-air oven, Autoclave basic unit for Media Kitchen, Precision Incubator, Densitometer, Deep Freezer.

		6 [bookmark: _Ref135678520]Xpert MTB/RIF no longer produced, only Xpert Ultra and Xpert XDR

7 [bookmark: _Ref135683956]Be specific: indicate percentage of existing Xpert 6 color-optic modules that will be replaced with 10 color-optic modules through this grant. Also, what percentage of old will be replaced with new modules by Year 1, 2 and 3 of the project? Indicate that this will allow the country fully/partially transition to rapid uptake of latest WHO recommendations on using Xpert Ultra as initial test of diagnosis of TB and rif-resistance (as indicated before) and using XDR cartridges for diagnosis of FQ resistance in patients with RR/MDR.

		

		What are state plans for this



1.6 [bookmark: _Ref135745127]Please provide context if additional equipment will be procured - how many WRDs are in place, how many more needed, where will these be deployed. Also any data available to indicate why more equipment are needed (rather than improving the functionality and utilization of existing fleet)

		



		Maintenance of relevant TB screening and testing equipment. The maintenance of sophisticated and expensive equipment from the NRL and RRLs will be covered from GFATM grant funding. 

The funding request includes support for 100% of needs for maintenance of GeneXpert, Bactec (MGIT) and Hain equipment, including calibration, Xpert replacement of modules and coverage of other necessary servicing and maintenance costs for Right and Left bank for 2024-2026 years.

		

		

		What are state plans for this

		



		External Quality Control and Routine (internal) Quality Control. Annual external quality assessment (EQA) is carried out in all NRL/RRLs by the Supranational Reference Laboratory (SRL) in Borstel, Germany, achieving 100% coincidence in results starting from 2010. The NRL also participates in the EQA performed by the INSTAND, Germany, for TB microscopy, culture/DST, and molecular methods - certificates of successful completion were received in March 2020. 

It is proposed to cover the procurement of EQA kits from INSTAND (11 modules) and shipment of M. tuberculosis strains to SNRL in Borstel, Germany, twice per year. In 2024 and 2025

		8 [bookmark: _Ref135686156]This part require further expansion.

		

		What are state plans for this

		



		8.2 TB treatment, care and support

		9 [bookmark: _Ref135687164]Please add: which is similar to other countries of the region and is related to gradual uptake of new TB drugs. Better treatment outcomes are expected for later cohort of patients. Starting 2020 the national cohort will include patients on mSTR under OR, which already have shown high TX rate at end-of-treatment.

		

		Who will cover treatment

		



		a. 

		10 [bookmark: _Ref135687122]Be specific to which drugs there is an evidence of growing resistance. In this case, I assume, it is better to indicate the growing resistance to fluoroquinolones (FQ) – is this documented? If so, better to indicate the trend over past 3 years.

		

		1.7 [bookmark: _Ref135745404] Please can you ensure this is included in the list of interventions and budgeted for. I don’t see it  in the next Module #9 (DR-TB Diagnosis, Treatment and Care)

		



		a. 

		11 [bookmark: _Ref135687285]Please be specific: transition to novel 6-month treatment regimens for DR-TB – BPaL(M), as per latest WHO recommendations.

		

		Consider the shorter 4 month regimens for children with non-severe DS-TB as it is likely to save cost due to shorter treatment duration. Note the need to provide access to CXR to identify children with non-severe TB who will be eligible for this regimen

		Nu mai este relevant am scos linia I pentru Malul Stang



		a. 

		12 [bookmark: _Ref135687425]Please rephrase: scale up people-centered interventions, including the use of digital adherence solutions (VST) serving as alternative to hospitalization and mandatory daily visits to clinic for DOT.  

		

		1.8 [bookmark: _Ref135745554]Please reflect in the FLT, C/L package highlighting expected commitments for 2024-2026 grant cycle.   

		



		a. 

		13 [bookmark: _Ref135687510]aDSM is not only for management of adverse events, but also include important components of pharmacovigilance that can further be used for decision making.

		

		

		



		a. 

		14 [bookmark: _Ref135687612]Very high rates of LFTU. Any reasons for that? Thus, it is important to focus on scale up of digital adherence solutions and other people-centered outpatient models of service delivery. It should be stated in this part. Analysis of reasons of LTFU can be considered for inclusion into proposal. If related to labor migration, then, provide evidence.

		

		

		



		

		15 [bookmark: _Ref135689677]Anything on implementing recommendations on treatment of TB and DR-TB in children and adolescents? Any procurement of pediatric formulations? This is important to consider in proposal.

		

		

		



		Video Supported Treatment (VST). Since 2015, major efforts have been made to accelerate the uptake of digital adherence technologies (DATs) to ensure people-centered TB care and treatment delivery options. In the RM, TB stakeholders developed an asynchronous VST (I LIKE VST) electronic system and model of care (2019) as an additional adherence tool for people with TB who report difficulties with DOT, also in response to low treatment adherence in DR-TB linked to inconvenience of DOT as single strategy in outpatient care. With support from the GF, during 2021-2023, the VST was scaled-up nationally (including districts on the Left bank) and currently VST is a routine option of TB care, implemented countrywide. 

The funding request will support the provision of I-LIKE-VST at national level and its routine offering as well as monitoring of stock-outs and human rights-related barriers to TB services, including operational research to measure the yield of VST. VST and home-based care is prioritized for GF in the next period to support health system transformation for better TB outcomes. Costs include equipment and operational costs, CSOs informational materials to ensure full implementation.

To increase adherence among peoples eligible to be included in VST, activities implemented by medical and non-medical staff will be supported: a VST coordinator and accountant at national level will manage the work, being supported by non-medical staff from CSOs. The VST coordinator will ensure the re-training of medical staff from districts, will estimate the annual number of people eligible to be enrolled, will plan the procurement of necessary equipment and present it to the Principal Sub-Recipient, as well will ensure the distribution and management of procured assets, together with the accountant. Non-medical staff will support district level health staff in training the patients in using VST, their daily monitoring at least 2 months from the enrolment and other supportive activities, as needed. 

		16 [bookmark: _Ref135689288]Anything to add about implementation research, e.g., operational research on concomitant treatment of DR-TB and viral hepatitis C? Patients will benefit from concomitant treatment and OR costs will not be high. WHO EURO will support with overall coordination and TA.

		

		

		



		Patient incentives on Left Bank - material patient support. In order to obtain and maintain good adherence to TB treatment, several activities are implemented in the country. In the territories of the right bank of the Dniester, these activities include: the psycho-social support provided by the multidisciplinary teams created in each district, the provision of a food voucher in the amount of 53 lei per day (≈ 3 USD) and the reimbursement of expenses for the trip or the provision of a monetary equivalent in the amount of 140 lei (≈ 7.9 USD) monthly during the whole period of the treatment. All these activities are financially covered from CNAM sources.

On the left bank, the current GFATM grant has provided support to a multidisciplinary approach to providing non-medical support to patients starting TB treatment. A case management approach has been initiated in the previous funding cycles used to ensure patients adherence to treatment and their non-medical needs are addressed. 

The funding request will support the operational expenses related to ensuring the provision of monetary incentives to patients who receive ambulatory treatment (needed operational staff and monetary incentives), while the team of specialists who will ensure the psycho-social support of patients will be taken over from domestic resources.

It is planned, that 70% of people with DS-TB will be covered by support (monetary incentives in the same value that is offered on the right bank), targeting 157 people in 2024, 150 in 2025, 144 in 2026.  

		17 [bookmark: _Ref135689638]Please specify what exactly will be provided: nutritional, psychological, monetary incentives, other? Both for Left Bank and mainland of Moldova.

		ok

		Right bank is covered by the state funding?

		ok



		Strengthen TB control in prisons, by accompanying and offering support to detainees after their release, to ensure treatment continuity, incl. with the involvement of CSOs. A small grant will ensure all necessary accompaniment to provide supportive services, case-management and pre-release work with soon-to-be released detainees with TB, and linkage to care in the civilian sector to 100% of people with TB in detention. Activity includes costs for supporting personnel (coordinator, social worker and psychologist), project operational costs and incentives per each adherence case in detention (100 detainees per month in average) and per each referral to civic medical facility (25 released people per year in average).

Due to limited access to penitentiary institutions on the Left bank, the activity is planned to roll out only on the Right bank.

		

		Nu era pusa in PF anterior si nu are comentarii

		

		



		Updating, elaboration of national clinical protocols in the field of TB. The project will support technical assistance for elaboration or updating of national clinical protocols with reference to TB diagnosis, treatment and care in order to align them with WHO strategies and recommendations.

The National Clinical Protocols (NCP) „TB in children” and „TB in adult” has been aligned to latest normative guidance in May 2020[footnoteRef:1].  [1:  National Clinical Protocol TB in Children (available in Romanian only): https://simetb.ifp.md/Download/oficial_docs/PCN-55-2020-Tuberculoza_la_copil.pdf ] 


Recently, the NCP „TB in children” was revised according to the latest WHO recommendations (WHO consolidated guidelines on tuberculosis. Module 5: management of tuberculosis in children and adolescents. Geneva: World Health Organization; 2022) and is presented for approval. The shorter 4 month regimens for children with non-severe DS-TB are included in the protocol, which will allow increased treatment adherence and lower costs due to shorter treatment duration. According to the NCP all children with presumptive TB have access to X-ray, digital TS and HRCT.

The NCP „TB in adult” is at the review stage according to the latest WHO recommendations from 2022, 2023. NCPs are reviewed in accordance with the Methodology regarding the development, approval and implementation of national clinical protocols in the RM.  https://msmps.gov.md/wp-content/uploads/2021/10/Metodologia-de-elaborare-aprobare-si-implementare-a-PCN-aprobata-prin-ordinul-MSMPS-nr.1540-din-27.12.20181.pdf 

In order to update the NCPs, all the revision stages of the national clinical protocols according to the methodology mentioned above should be followed. The development of any guidelines is done in accordance with the same methodology. Due to the advanced scientific TB research, new recommendations have recently appeared, which need to be quickly implemented in practice.

For speeding up the process of reviewing national clinical protocols and ensure timely implementation, the national team needs support from the GF grant.

		

		

		

		



		Population: 

●	Key and priority groups for TB systematic screening (as per Guide “On organization and implementation of systematic screening and preventive treatment of tuberculosis”)

●	People with TB

●	People (including children) with presumptive TB and active TB

· People with DR-TB and their families

Geography: National

Barriers: 

· Late case detection and case finding;

· Insufficient scale up of ACF strategies 

· Low case detection among contacts

●	Human resource shortages in districts and insufficient cadre and competencies for supportive services 

●	Stigma and discrimination by health care staff and other providers

· Lack of motivation to seek and complete screening and diagnosis 

●	Existing barriers to access and on key populations

		

		

		

		



		Amount requested

		884.590,76

		

		

		



		Expected outcome 

· Maintaining a high level of at least 90% of new and relapse TB patients tested using WHO recommended rapid diagnostic tests at the time of diagnosis

· Coverage with incentives of 451 patients with DS-TB from the Left bank during years 2024-2026

· Coverage with VST of 600 patients from the Right bank and 200 patients from the Left bank during years 2024-2025

· Achieving a treatment success rate of all forms of TB - bacteriologically confirmed plus clinically diagnosed, new and relapse 90% until 2026

· Optimizing the network of TB laboratories by 2026

		18 [bookmark: _Ref135692930]Please add targets. Please consider WHO EURO M&E framework with set of indicators and baseline as example. This is available in NSP also.

		

		

		








TB CONTEXT

The Republic of Moldova (RM) still remains among the WHO European Region’s 18 high-priority countries for tuberculosis (TB) control and among the world’s 30 high multidrug-resistant (MDR) TB burden countries,[footnoteRef:1] and TB is a top public health priority in the country. [1:  Global tuberculosis report 2022. Geneva: World Health Organization; 2022.] 


According to the national reporting system (electronic system SIME TB), the number of new and relapse TB cases continued to increase in 2022, reaching 2,122 or a total incidence of 68.9 per 100,000 thousand population, compared to 67.1 per 100 thousand population (2,068 cases) registered in 2021 and 56.7 per 100 thousand population (1,759 cases) in 2020.

A  sharp (38,7%) drop (38,7%) in notified new and relapse TB cases between 2019 and 2020 should be attributed to the impact of the COVID-19 pandemic, both on the TB detection and reporting of TB cases. This indicator reflects the impacts on access to diagnosis and treatment on both the supply side (e.g. capacity to ensure continuation eof service provision to provide services) and the demand side (e.g. ability to seek care in the context of lockdowns and associated restrictions on movement, concerns about the risks of going tovisiting health care facilities during thea  pandemic, and stigma associated with similarities in symptoms related to TB and COVID-19) [footnoteRef:2]. Reduced Decreased TB detection during the COVID-19 pandemic can havehad several serious consequences: delayed diagnosis and initiation of treatment can also usually result in more severe advanced forms of the disease, which subsequently lead to higher treatment costs, and longer treatment durations, potentially leading to increasedincreasing TB transmission of TB at in the communitythe community level. [2:  https://www.who.int/teams/global-tuberculosis-programme/tb-reports/global-tuberculosis-report-2022/covid-19-and-tb ] 


In 2021 and 2022, situation with TB detection was readdressed, due to a robust response to and during the COVID-19 epidemic by the phthisiopneumology service, including joint TB control response efforts with civil society organizations, contributed to better detection of TB cases.

At the request of the National Agency for Public Health, TB epidemiological indicators were revised using the RM 3,100,000 population for the last 3 years - 2020, 2021 and 2022 respectively. The indicators already revised are described above.

In 2021, for the first time, the population of 3,100,000 was used to estimates of TB burden in Republic of Moldova. Estimated TB incidence and mortality (HIV-negative) in 2021 were 84 and 5.7 per 100,000 population respectively.[footnoteRef:3] [3: ] 


MDR-TB resistance was 20.4% in newly diagnosed and 44.8% in previously treated TB patients in 2022 (preliminary data). 

RMMoldova’s TB epidemic is characterized with most notifications from people aged 18-64 years, and higher notification in specific risk groups, including people in prisons, migrants and TB/HIV co-infected persons. While most infections in the general population are being identified as drug sensitive (DS) TB cases, MDR-TB has been steadily increasing from 2005 to 2012, where it appears to have stabilized, except for within prison populations. Despite a steadily improving epidemiologic situation, RMMoldova remains among the world’s 30 high MDR-TB burden countries. Data suggests that cases of TB infection cases may have decreased over time amongst the general population, but are high amongst prisoners, migrants and PLHIV (Annex 7 Optima TB 2018). In RMMoldova, TB affects mostly men, of all cases notified in 2022, 75% were cases among men and 25% among women75% men and 25% women notified cases in 2022.  The absolute number of new TB cases notified in children (0-18 years) in 2022 was 103 or 7.0% out of total number. Incidents of new cases in children for 2022 were 15.9 per 100,000 thousand population.

Figure XX Proportion of incident TB cases by age, group and sex (absolute numbers), 2022



		





Source: National TB Program Coordination Unit. Statistics data for 2022

Figure XX Number of notified new andre relapse incident TB cases in Moldova and mortality rate (1990-2022)



[image: ]



Source: National TB Program Coordination Unit. Annual report

The annual notified cases are on decline, and bacteriologic confirmation increased from 58% in 2014 to 88% in 2022. 

Table XX Annual number of notified TB cases by category, 2015-2022

		

		2015

		2016

		2017

		2018

		2019

		2020

		2021

		2022



		New cases total

		2,860

		2,844

		2,686

		2,456

		2,279

		1,375

		1,614

		1,667



		New pulmonary bacteriologically confirmed

		1,620

		1,596

		1,492

		1,417

		1,339

		837

		975

		1,025



		New pulmonary clinically diagnosed

		929

		942

		888

		770

		699

		415

		458

		483



		New extrapulmonary

		306

		306

		306

		266

		241

		123

		181

		159



		Previously treated cases total

		1,330

		1,258

		1,146

		984

		1,002

		651

		686

		678



		Relapses pulmonary bacteriologically confirmed

		477

		428

		386

		378

		368

		227

		272

		272



		Relapses pulmonary clinically diagnosed

		274

		269

		246

		167

		199

		147

		166

		163



		Relapses extrapulmonary

		29

		29

		36

		21

		30

		10

		16

		18



		Other previously treated

		550

		532

		478

		418

		405

		267

		232

		225



		Other cases

		33

		30

		22

		26

		25

		11

		7

		7



		All TB cases

		4,637

		4,132

		3,854

		3,463

		3,306

		2,037

		2,307

		2,352





According to ECDC/WHO Surveillance Report[footnoteRef:4], an estimated number of 2,600 new and relapse cases and 1,000 estimated MDR/RR-TB cases among notified bacteriologically confirmed cases were in 2021, compared to notified 2,067 new and relapse cases and 469 notified MDR/RR-TB, with high completeness of DRS data and case-linked reporting. [4:  https://worldhealthorg.shinyapps.io/tb_profiles/?_inputs_&entity_type=%22country%22&lan=%22EN%22&iso2=%22MD%22 ] 


Given the country's increased active case-finding (ACF) strategies since 2017, particularly in children, contacts and key populations, Xpert testing of 95% of all notified cases in 2022, universal DST coverage, estimated incidence and UNHLM targets are likely to present an overestimation and may need to be revised following the next epi review. 

MDR TB: The European Region has the highest rates of drug-resistant TB (DR-TB) in the world. The RMMoldova has the same pattern, 20,4% of new TB cases and 44,8% of previously treated cases had rifampicin-resistant TB (RR-TB) in 2022 (national reporting - preventive data), and in 2021 WHO estimated MDR- TB burden in 2021 was 31% (29-32%) in new cases and 56% (54-59%) in previously treated cases[footnoteRef:5]. Resistance to anti-TB drugs is the largest greatest challenge and the main obstacle to effectively addressing the TB epidemic in the RMMoldova. In 2021, 461 DR-drug resistant TB patients (RR-TB an MDR-TB), bacteriologically confirmed, were notified, compared to the target 1,000 estimated cases, estimated number is likely to be an overestimate. [5:  https://worldhealthorg.shinyapps.io/tb_profiles/?_inputs_&lan=%22EN%22&iso2=%22MD%22&main_tabs=%22est_tab%22 ] 


 

Figure 7 Percent of MDR among total TB cases notified (new and retreatment)





Source: National TB Program Coordination Unit. Annual report data submitted for WHO Global TB 2022 



Early detection: At the request of the National Agency for Public Health, TB epidemiological indicators were revised using the country population estimated of 3.1 million for the last 3 years (2020-2022). The indicators provided above are those based on the revised estimates. In 2021, for the first time, the population of 3.1 million was also used to estimate TB burden in RMRepublic of Moldova. Estimated TB incidence and mortality (HIV-negative) in 2021 were 84 and 5.7 per 100,000 thousand population respectively.[footnoteRef:6] MDR-TB resistance was 20,4% in newly diagnosed and 44,8% in previously treated TB patients in 2022 (preventive data).  [6:  Tuberculosis profile: Republic of Moldova, 2021. https://worldhealthorg.shinyapps.io/tb_profiles/?_inputs_&entity_type=%22country%22&lan=%22EN%22&iso2=%22MD%22] 


Facility-based case finding: TB patients are mainly detected through passive case-finding, i.e., by examining people who seek medical care at health facilities for symptoms. Family doctors at the primary care level in both rural and urban settings identify and refer patients with presumptive TB for further diagnosis at the secondary level facilities, in accordance with the PCMC,[footnoteRef:7] as well as the screening/ diagnostic algorithms (i.e., Xpert testing, microscopy, CXR) defined in the TB national clinical protocols for adults and children.[footnoteRef:8] Xpert MTB/RIF test is first diagnostic test for all (new) people with TB symptoms, with 93% of new and relapse cases tested with it at the time of diagnosis in 2022.[footnoteRef:9] In parallel PC has a mandate to conduct ACFactive case-finding through annual screening of three categories high risk groups, priority groups, and mandated groups.[footnoteRef:10] Reliable data on the coverage with TB screening among KP as well as the size of KP groups is not available given the limitation of the current electronic reporting system and lack of these indicators, this which is limiting the analysis of coverage and targeting. There are certain challenges in the implementation of the case-finding activitieshis case finding modality, due to theincluding shortage of family doctors, barriers to reach certain KP groups and get them examined, improper provider reimbursement mechanisms for the cost of screening examinations, insufficient incentives to screen all KP. Additional factors that impact ACF coverage are financial barriers among KP related both to transport costs, but also the cost of the harge on CXR for people not covered by health insurance. Therefore, additional support to those outside reach of GP is needed and the key role in paradigm shift to more community-based case-finding is obvious. [7:  NTCP. People-Centered Model of TB Care draft.]  [8:  National clinical protocol for TB in Adults and Children http://simetb.ifp.md/Download/oficial_docs/Ordin_MS_2020_05_05_nr_440_441-aprobare-protocoale.pdf 
http://simetb.ifp.md/Download/oficial_docs/PCN-55-2020-Tuberculoza_la_copil.pdf  
http://simetb.ifp.md/Download/oficial_docs/PCN-123-2020-Tuberculoza_la_adult.pdf  ]  [9:  WHO global TB database 2021]  [10: http://old2.ms.gov.md/sites/default/files/legislatie/ordin_nr._1080_din_13.10.2014_cu_privire_la_masurile_de_eficientizare_a_depistarii_tuberculozei.pdf;  http://old2.ms.gov.md/sites/default/files/legislatie/ord._411_din_31.05.2017_modificarea 1080 depistarea_tbc.pdf] 


TB contact investigation (CI) is conducted at district level jointly by PP specialist and epidemiologist among household contacts, including children, referred from the PHC level. The CI cascade data for 2015 -2022 among household/close contacts shows persistent high coverage (>90%) of TB screening among contacts. Average number of examined contacts per notified case was 7 in 2019, in 2022 – 4.7 (average family size in RMMoldova is 2.9 people). At the same time, the yield of TB cases among household contacts has been low (1.2% in 2017 and 2018; 1.1.% in 2019; 1.8 in 2022).[footnoteRef:11] More granular cascade data needs to be available, particularly among different types of contacts as well through different operational modalities/settings and will be the focus of next national program.  [11:  The NTP 2019 data] 


Mobile CXR: Since August 2018, the NTP started an ACF with CXR screening by using mobile vans to reach people at risk for TB who are on PHCGP  lists but do not reach the district center to undergo X-ray screening in rural communities. In 2019, 34,172 people were screened through mobile outreach CXR screening, with 166 patients diagnosed with TB (486 cases per 100,000). In accordance with the Order Ministry of Health Order of the Republic of Moldova no. 590 of from 24.06.2020 of the Ministry of Health, due to the trends in the sanitary and epidemiological situation in the RMRepublic of Moldova, in order to prevent the spread of the infection with COVID-19, the planned TB screening activities have been temporarily suspended. Starting from May 2021, according to the Ministry of Health Order of the Republic of Moldova no. 463 of from 21.05.2021, TB screening has been resumed for residents of rural areas, who are part of the risk groups and increased vigilance regarding TBtuberculosis, as well as for those at increased risk of developing lung cancer. Targeted screening by the lung X-ray method continues throughout 2022, in accordance with the Ministry of Health Order no. 315 of from 31.03.2022.

In 2022, the screening was carried out in 20 districts. The number of people investigated is 13,485, 1,613 of them with suspicions of pathologypresumptive TB and were directed with suspicions of pathology to: phthisiopneumologist - 954 suspects persons and oncologist - 141 personssuspects. As a result of the examinations, 378 cases of TB were detectedpersons were diagnosed wit TB. , or 2.6% of the number of people investigated.

While this modality shows effectiveness, its further scale-up is limited by throughput capacity to download and interpret X-rays. The previous funding request included procurement ofs artificial intelligence (AI) technology to overcome theis barrier of insufficient radiologists to read the Xrays. In November 2022, 6 mobile radiological installations were equipped with CAD, but there are limitations in the its use of CAD due to the lack of regulation at the country level.

TB case-finding in communities: CSONGOs has started conduct ACF in key populations, specifically homeless, PLHIV, PWID insince 2011 with the Global Fund support and Stop TB Partnership TB REACH Initiative and have demonstrated in time their value in TB care among hard-to-reach KVPs. NGO involvement in case finding in KPS started in 2011 with support from a STP TB Reach Wave 2 grant and scaled-up in NFM1. Within the CSOsNGO-implemented programs, the rates of TB cases per 100,000 people screened were 1,365 for homeless, 614 for PLHIV, and 1,416 for people in prisons, compared to 1,676 for contacts in ACF undertaken by the health system. This led to 4-5% contribution to notified cases notified[footnoteRef:12]. During the next years the operational scale of case finding activities has decreased and funding limitations affected case finding. During the 2018 – 2019 period there were 10 NGOs involved, 953 people were screened and 23 TB patients diagnosed: a rate of 2,413 per 100,000 thousand population. Thus, GF support was requested to expand community-based case finding activities in PWID, homeless and other groups during 2021-2023 allocation period. Starting in 2021, 10 NGOs are engaged in ACF and have demonstrated greatly improved results: 25,656 people were screened, and 253 TB patients diagnosed in 2021, and 21,196 people were screened and 172 patients diagnosed in 2022. This led to overaround 10% contribution to the number of all notified cases notified in 2021-2022 in the country. The rates of TB cases per 100,000 people screened have grown significantly compared to 2021 (Table XX). [12:  Annex XX. TB Evaluation report 2020, p.8-9] 


		Indicator

		IDUs and alcohol abuse

		Homeless

		PLWH



		

		2020

		2021

		2022

		2020

		2021

		2022

		2021

		2022



		People clinically screened

		1,235

		4,330

		3,809

		191

		792

		460

		97

		160



		People radiologically screened

		1,235

		4,082

		3,445

		191

		780

		459

		95

		155



		People with TB symptoms

		

		135

		151

		 

		83

		69

		7

		15



		TB diagnosed 

		13

		59

		41

		13

		38

		23

		5

		14



		Started treatment

		13

		58

		38

		12

		38

		23

		5

		12



		TB per 100,000 screened

		1,050

		1,445

		1,190

		6,810

		4,872

		5,011

		5,263

		9,032





Given the strong evidence and the findings of the evaluation report, these activities were also supported from National health Insurance Company (NHIC) sources by contracting two local NGOs through grants (1,616,342 MDL) in 2021, four NGOs in 2022 (1,800,129 MDL), and 3 NGOs have been selected for 2023 to be contracted for case-finding in hard-to-reach populations who were not covered with TB annual screening by family doctors.

Based on the number of WHO estimated TB incident cases as well as TB cases notified through national TB surveillance system, around 500 TB patients were missing in 2021 (WHO global TB database 2022). However, these estimates should be interpreted with some caution given the overestimated general population size as mentioned above and a possible revision of correctional factor assumptions. During recent years, the TB notification rate for all TB cases decreased steadily from 103.5/100 000 (4,211) in 2015 to 68.9/100 000 (2022) in 2022, according to NTP data. Case detection is conducted in accordance with the National clinical protocol (NCP). The NCPsnational clinical protocols are revised every 2-3 years, the latest version was just approved in May 2020. 

Diagnosis: The laboratory network covers the whole country and includes 57 peripheral laboratory level 1 located at TB outpatient facilities at the district level and municipalities. All these are equipped with MTB/RIF Xpert and binocular microscopes. Additional three Regional TB Reference Laboratories (RRL); and National TB Reference Laboratory (NRL), with biosecurity level 2+, that perform culture tests on liquid (MGIT960) and solid media (L), molecular methods (LPA) and DST (including Xpert MTB/XDR) on national level. Annual external quality assessment (EQA) is carried out in all NRL/RRLs by the Supranational Reference Laboratory (SRL) in Borstel, Germany, achieving 100% coincidence in results starting from 2010. The NRL also participates in the EQA performed by the INSTAND, Germany, for TB microscopy, culture/DST, and molecular methods - certificates of successful completion were received in March 2020. In 2022 the NRL was accredited according the ISO 15189. 

The diagnostic algorithm has both smear microscopy and MTB/RIF Xpert as the first line test for people with TB symptoms. MTB/RIF Xpert was introduced in the Republic of Moldova in 2012 with support of Stop TB Partnership (STP) TB REACH and then rolled out with GFATM support towards universal coverage, including penitentiary system and HIV services. The widespread use of MTB/RIF Xpert has improved diagnostic testing and shortened the time to MDR-TB detection and treatment. Last 5 years, starting 2018, 95% of notified new and relapse TB patients were tested using Xpert MTB/RIF. The ongoing GF TB grant also supports specimen transportation from peripheral MTB/RIF Xpert centers including the penitentiary system to NRL and RRLs for culture/DST and continuation of this support is included in the next one. In line with the transition from GF to domestic funding, the government covers all consumables for smear microscopy, as well as a large part of the MTB/RIF Xpert cartridges (in 2019, 40% of the needs for the Right Bank and 100% of Left Banks). Currently, only 4 Xpert machines are used for HIV VL in ART sites. With proposed decentralization of ART to 12 sites in 2022 and 2023, Xpert platforms will be also used to HIV VL testing. Given the existing co-morbidity profile, the country also plans to use Xpert as a platform for HIV VL and COVID-19. In May 2020 RM Moldova has requested GF support for 20,000 Xpert COVID-19 tests, in order to expand access to COVID-19 testing in areas further away from the 9 labs currently performing conventional COVID-19 PCR tests. 

High DST coverage: 97% of bacteriologically confirmed new TB cases, and 89% of bacteriologically confirmed previously treated cases, were tested for RR, respectively; 90% of RR-/MDR-TB cases were tested for resistance to second-line drugs. The coverage of FLD DST for susceptible pulmonary TB increased from 68% in 2014 to 79% in 2019, and also for extra-pulmonary TB, from 10% in 2014 to 24% in 2019. The coverage of SLD DST for MDR-TB patients increased from 58% in 2014 to 79% in 2019 for pulmonary TB and from 17% to 72% for extra-pulmonary TB. Eighty-two percent of XDR-TB patients had SLD-DST in 2018.	Comment by Oxana Rucsineanu: Date mai noi?

Treatment: 

In June 2020 the NTCP NTRP has revised the NCPtreatment protocol t to include the most recent WHO recommendations. Introduction of modified treatment guideline allows patients to receive shorter and all oral regimens, which is expected to contribute to better treatment outcomes. After the review of the NCPnational clinical protocols in May 2020 in the Republic of Moldova, only peroral TB treatment regimensschemes are used. From September 2020, the country participates in Operational Research which includes administration of “Short, all-Oral Regimens for Rifampicin-resistant Tuberculosis”. The new drugs and new regimens require strong systems for patient monitoring, drug management and pharmacovigilance systems for preventing severe adverse events and development of resistance to new drugs – some of these aspects are included under the RSSH component. Starting from September 15, 2020, in the Republic of Moldova, the recruitment of patients to the operational study “Study with modified short-term regimens for the treatment of RR-TB exclusively by oral regims” began. Between September 15, 2020 and September 15, 2021, 228 patients were screened for modified short-term 39-week treatment regimens. According to the inclusion criteria for the mSTR protocol, 111 patients (including 1 child) were enrolledincluded in the study. Treatment was successfully completed in 82.9% (92 cases), treatment failure was reported in 4.5% (5 cases), and patients were lost to follow-up in 5.4% (6 cases). Starting from the period of 09/16/2021 to 09/16/2022, the enrollment of patients in the first nNational cohort began aon OS mSTR. In this cohort, a total of 186 patients were screened, of which 110 patients met the criteria for OS mSTR (including 16 children). Starting from the period of September 17, 2022, the second nNational cCohort was launched on OS mSTR. It is planned to complete the recruitment of patients in this cohort on September 17, 2023 with a follow-up period of 12 months after cure. In the last cohort, 212 patients have already been screened, of which 84 patients (2 children) met the criteria for OI and are continuing treatment with short regimens.

Currently, in the Republic of Moldova, the National Clinical Protocols are being revised, in which, according to WHO recommendations, short treatment schemes are introduced for DS-TBsensitive Tuberculosis and for DR-TBRR/MDR TB (BPaL, BPaLM regimens and 9-month all-oral regimens under programmatic condition). The introduction of short treatment schemes for DS-sensitive TB  and for DR-RR/MDR-TB can have a significant impact on improving TB treatment outcomes and reducing the burden of TB in the country. It is essential that the implementation of the revised protocols is accompanied by the necessary investments in health system strengthening, including the development of appropriate diagnostic and monitoring tools, and the provision of adequate human and financial resources.

The success rate of TB treatment has decreased during the COVID-19 pandemic. For DSdrug-susceptible -TB cases, the treatment success rates are relatively high: for 2018, 85% of new and relapse cases were successfully treated, but for the cohort of 2020 it decreased to 79% At the same time, the outcomes of DR-TB treatment are still poor and progress slowly. For the 2019 cohort only 69% of MDR-TB cases were successfully treated. Among cases of retreatment,  cases treatment success rate (TSR) was 58% and . Treatment success rate 61% in TB/HIV cases, cohort 2020. 

The aDSM activity is implemented in routine practice and is regulated by Ministry of Health Order no. 432 of 11.05.2020 rRegarding the implementation of the NTRPational Tuberculosis Response Program.

Since 2011, the Government has been procuring first-line anti-TB drugs (FLDs); since 2014 - a part of the county’s second-line anti-TB drugs (SLDs). Currently, the Government covers full needs for FLDs; the proportion of SLDs procured by the Government has been gradually increasing during 2018-2022 from 46% to 50%. 

Key and vulnerable populations for TB. In 2022, with the support of WHO experts, the national data on the routine screening for TB, carried out in 2021 in the Republic of Moldova, were evaluated. Based on the results of this evaluation[footnoteRef:13], the groups with increased TB risk were reviewed and prioritized. With WHOthe support of experts, the gGuide for the organization and implementation of systematic screening and preventive treatment of TB was developed. ItThe Guide defines population groups at risk for TB eligible for active case finding (ACF). The NCPsnational clinical protocols where the groups with increased risk of TB and the revised TB screening algorithms are indicated are also at the review stage. However, except for contacts and certain KPs targeted by the CSNGOs, data on ACF are not reported per key population and groups at risk. The yield of ACF is not known as perin the various risk groups, which does not allow assessment of the ACF effectiveness and decision making on its contribution to TB responsecontrol. Current data systems do not collect data to allow data analysis of the cascade of all screened, identified presumptive cases or case yield by screened population group. This will be addressed as part of the funding request.  [13:  Source?] 


Table XX. Key and priority groups for TB systematic screening (as per Guide „Organization and implementation of systematic screening and preventive treatment of TB)

		

		



		Parallel screening algorithm involving symptom identification and chest X-ray

		Close and household contacts (adults and children)

People with untreated lung changes detected during chest X-ray 

PLHIV

People with non-specific chronic lung diseases

People with diabetes

People with mental health disorders 

Persons deprived of liberty 

Migrants (external)

Homeless people

Staff in medical institutions

Staff employed in places of deprivation of liberty

People starting TNF inhibitor therapy

People treated by dialysis

People preparing for an organ or bone marrow transplant

People suffering from silicosis

People who use drugs



		Staged case-finding with a positive result based on any of the TB symptoms and chest X-ray results

		Active smokers

People who abuse alcohol 



		Staged screening of cough-positive cases (duration >2 weeks) and chest X-ray result 

		For general population screening in areas where there is a high probability of TB spread, as well as in case of passive referral





Source: „Organization and implementation of systematic screening and preventive treatment of tuberculosisˮ 

PLHIV: TB is the most prevalent co-infection among PLHIV, including among those who start ART and the main cause of mortality among HIV patients. HIV and TB co-infection rate doubled over last decade to reported 11.1% of patients who were HIV-positive among incident new and relapses TB cases in 2022 (national report to WHO TB survey 2022), 8.6% in 2018 (WHO Country Profile) compared to 5% in 2011[footnoteRef:14]. TB/HIV co-infection rate among new MDR TB cases in 2022 was 14.8%. There are large geographical variations, with co-infection rates in the country as high as 16.4 on the Left Bank and 25% in the municipality of Balti[footnoteRef:15]. TB/HIV joint programming has improved in past years and will remain one of the key priorities for both TB and HIV national programs. [14:  NTP data.]  [15: ] 


People in prisons/jails/detention centers: The prevalence of TB, HIV and drug useaddiction is much higher in Moldovan places of detention compared to the community. The comprehensive package of 15 HIV prevention, treatment and care interventions in prisons and other places of detention recommended by WHO, UNODC, IOM, UNAIDS (2013, updated 2020) is essential for scaling up HIV prevention, treatment and care in places of detention (including in the context of TB, VHsviral hepatitis, STIssexually transmitted infections, sexual reproductive health. The Committee for the Prevention of Torture has visited RMMoldova several times in recent years - 2022, 2020, 2018, 2015, with a focus on access to TB and HIV services for people in detention in police and prison custody. Based on the importance of respecting the pathway of people in the KVP, it is important to ensure access to support services from the moment of detention (for 72 hours) and throughout their stay in the penitentiary system. Another challenge is the Foreigners' Placement Centre, managed by the Migration and Asylum Bureau of the MFA, which in addition to the activities related to illegal migrants needs support for the alignment of its approaches in the provision of TB and HIV services, as well as the transnational transfer of information in case of extradition.  Thus, we have three distinct strands of interventions for people in detention.

National Administration of Penitentiaries (NAP), Ministry of Justice. Harm reduction programmes are largely implemented in penitentiary institutions in RMMoldova.[footnoteRef:16] The annual turnover of people in NAP is around 10 000. NAP is an administrative authority subordinated to the Ministry of Justice and includes 17 penitentiaries, including 4 remand prisons, with a total capacity of 6868 places (6084 inmates in 2023 with an occupancy rate of 88.6%). Approximately 5% women, 1.5% foreign prisoners, 0.6% minors and 17.0% remand prisoners are held in penitentiaries. As of 1 January 2023, the percentage of prisoners convicted for the circulation of narcotic substances was 9.0% of prisoners.[footnoteRef:17]  Estimated data (rRight bank)[footnoteRef:18] PWID - 1940 inmates per year or about 15% of persons in detention. There were 655 inmates on medical records of which 123 were on PSAO (methadone and buprenorphine). In order to ensure the transition from Global Fund resources to domesticthe public funding budget for activities, efforts have been made to increase the share of funding from the NAP budget and about 40% of the needs have been covered.[footnoteRef:19] By the end of 2022, TBanti-tuberculosis drugs, HIVantiviral treatment,  for HIV and for VHsviral hepatitis, PSAO drugs needed byfor  prisoners are covered through the National Programmes. Prisoners do not have insured status in the compulsory health insurance scheme.[footnoteRef:20] The NAPANP  implements HIV prevention services among PWIDs and is an international model of good practice. At the same time, support activities are carried out exclusively by CSOs and funded mainly by the GF. In order to ensure the sustainability of interventions, there is a need to develop mechanisms for contracting CSOs to provide psychosocial support services to prisoners and to involve prison staff (psychologists, social workers) in providing psychosocial support to people at riskin GRSI,, including cognitive behavioural change programmes and support for adherence to PSAO, HIV, ARV and TB treatment. In prisons (right bank)[footnoteRef:21] , 4892 people were tested for HIV in 2022 (4496 in 2021, 2473 in 2020) and 26 HIV cases were detected (20 in 2021, 29 in 2019). Number of HIV positive-infected prisoners on record- 196 people, of which in ART - 185 prisoners. The share of new cases and relapses of TB in the prison system is 3.1% of the total number of registered cases (4.6% in 2021), the incidence of new cases and relapses decreased from 1204.9 (year 2018) to 891.2 per 100,000 population (year 2022). Share of TB cases diagnosed with TB at entry - 40% (year 2022), Share of TB/HIV among new cases and relapses - 19% (year 2022). Anti-TB treatment success rate (new cases and relapses) - 88.7% (2021 cohort), Anti-TB treatment success rate (RR/MDR-TB) - 50% (2020 cohort). As well, There is treatment adherence support programmes in detention and post-release for prisoners with TB is available, provided by CSOs.  [16:  https://www.unaids.org/sites/default/files/media_asset/20151027_UNAIDS_PCB37_PPT_15-21_Moldova.pdf ]  [17:  Annual 2022 NAP Report https://drive.google.com/file/d/1-d3ivgXwhXhxhegpGNIpgsJvLkcLkPSK/view ]  [18:   https://www.unodc.org/unodc/en/hiv-aids/new/prison_settings_HIV.html]  [19:  GAM 2022 (ANP briefing note to MS)]  [20:  http://www.cnam.md/?page=41 ]  [21:  REPORT p reviewing the work of the penitentiary system for the year 2022 https://drive.google.com/file/d/1lwPQj2QaMNceE2_xb4LNq1H8qf9CbKH8/view] 


General Police Inspectorate (GPI), Ministry of the Interior.  The 15 Provisional detention cells in the custody of the General Inspectorate of Police hold about 5,000 persons each year, about half of whom are transferred to NAP custody after 72 hours. The high proportion of TB and HIV cases detected on entry into the penitentiary system indicates a need for interventions in this segment and high probability of reaching hard-to-reach groups for both programmes. The role of CSO liesis in ensuring communication between government actors (GPI, NAP, National Programs) in case of transfer of the person, ensuring continuity of treatment for people with TB, HIV, in PSAO, ensuring access to confidential screening services through CSO and with gradual involvement of IDP medical staff. There are good practices of working with the police and carrying out joint activities in the field of TB and HIV, trainings have been carried out with the support of UNODC/UNAIDS/GF on referral schemes. 

Centre for Temporary Placement of Foreigners (Migration and Asylum Office) and Medical Service of the General Inspectorate of Border Police, Ministry of Interior. The Centre for the Placement of Foreigners has a capacity of about 60 places, and up to 100 people are placed in the Centre during a year. Medical assistance is provided through the medical service of the INPF.[footnoteRef:22] A number of inadequacies in accessing TB and HIV services are noted, such as lack of confidentiality, involuntary testing, interrupted treatment while in the Republic of Moldova and after extradition. Changing risk groups for TB screening as well as the Ukrainian refugee crisis requires several aspects of intersectoral collaboration and mechanisms to be established and implemented, including human resource capacity building. [22:  http://ombudsman.md/wp-content/uploads/2022/11/Raport-privind-vizita-de-monitorizare-efectuat%C4%83-la-Centrul-de-plasament-temporara-al-str%C4%83nilor-din-cadrul-Biroului-Migra%C8%9Bie-%C8%99i-Azil-al-MAI-la-17-august-2022.pdf ] 




Migrants: several aspects related to migration are important in the context of Moldova, which is also reflected on the epidemiological situation of TB in the Republic of Moldova.  An important part of loss to follow up of people with DR-TBMDR TB patients is due to to people interrupting TB treatment and leaving the country.  The loss to follow up in the DS-TB cases decreased to 3.6% in 2022 compared to 7% in 2013, and of those, 18.3% was due to migration, Migration accounted for 16.8% of the cases lost to follow for MDR- TB 2020 cohort. According to Optima TB[footnoteRef:23], migrants are the only population forecasted to increase in number of active TB cases and scaling up testing and treatment for migrants is indicated for reducing the number of active TB infections, however these increases will not reverse the trend on their own. There are dedicated activities to migration in the new national programs. [23:  Burnet Institute et al  (2018) Optimizing Investment in Moldova’s TB Response. http://optimamodel.com/pubs/Moldova%202018.pdf ] 
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		LTFU, new and relapse

		276

		7.1

		189

		5.5
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		4.6

		123

		4.0

		  123

		4.5
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		2.9
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		36     2.5
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		of LTFU, outmigration

		66

		23.9

		50

		26.5

		 43

		31.4

		39

		31.7

		   27

		22.0

		   24

		38.7

		19     19.8

		7     19.4

		     11     18.3



		LTFU MDR, total

		194

		20.6

		188

		20.5

		 202

		20.3

		198

		20.2

		  197

		20.2

		  166

		17.6

		168     19

		90   16.8

		      NA    NA



		of LTFU, outmigration

		50

		25.8

		38

		20.2

		 31

		15.4

		37

		18.7

		  39

		19.8

		   33

		19.9

		 25    14.9

		 9     10

		      NA    NA





Table X Trends in loss to follow up including the role of leaving the country for labor migration (2013-2021)



Source: NTP data extracted from SIME TB



[bookmark: _Hlk132087886]The Ministry of Health has the primary responsibility of TB response in the country and multidrug resistant-TB (MDR-TB) is clearly recognized as a public health priority. Implementation of the National TB Response Program (NTRP) is coordinated by the NTRCPR Coordination Unit which is a structural unit under the Institute of Phthisiopneumology “Chiril Draganiuc” (IFP). The national TB response is based on National Tuberculosis Response Program (NTRP) approved by the Government Decision of the Republic of Moldova no. 107 of 23.02.2022. The current NTRP 2022-2025 builds on the progress achieved of implementation of the national TB control programs since 1996. It is aligned to the WHO End-TB Strategy and focused on strategic interventions to reduce the burden of TB, with emphasis on patient centered approaches. The targets for 2025 were to reduce reported incidence to 44 (baseline 88.4 (2015)) and reduce mortality to 2 (baseline 8.2 (2015). 

Specific activities were structured around the following objectives:

· Ensuring systematic screening for active tuberculosis of at least 90% of contacts and at least 90% of groups at increased risk of tuberculosis by the end of 2025 by ensuring universal access to systematic screening of contacts and groups at increased risk of tuberculosis, including and for the children.

· Ensuring the early diagnosis of all forms of tuberculosis with the detection by the end of 2025 of at least 90% of the total estimated number of cases with Rifampicin-resistant and multidrug-resistant tuberculosis by ensuring universal access to early diagnosis of all forms of tuberculosis and to susceptibility testing medicines, including the use of rapid tests.

· Ensuring the treatment of sensitive tuberculosis and Rifampicin-resistant and multidrug-resistant tuberculosis with the achievement of a success rate among new cases and relapses of sensitive tuberculosis of at least 90% and among cases of Rifampicin-resistant and multidrug-resistant tuberculosis not lower than 80% by the year 2025 by ensuring equitable access to quality treatment and continuing care for all people with TB, including children, through a person-centred approach and support based on the person's needs.

· Ensuring universal coverage and continuity of medical services, managing co-morbidities and socio-economic problems based on the needs of the person by expanding collaboration with the national programs HIV, Hepatitis, Drugs, Alcohol, Diabetes, Mental Health, etc., collaboration with the penitentiary sector, social and civil society.

· Reducing the transmission of tuberculosis in the community through preventive measures in the tuberculosis response, including expanding the preventive treatment of tuberculosis in people living with HIV, adult contacts, children and ensuring at least 95% vaccination rate with the Bacillus Calmette-Guerin vaccine in us born

· The adoption of policies and the implementation of measures focused on achieving the objectives of reducing the burden of tuberculosis, by implementing the person-centered approach, reducing the burden of social determinants, adjusting financing mechanisms to the person-centered model at each level of assistance, with the involvement of civil society organizations and individuals affected by tuberculosis.

· Strengthen national research and innovation capacity for decision-making to accelerate and improve the national response to tuberculosis.  

The NTRPNational Program  includes activities on the Left Bank. De facto, structures in Transnistria entities develop a regional plan reflecting priorities in the national plan and make specific allocations to cover health infrastructure, staff and some operations, services and commodities. The NTRP has not benefitted from an NTP review since the previous program and the country has had GLC mission in 2021 (latest report available only in Russian)[footnoteRef:24], GDF mission[footnoteRef:25] and GF commissioned an evaluation of GF grant[footnoteRef:26].  [24:  Source]  [25:  Source]  [26:  Source] 


TB in children: The absolute number of child TB cases between 2010 and 2019 gradually decreased from 159 to 97. The incidence of new and relapses TB cases in children in 2022 was 16.3 per 100 thousand population (106 cases), in 2021 - 17.3 per 100 thousand population (112 cases). A decrease of 5.8% is recorded. However, the proportion of child TB cases among all new TB case remained stable at around 4-5%. The decrease in number of TB cases after 2010 was driven mainly by a decrease in the number of TB cases in children aged 5–14 years, while absolute number of TB cases in children aged 0–4 years was comparatively stable. This suggests a slight improvement in the diagnosis of child paediatric TB cases. To support focus on childhood TB the NCPational Clinical Protocol for TB in children has been aligned to latest normative guidance in May 2020[footnoteRef:27], with contact investigation of all children, with Mantoux test, X-ray and clinical exam and initial Xpert MTB/RIF for all presumptive from sputum and specimen form other samples for extra pulmonary TB. TPT in children is recommended (preceded by tuberculin and IGRA test). In 2019 1,080 children who were contacts were administered TPT, in 2022 – 1,255 children. Starting with 2019 QuantiFERON-TB was procured with national funding. With GF support digital tomosinthesis was procured to ensure differential diagnosis to increase accuracy of diagnosis in children and adolescents particularly.  [27:  National Clinical Protocol TB in Children (available in Romanian only): https://simetb.ifp.md/Download/oficial_docs/PCN-55-2020-Tuberculoza_la_copil.pdf ] 


In accordance with the provisions of international recommendations, itchildhood TB  does not usually always require hospitalization or institutionalization for the provision of TB treatment. Every effort will be made to allow children to remain with their families (carers). Hospitalization of children with TB should be limited to those cases where there are medical indications for institutionalized treatment. The considerable harms caused by the institutionalization, hospitalization, confinement, or isolation of infectious and noninfectious children do not outweigh the potential benefits. The institutionalization of children has an impact on studies, family and personal relationships. Children also may face stigma when they return to their community and school. Thus, in order not to harm even more, children should not be institutionalized without important medical reasons.

Some Part of the activities from the GF grant will be dedicated to children affected by TB, with the provision of distance studies if necessary.

Trends in childhood TB: number of cases notified in age groups 0-4, 5-14 years (2010-2022)



Source: National TB Program Coordination Unit. Routine data

People-centered model of care: The National Tuberculosis Response Program (NTRP) 2022-2025 was built around the main axis of transitioning from a hospital-centric model of care to a decentralized outpatient care in communities and people centered model of care. A national road map to transition to people-centered model of TB care was adopted in 2017. In the past decade, with support of donors, mainly Global Fund (national and TB-REP regional grants), Stop TB Partnership and WHO, a redesign of the model led to strengthening the role of PHCprimary care and PPspecialist outpatient level, in developing stronger patient support systems, strengthening the role of communities and civil society engagement in both TB service delivery, advocacy and mobilization and representing patients interest in decision-making processes, as well as strengthening the core functions of the TB program (coordination, M&E, lab, modern DST testing and molecular diagnostics and quality drug regimens). 

Health service organization: TB services are well-defined and effectively organized. Since 2005, starting with health finance reform and introduction of national health insurance system, TB services have been integrated in primary and secondary care general health services network. Family doctors at the primary health care (PHC) level conduct TB detection, identify and refer TB presumptive cases to phthisio-pulmonologist (PP) for diagnostic confirmation, and provide DOT to TB patients on ambulatory treatment. Since 2005 untill the outbreak of Covid pandemic, PHCthey providers  werehave been  paid through pay-for-performance (P4P) for TB case detection and treatment completion. According to the norms, one family physician serves a population of 1,500. However, given staff shortages in rural areas, family physicians service much larger populations, some reaching 4-5,000 people. Secondary level outpatient TB care is provided by PP in the outpatient departments of the district hospitals, with key responsibilities for diagnostic confirmation, treatment prescription and monitoring. PP outpatient department include adequate TB screening and diagnostic Xpert MTB/RIF technology, and smear microscopy. X-ray diagnostics is available in the same facility at district or municipal level. Supportive non-medical services are provided by district DOT support centers, set up with GF support (2011 – 10, scale-up to 42, support on Right Bank ending in 2020) and integration multidisciplinary teams (social worker, psychologist, DOT supporter) into PP service. For the hospital care, there are 7 inpatient health facilities with TB beds in the civilian sector of the Right Bank and Left Bank (865 beds) and 5 in the prison sector with a total capacity of 330 beds.[footnoteRef:28] Civil society comprises some 10 NGOs who are involved in service provision (case finding, community-based support, work with LPAs).	Comment by Cristina Celan: Acum doar nu mai sunt platiti asa, correct?  [28:  NTRP data 2023.] 


Figure XX Evolution of TB model of care 
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Source: TB REP: Case Study: Country case on advancing people-centered TB care in Moldova[footnoteRef:29]  [29: TB REP: Country case on advancinf people-centred care in Moldova http://pas.md/en/PAS/Studies/Details/114 ] 


The current approaches to TB response have been shaped by an evolving understanding of needed actions and overcoming recurrent bottlenecks since 1st National TB Program in 1996. The focus of the national TB response has shifted from emergency support to TB core functions (diagnostic and treatment, lab establishment, M&E) to a more health systems strengthening response to support the shift from a vertical approach to one more integrated in the health system, i.e. engaging PHCprimary care in ACFcase detection and treatment monitoring (since 2004), and support to people-centered approaches (starting 2011) and sustainability building. (Figure 10)  

Figure XX Evolution of focus of national TB response 

[image: ]

An incentive program for people with TB patients to improve adherence to TB treatment at outpatient level has been in place since 20112009, initially covered by the GF and gradually were primarily funded by the NHIC for the Right Bank, with cost-sharing from GF for the Left Bank. The Government, through NHIC, fully covers the incentive payments for all people with DS- and DR-TBsusceptible TB patients and MDR-TB patients. Approximately the same in size, incentives covered by GF and NHIC differ in terms of the application approach. Patients covered by the GF funding receive cash incentives, the patients covered by NHIC receive food vouchers and travel reimbursement. The country has fully taken over incentives for the rRight bank, while the GFRF will cover 100% of the needs on the Lleft bank.

CSNGO-led and peer-to-peer patient support: small grants to increase TB treatment adherence and strengthen the capacity of TB affected people by informing about TB, educate people with TB patients on the importance of continuing treatment in outpatient the ambulatory phase and community services available in territories. CSNGOs provide the following services: (1) information/counseling about treatment adherence, (2) support group meetings, (3) peer to peer counseling and education of family members on TB, to increase treatment adherence support, (4) awareness-raising activities to reduce stigma and discrimination in the community towards TB patients, based on collected information from people with TB about stigma and discrimination cases, (5) advocacy for improved availability of resources, services and drugs, based on collected information from people with TB about quality of medical services, disruptions in incentives provision, drug stock-outs and out of pocket expenses . These activities will continue and be enhanced by linking service provision to removing barriers to access, through using the community monitoring app to collect data on barriers people with TB are facing during the treatment, respond immediately to the person needsing, help to solve the individual cases and generate data for advocacy to overcomechange identified systemic gaps, as well as connecting to the network of paralegals for legal services and strategic litigation in selected cases where rights were not observed.

TB Support Centers (or community centers): to address the psycho-social needs and vulnerabilities during MDR-TB treatment, the country established community centers functionally attached to the outpatient TB unit at the district level. The first 10 community centers were established in 2011, an additional 32 opened in 2017. The psychosocial support package provided by the community centers include DOT support, information and counselling to TB patients and their families, non-compliance risk assessment and individual plan for support, referrals to the existing social services, referrals to legal counselling. As a result, the treatment success rate was higher (72% versus 62%) and the rate of lost to follow-up was significantly lower (5% versus 21%) for cases assisted by the community centers. In 2017, community centers opened in all districts. In parallel, those opened in 2011 were to be taken over by state funding. Planned transition has not materialized with additional funding, Government takeover of these centers occurred as formal integration of staff (psychologist, social worker and DOT supporter) to the outpatient TB unit, through a MoHLSP order signed in December 2019. Some of the health facilities were not able to fund these positions and did not retain staff. During the current grant the MDT from left bank has been restructured in one Central team including Coordinators (team leader, VST/DOT, incentives coordinator), psychologist and social worker who start working with the patient from the initial stage of treatment in the hospital and, if necessary, get involved in the outpatient stage. And at the level of each phthisiopneumology office, there is a DOT assistant who ensures the continuation of the treatment at the outpatient stage. The FR will continue support to the MDT center on the Left Bank and will continue operational, M&E and capacity building support for MDT teams integrated into the PP service on the Right Bank.	Comment by Oxana Rucsineanu: Mai este in vigoare?

Digital adherence tools: Since 2015, major efforts have been made to accelerate the uptake of digital adherence technologies (DATs) for people-centered tuberculosis (TB) care and treatment modalities. In RMMoldova, TB stakeholders developed an asynchronous VST electronic system (I LIKE VST) was developed and a model of care (2019) as an additional adherence tool for people with TB who report difficulties with DOT, also in response to low treatment adherence in DR- TB linked to inconvenience of DOT as single strategy in outpatient care. The VST model, was particularly timely during Covid related restrictions of visiting health facilities. With support from the GF, during 2021-2023, the VST was scaled-up nationally (including districts on the left bank of the Nistru river) and currently VST is a routine option of TB care, implemented countrywide. This option of treatment helps to empower TB affected individuals and their families, supports people undergoing treatment to take their daily medication at a time and place that suits them best. I LIKE VST offers the opportunity for a more PCCpatient-centered care model; the opportunity for an efficient healthcare system; and supports healthcare providers when treating people affected by TB. 3-years implementation results show an increased level of treatment adherence among patients, reduction in loss to follow-up, significant reduction in time spent for treatment, both at patient and healthcare workers level, as well as decrease of costs supported by patients for transportation[footnoteRef:30].  [30:  Acceptabilitatea și fezabilitatea tehnologiei digitale „I LIKE VST” pentru creșterea aderenței la tratamentul tuberculozei în Republica Moldova (pas.md)] 


Although there is no specific evidence of the yield to treatment outcomes in general cohort, brought by those treated using VST, this option of TB treatment should be continuously provided to people who find it to be convenient, affordable and feasible. It is planned for further implementation in the current GF allocation, also including operational research to measure the yield of VST on treatment outcomes. VST and home-based care is prioritized for GF assistance in the next period to support health system transformation for better TB outcomes. 

In parallel to GF support to stronger patient support systems, the Government of Moldova has gradually increased its domestic contributions, reduced excess bed capacity and increased support to patient incentives (takeover from GF), translating in absolute terms to a 13% reduction in funding allocated to hospital care, a 24% increase in contribution to patient incentives.  and a 70% increase in PHC pay-for-performance (P4P) payments in 2019 compared to 2016. Starting from March 2020, due to the COVID-19 pandemic, pay-for-performance (P4P) payments for PHCrimary Medical Care were canceledcancelled and were not reinstated until today.

In 2022, funding for the hospital service increased considerably, but it must be taken into account that during the years 2020-2022, many phthisiopneumological beds were re-profiled into beds for COVID-19 patients.



Figure XX Expenditures for PHC P4P payments and patient incentives 2017-2022
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Source: NTP annual reporting

Figure XX Number of TB beds (total and MDR) 2014-2022



Source: NTP annual reporting



However, hospitalization rates are still high, despite significant reduction in length of stay for MDR-TB. Several missions recommended to reduce hospitalization in favor of outpatient provision, provided technical solutions, the country had made high level commitments at the level of Parliament and Government this is part of current NSP and the roadmap to modernize TB services. Progress is slow and reasons relate to slow change in contracting mechanisms that would decrease incentives for unnecessary hospital stays (change of per diem payment to mixed payment stimulating reduced hospital stays)[footnoteRef:31]. There is a need for a strong political commitment to optimize hospital capacity, particularly related to changes in payment mechanism and strategic purchasing function. It is expected that n the next phase the country will prioritize aligning needs to resources available for levels of care and of medical and supportive service packages as the basis to exercise strategic purchasing function according to the principle “money follows the patient”. [31:  Technical assistance for development of sustainable financing models for TB control, allocation mechanism, and provider payment mechanisms for TB care in different care settings in the Republic of Moldova.
http://pas.md/en/PAS/Studies/Details/172?fbclid=IwAR1kOhSXdOnX1q4LJLS3UOBuAs436Km-6ddI2CPjdxRGakPSAtROgjwu65s ] 


Table 5 Percent hospital admissions, and average length of stays (days) 2015-2022

		 

		2015

		2016

		2017

		2018

		2019

		2020

		2021

		2022



		Percentage of new TB cases hospitalized

		70.2

		69.5

		67.4

		68.5

		62.8

		82.2

		64.6

		76.0



		Average length of hospital stay, new TB cases, days

		67.3

		66

		64.8

		56.8

		52.9

		61.9

		51.2

		52.9



		Percentage of MDR-TB patients hospitalized

		87.8

		86.1

		86.3

		80.4

		84.0

		81.0

		84.0

		82.0



		Average length of hospital stay, MDR-TB cases, days

		188.7

		172.3

		147.2

		102

		110

		70

		65

		72.7





Source: NTCP annual reports

Outpatient treatment initiation and clinical monitoring by the PP specialist at district level and DOT is ensured by a primary care nurse. On average some 40-45% of all TB cases were enrolled into ambulatory-based treatment from day 1, in 2019 this being 35% of all DS-TB and 7% of all DR-TB patients. The NCPnational protocol has clear clinical hospitalization criteria, however outpatient-only management is still applied conservatively. A few key reasons are: late case detection and high level of comorbidities, as well as the fact that until 2019 MDR-TB regimens included mostly injectablesinjectable. With transition to all-oral DR-TB regimens starting in 2020, new premises are in place will be created for more outpatient-based treatment. Intensifying ACFcase finding in KVPskey and vulnerable populations is likely to decrease late case finding and allow more people to be managed in outpatient settings. 

TB/HIV collaborative activities: in RMMoldova, TB is by far the greatest killer of people living with HIV (PLHIV). Optima TB suggests that improving the link between ART and TB treatment will lead to reaching 90-90-90 and would result in reduced active TB prevalence of 30% and TB-related deaths by 50% among PLHIV. An external assessment highlighted that the public health approach to the HIV epidemic is in an earlier phase compared to that for TB. HIV services decentralization is still in the initial phase, while TB services are strong and effectively organized at all levels;  a series of recommendations for improving screening, early diagnosis and care for patients, particularly ART timely initiation, has been made.[footnoteRef:32] The audit of TB/HIV cases performed by PAS Center in 2016 (2012 – 2014 cohort) provided insight on key challenges and bottlenecks of clinical management of TB/HIV and delays along cascade.[footnoteRef:33] Since 2017, coordination between the HIV and TBtwo programs and joint management of co-infection has significantly improved. The HIV testing rate among TB patients remains high at 96%.  and 91.5% patients were enrolled on ART in 2022. TPT is scaling up; 21% of PLHIV newly enrolled in HIV care started TPTtreatment for latent TB infection in 2022, compared to 9.5% in 2017. Treatment outcomes for HIV positive patients remain substantially less favorable than for HIV negative TB patients with a success rate of 63.3% in 2021. Moving forward, athe full range of bidirectional activities have been prioritized and an integrated approach to TB/HIV and other health and social services is proposed at district level, with continued strong collaborative activities at the national level. [32: Matteelli A (2018) Technical Assistance for Strengthening the framework of TB/HIV collaborative activities in Moldova.   http://pas.md/en/PAS/Studies/Details/173?fbclid=IwAR08GRlq3BcWIDZalwj8JWuEGYtocqsr_nNaHYcPgw1RRUaVcLI95alJ39U ]  [33:  Chart audit of cased with TB/HIV coinfection 2014http://pas.md/en/PAS/Studies/Details/27 ] 


Table XX Key TB/HIV indicators (2015-2022)

		 

		2015

		2016

		2017

		2018

		2019

		2020

		2021

		2022



		Total of new and relapse cases and cases with unknown previous TB treatment history

		3,608

		3,571

		3,358

		3,022

		2,879

		1,759

		2,068

		2,120



		Number of new and relapse TB patients tested for HIV at the time of TB diagnosis or with known HIV status at the time of TB diagnosis

		3,439

		3,366

		3,188

		2,893

		2,792

		1,699

		1,994

		2,036



		New and relapse TB patients tested for HIV at the time of TB diagnosis or with known HIV status at the time of TB diagnosis (percent)

		95.3%

		94.3%

		95.1%

		95.7%

		97.0%

		96.6

		96.4

		96.0



		Number of new and relapse TB patients recorded as HIV-positive

		300

		293

		277

		248

		294

		271

		213

		235



		HIV-positive new and relapse TB patients started or continued on antiretroviral therapy

		197

		193

		190

		168

		260

		170

		169

		215



		Registered HIV-positive new and relapse TB patients started or continued on antiretroviral therapy (percent)

		65.7%

		65.9%

		68.6%

		67.7%

		88.4%

		79.4

		79.3

		91.5



		People living with HIV newly enrolled in HIV care who started treatment for latent TB infection

		0

		0

		76

		812

		163

		194

		263

		192



		Total number of adults and children newly enrolled in HIV care who are diagnosed as having active TB disease during the reporting period

		N/A

		N/A

		N/A

		123

		132

		85

		85

		108



		Treatment success rate for HIV-positive TB cases (percent) new case and relapse

		58.6%

		62.0%

		61.3%

		69.5%

		60.7

		61.1

		63.3

		N/A





Source: NTRP and HIV-NSP routine statistics data 

[bookmark: _Hlk12434017]TB M&E system: NTP M&E unit program which operates at the Chiril Draganiuc PP Institute conducts program coordination, and supervision, data analysis of information related to PP service. The TB surveillance system consists of paper-based and an electronic case-based register called SIME TB (set up in 2005), which is a real-time electronic system web-based application with nationwide coverage including the penitentiary system. The routine surveillance data are available on the NTP website and widely used for peer-reviewed publications. The SIME TB is designed to capture a minimum set of variables for all reported TB cases, which includes age, gender, bacteriological results etc.  In addition, detailed information on socioeconomic status and underlying risk factors is collected. It includes area of residence (urban vs rural), occupation, living conditions, history of incarceration, number of household contacts and comorbidities, as well as HIV status and ART treatment. However, reporting by all these variables is not automated and a challenge. The data flow between clinicians and the laboratory is smooth, however, the laboratory and patient modules of SIME TB are not integrated (i.e., manual data entry of the laboratory data is required into the patient module of SIME TB). The program is also inter-operable with the information system of communicable diseases surveillance hosted by the National Agency for Public Health. Although SIME TB functions well, it needs substantial upgrade to allow adding new variables or making needed adjustments. This will be addressed in the current GF grant.

Below is a summary of major areas where progress needs to be made in the next allocation period. 

Table XX Major Gaps and priorities in TB response

		Major gaps and barriers

		Key priorities





		Late case detection and case finding of insufficient scale among key and most vulnerable populations and low case detection among contacts

		· Ensure ACF cascade granular reporting and analysis; 

· Prioritize key populations and document barriers

· Strengthen CF strategies (screening KPs, contact investigation in adults and children) at primary care and community level 

· Community-based case-finding for key populations (PLHIV, PWID, homeless), household and close contacts (adult, pediatric) and all high risk groups will be prioritized through CRG tool

· Roll out of innovations in case finding involving communities allowing for more tailored approaches for different KPs 

· Improve PHC reimbursement mechanisms and financial incentives for ACF; 

· Maintain Expand CSONGO  involvement in ACF. 

· Maintain high quality TB diagnostic network using rapid molecular technology and new diagnostics, consistent with WHO guidelines 

· Ensure aAccess to rapid DSTdrug susceptibility testing, especially for rolluling out fluoroquinolone resistance

· Address barriers in ACFcase-finding and continuity of care for migrants



		Slow pace of improvement of treatment outcomes for MDR TB, high LTFU in MDR-TB, high TB/HIV and comorbidities



		· Scale up use of new DR-TB regimens consistent with WHO guidelines 

· Document and address reasons for high LFTU

· Ensure adequate patient support, case management and psychosocial support for improved treatment outcomes

· Rapid sScale-up of VST

· Accelerate decentralized and outpatient-based treatment, strengthen ambulatory care

· Integration of TB/HIV, VHs Hepatitis, diabetes, drug and alcohol services and address migration, alcohol abuse 



		Slow implementation of people centered model of care

		· Develop and aAdvocate for the implementation of the TB medical and non-medical service packages at for all levels of care as basis for strategic purchasing

· Further reduction in unnecessary hospital stays 



		Suboptimal scale-up of TB prevention measures 



		· Ensure sustainable access to TPT, IGRA.

· Scale-up TPTB preventive treatment among household contacts (children and adult) and PLHIV



		Low availability of routine and survey data for adaptation of response

		· Strengthen surveillance systems, improve use of data, measure social and economic impact of TB, enhance digital technologies in support of TB treatment delivery adherence, TPT and case finding.



		Human resource shortages in districts and insufficient cadre and competencies for supportive services

		· Develop human resources planning based on needs

· Improve qualifications/training of service providers and upgrade training program using digital platforms



		Existing barriers to access and on key populations 

		· Conduct CRG assessment for gender, stigma and human rights barriers, as well as analysis to prioritize key populations, establish size estimations 

· Reduce stigma and discrimination from family members and community

· Ensure Provide choices of treatment modalities and right to movement 

· Promote a rights- based approach 

· Conduct CLMommunity-based monitoring  to reduce barriers



		Community systems in TB need strengthening and funding predictability

		· Advocate for the expansion of Ssocial contracting of CSOsNGOs, beyond only TB ACF to other TB supportive services for TB service delivery

· Strengthen the organizational capacity through collaborative learning, capacity building and organizational development[footnoteRef:34] [34:  Recommendations of the 2017 Evaluation Report of NGO grants for TB services in Moldova (Annex 9 p. 5)] 






National Tuberculosis Response Program (NTRP) approved by the Government Decision of the Republic of Moldova no. 107 of 23.02.2022. The table below present a summary of goals, objectives and program areas.

Figure XX National TB Response Program 2022-2025 at a glance

		Goal: reduce the burden of tuberculosis in the Republic of Moldova by reducing mortality by 75%, reduce incidence by 50% and reduce the catastrophic costs for TB patients



		Objective 1: Ensure systematic screening for active TB of at least 90% of contacts and at least 90% of key groups at high risk of TB by the end of 2025, by providing universal access to systematic screening for contacts and high-risk groups, including children.



		1.1

		Active TB case-finding in in key groups at high risk of TB and requiring special supervision in accordance with the National Clinical protocol.



		Objective 2: Ensure early diagnosis of all forms of TB with the detection by the end of 2025 of at least 90% of the estimated total number of cases of MDR/RR-TB by ensuring universal access to early diagnosis of all forms of TB and to drug susceptibility testing, including the use of rapid tests.



		2.1

		Ensure TB detection through continued application and expansion modern rapid phenotypic and genotypic diagnostic methods, recommended by the World Health Organization.



		2.2

		Strengthen the laboratory network by ensuring quality control and biosafety in accordance with national and international standards within national network of laboratories involved in microbiological diagnostics of TB.



		2.3

		Ensure monitoring of treatment of patients with all forms of TB by regular assessment of M. tuberculosis drug resistance.



		Objective 3: Ensure access to treatment for susceptible TB and MDR/RR-TB and increase treatment success rate among the new and relapse DS TB cases of at least 90% and among MDR/RR-TB cases not lower than 80% by 2025 by ensuring equitable access to quality treatment and ongoing care for all people with TB, including children, through a people-centred approach and support based on the person’s needs.



		3.1

		Sustained supply of quality anti-TB drugs.



		3.2

		Ensure treatment monitoring, management and prevention of adverse reactions to anti-TB drugs, including for the preventive treatment of TB.



		3.3

		Ensure adherence to treatment and support for patients, including by using innovative, people-centred methods.



		Objective 4: Ensure universal coverage and continuity of medical services, comorbidity and socio-economic management based on the person’s needs by expanding collaboration with national HIV, Hepatitis, Drugs, Alcohol, Diabetes, Mental Health programs, cooperation with the penitentiary and social sectors and civil society.



		4.1

		Improve collaborative action to effectively tackle TB/HIV co-infection



		4.2

		Strengthen collaborative actions in TB control with other national programs



		[bookmark: _Hlk34906410]Objective 5: Reduce TB transmission in community through preventive measures in TB control, including the spread of preventive treatment of TB in PLHIV, in contacts of TB patients (adults and children), and ensure at least 95% vaccination rate with the Bacillus Calmette-Guerin vaccine in newborns.



		5.1

		Ensure TB prevention measures



		5.2

		Increase TB awareness and reduce the risk of TB transmission among the population.



		5.3

		Improve infection control in health facilities and other government agencies at all levels of care.



		Objective 6: Adoption of policies and implementation of measures focused on achieving the objectives of reducing the TB burden by implementing the people-centred approach, reducing social determinant barriers, adjust funding mechanisms to the people-centred model at each level of TB services, involving NGOs and the people affected by TB



		6.1

		Improve the management capacity of the NTCP, including M&E capabilities at all levels.



		6.2

		Strengthen health systems through implementation of people-centred model of care and well-coordinated funding mechanisms for combating TB



		6.3

		Human resource planning and capacity building in TB prevention and treatment



		6.4

		Development of regulatory acts for surveillance based on individual data, improve quality of registration, the quality and rational use of medicines and pharmacovigilance



		6.5

		Strengthen involvement of the community and NGOs in TB control through a person-centred approach



		6.6

		Improving TB service delivery for key and vulnerable populations, including migrants and prisoners, through the impact on social determinants.



		6.7

		Implementation of the Advocacy, Communication and Social Mobilization Strategy in TB control, including through addressing human and gender rights issues and reducing stigma and discrimination.



		Objective 7: Strengthening the national potential for research and innovation for decision making to accelerate and improve national response measures for tuberculosis. 



		7.1

		Promote innovation through scientific research



		7.2

		Conduct operational studies to support implementation of the NTRP.





The NTRP 2022-2025 targets and priority actions align to the End TB Strategy and Political declaration of the high-level meeting of the General Assembly on the fight against tuberculosis (UNHLM). Moldova is committed to achieve the set coverage in based on the UNHLM global targets of diagnosing and treating people with TB including children, people with drug-resistant TB, and scaling up TB preventive treatment, aiming to achieve effective universal access to quality diagnosis, treatment, care, and adherence support, without suffering financial hardship, with a special focus on reaching those who are vulnerable and the marginalized populations and communities.



New	

2014	2015	2016	2017	2018	2019	2020	2021	2022*	22.6	28.3	27.7	26.6	24.3	26.9	24.9	28.9	20.399999999999999	Retreatment	

2014	2015	2016	2017	2018	2019	2020	2021	2022*	63.4	62.2	55.8	51.3	62.6	56.1	54.7	51.9	44.8	









0-4 years	

2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	39	51	49	38	44	46	34	31	34	40	19	35	33	5-14 years	

2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	98	108	96	95	67	65	66	85	59	57	36	54	50	% cases in children	

2010	2011	2012	2013	2014	2015	2016	2017	2018	2019	2020	2021	2022	3.7	4.0999999999999996	3.8	3.7	3.4	3.9	3.5	4.3	3.8	4.2	4	5.5	5	









Total	

2014	2015	2016	2017	2018	2019	2020	2021	2022	1420	1260	1220	945	910	910	865	865	865	MDR: Right Bank	

2014	2015	2016	2017	2018	2019	2020	2021	2022	490	400	360	170	170	170	170	170	170	MDR: Transnistria	

2014	2015	2016	2017	2018	2019	2020	2021	2022	120	120	120	120	120	120	120	120	120	





Male	

0-4	5-14	15-24	25-34	35-44	45-54	55-64	65+	16	25	517	224	457	406	282	116	Female	

0-4	5-14	15-24	25-34	35-44	45-54	55-64	65+	17	25	137	105	114	83	61	83	
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TB PD Zero Draft Content as of May 15, 2023

We, Heads of State and Government and representatives of States and Governments assembled at the United Nations on 22 September 2023 to reaffirm our commitment to end the tuberculosis epidemic by 2030, and review progress achieved in realizing the 2018 political declaration of the high-level meeting of the General Assembly on the fight against tuberculosis, alarmed by the adverse impact of the COVID-19 pandemic on people affected by tuberculosis, including increases in illness and deaths, and the persistent crisis of drug-resistant tuberculosis, seize the opportunity that the mid-term review of progress on the Agenda for Sustainable Development presents to intensify leadership and action for a comprehensive and urgent response against both the disease and its determinants and consequences at the community, national, and international levels,  scale-up investments for the tuberculosis response, research and innovation to reduce the number of people developing dying from tuberculosis disease, and achieve the targets agreed in the 2030 Agenda for Sustainable Development and in the End TB Strategy its associated targets.[footnoteRef:1]; [1:  See World Health Organization, document WHA67/2014/REC/1.] 






PP1. Renew and reaffirm our collective commitment to the 2030 Agenda for Sustainable Development[footnoteRef:2], including the resolve to end the tuberculosis epidemic by 2030, the 2018 political declaration of the high-level meeting of the General Assembly on the fight against tuberculosis[footnoteRef:3], and the Addis Ababa Action Agenda of the Third International Conference on Financing for Development[footnoteRef:4]; (source: based on 2018 TB political declaration, 73/3) [2:  Resolution 70/1]  [3:  Resolution 73/3]  [4:  Resolution 69/313] 




PP2. Reaffirm the political declaration of the high-level meeting of the General Assembly on antimicrobial resistance[footnoteRef:5], the political declaration of the high-level meeting of the General Assembly on HIV and AIDS[footnoteRef:6], and the political declaration of the third high-level meeting of the General Assembly on the prevention and control of non-communicable diseases[footnoteRef:7], and the political declaration of the high-level meeting of the General Assembly on Universal Health Coverage[footnoteRef:8]; (source: based on 2018 TB political declaration, 73/3) [5:  Resolution 71/3]  [6:  Resolutions 70/266 and 75/284]  [7:  Resolution 73/2]  [8:  Resolution 74/2] 




Reaffirm further that health is a pre-condition for, an outcome and indicator of the social, economic and environmental dimensions of sustainable development, and that sustainable development can be achieved only in the absence of a high prevalence of debilitating diseases such as tuberculosis; (source: based on UHC political declaration, 74/2)







PP3. Remain deeply concerned that while it has been 30 years since the World Health Organization declared tuberculosis a global emergency, the global tuberculosis epidemic still affects every country of the world and that its magnitude and impact are greatest in low- and middle-income countries, that although tuberculosis is preventable and curable, an estimated 10.6 million people fell ill with tuberculosis and approximately 1.6 million people died from the disease in 2021, including approximately 0.2 million people with HIV, making tuberculosis one of the leading causes of death worldwide, and that one quarter of the world’s population have been infected with the bacterium that causes the disease; (source: WHO Global TB Report (2022))



PP4. Recognize that tuberculosis disproportionately affects vulnerable people in all countrieshe epidemic is driven by  social determinants, such as poverty, undernutrition, HIV, diabetes, smoking, and alcohol use disorder, that people with tuberculosis and their families face financial hardships before, during, and after seeking care, and these determinants and socioeconomic consequences of tuberculosis are exacerbated by health and humanitarian emergencies, armed conflicts, displacement, climate change and disasters, and therefore affirm that the response to tuberculosis needs to be people-centered,  and integrated across relevant health services and sectors; (source: WHO Global TB Report (2022) and UN SG’s 2020 progress report 75/236)



Recognize that inequity, stigma and discrimination remain key roadblocks to ending the tuberculosis epidemic, and that human rights-related barriers need to be addressed through comprehensive political, legal, community led, and programmatic actions; (source: UN SG’s 2020 progress report 75/236)



PP5. Acknowledge that robust and resilient tuberculosis services str health systems,  contribute to effective pandemic prevention, preparedness, and response, and recognize the opportunity for alignment that the three high-level meetings present; (new language) 



PP6. Commend the progress achieved in saving at least 74 million lives through national, regional and global tuberculosis response efforts across all countries between 2000 and 2021, and some progress achieved towards targets and commitments agreed in the political declaration of the 2018 high-level meeting of the General Assembly on the fight against tuberculosis; (source: WHO Global TB Report (2022))



PP7. Note with alarm that progress towards global tuberculosis targets reversed because of health service disruptions caused by the COVID-19 pandemic, with the number of people diagnosed with tuberculosis and notified to public health reporting systems falling by 18 per cent from 7.1 million in 2019 to 5.8 million in 2020, followed by a partial recovery to 6.4 million in 2021, and that as a result of these disruptions, more people died from tuberculosis in 2020 and 2021, and the number of people who fell ill from tuberculosis increased in 2021; (source: WHO Global TB Report (2022))



PP8. Express deep concern that only 61 per cent of people with tuberculosis and 38 per cent of children are diagnosed and treated, that only 38 per cent of people with tuberculosis are diagnosed with WHO-recommended rapid molecular diagnostics, and as a result, between 2018 and 2021, only 26.3 million people, including 1.9 million children, and 650,000 people with drug-resistant tuberculosis, were reported to have been provided with tuberculosis treatment, which translates to 66 percent of the 40 million target, and only 12.5 million people were provided with tuberculosis preventive treatment, mainly among people with HIV, which translates to 42 per cent of the 30 million target agreed in the 2018 political declaration of the high-level meeting of the General Assembly on the fight against tuberculosis and that close to half of people diagnosed with tuberculosis and their families experience  because of tuberculosis; (source: WHO Global TB Report (2022))



Welcome progress in reaching 10.3 million people living with HIV with preventive treatment between 2018 and 2021, surpassing the 6 million target set at the 2018 high-level meeting of the General Assembly on the fight against tuberculosis; (source: WHO Global TB Report (2022))





PP9. Note that tuberculosis remains the leading cause of death of people living with HIV, but that in 2021, testing for HIV among people with tuberculosis increased to 76 per cent compared to 64 per cent in 2018 and that 89 per cent of people living with HIV, who were diagnosed with tuberculosis were on antiretroviral treatment in 2021; (source: WHO Global TB Report (2022))



PP10. Recognize that  drug-resistant tuberculosis remains an alarming public health concern and a major contributor to antimicrobial resistance, with close to half a million people annually developing tuberculosis that is resistant to rifampicin, the most effective first-line drug, of whom only one in three accessed treatment in 2021 and of these, 40 per cent had poor health outcomes for reasons including gaps in access to WHO-recommended diagnostic tests and treatment, inefficient service delivery models, , lack of access to treatment support, comprehensive social protection and care; (source: WHO Global TB Report (2022))



PP11. Remain deeply concerned that national and international financing for tuberculosis prevention, diagnosis, treatment, and care is inadequate, that overall total annual funding was consistently less than half of the 13 billion United States dollars a year target set at the 2018 high-level meeting of the General Assembly on the fight against tuberculosis, and that domestic funding declined during the COVID-19 pandemic; (source: WHO Global TB Report (2022))



Acknowledge the importance of domestic and international funding for the tuberculosis response, particularly in high-burden and low-income countries, and note that overall international funding has stagnated since 2018, and stressing therefore the importance of domestic resource mobilization and adequately replenishing voluntary international financing mechanisms such as the Global fund, Unitaid, as well as other sources of financing, including official development assistance, to support comprehensive national tuberculosis strategies, and multilateral efforts to end tuberculosis; (source: WHO Global TB Report (2022))





PP12. Commend progress achieved in tuberculosis research and innovation of new tests, drugs and regimens that informed World Health Organization guidance[footnoteRef:9], including on the use of shorter duration tuberculosis preventive treatment with less pill burden, more-effective all-oral shorter duration regimens for the treatment of drug-resistant tuberculosis, including for children, and note that 26 high-tuberculosis burden countries are using WHO recommended rapid molecular diagnostic test and 126 countries have introduced all oral regimens to treat drug-resistant forms of tuberculosis; (source: WHO Global TB Report (2022)) [9:  WHO guidance: https://tbksp.org/en/guidance-books-solr] 




PP13. Recall with concern that no new vaccines for tuberculosis prevention have been licensed for over 100 years, that safeeffective preventive vaccines are essential to accelerate the decline in illness and mortality, and acknowledge the importance of global collaboration to fast-track progress; (source: WHO Global TB Report (2022) and UN SG’s 2020 progress report 75/236)

       
     







PP14. Express concern that financing for tuberculosis research and innovation s only half of the 2 billion United States dollars a year target agreed in the 2018 political declaration of the high-level meeting of the General Assembly on the fight against tuberculosis, and underscore that enhanced and sustained financing  required for the development and evaluation of better tools and strategies to address unmet needs in tuberculosis prevention and care, including to address social and economic factors of the disease, as agreed in the Global Strategy for tuberculosis research and innovation[footnoteRef:10]; (source: WHO Global strategy for tuberculosis research and innovation, and Treatment Action Group, 2022) [10:  See World Health Organization, document WHA73/2020/REC/1] 




PP15. Welcome the roll-out of the World Health Organization Multisectoral  Framework for tuberculosis as requested in resolution 73/3 and World Health Assembly resolution 71.3, and emphasize the continued importance of multisectoral action across health and nutrition, finance, labour, social protection, education, science and technology, justice, agriculture, the environment, housing, trade, development and other sectors, in order to ensure that all relevant stakeholders pursue actions to end tuberculosis and leave no one behind; (source: based on 2018 political declaration, 73/3) 


PP16. Recognize that equitable and affordable access to high-quality tuberculosis diagnostics and medicines is essential to end illness, suffering and death from tuberculosis, and acknowledge the role played by the Stop Tuberculosis Partnership/Global Drug Facility, which is working to improve access to high-quality and affordable tuberculosis treatment and diagnostics for populations in need, including to child-friendly formulations of medicines to prevent and treat tuberculosis; (source: UN SG’s 2020 progress report 75/236)



PP17. Recognize that active of civil society, communities and people affected by tuberculosis in planning, implementation, monitoring and evaluation of the tuberculosis response is vital to improve access to tuberculosis prevention and care, and promote human rights; (source: based on 2018 political declaration, 73/3 and UN SG’s 2020 progress report 75/236)





COMMITMENTS 



Multisectoral collaboration and accountability



OP1 Commit to protect and promote the right to the enjoyment of the highest attainable standard of physical and mental health, in order to advance towards universal access to quality, affordable and equitable prevention, diagnosis, treatment, care and education related tuberculosis; (source: verbatim first part of para 37. of 2018 TB political declaration)



OP2 Recognize the need to strengthen linkages between ending tuberculosis and the 2030 Agenda for Sustainable Development, through Sustainable Development Goals review processes, including the high-level political forum on sustainable development; (source: based on para 51 of 2018 TB political declaration)



OP3 Commit to urgently reduce tuberculosis-related deaths, as outlined in the World Health Organization End TB Strategy[footnoteRef:11], through comprehensive multisectoral actions that address determinants of tuberculosis and poor health outcomes, and close the large gaps in access to tuberculosis testing and treatment; (source: UN SG’s 2020 progress report 75/236) [11:  WHO End TB Strategy, https://www.who.int/publications/i/item/WHO-HTM-TB-2015.19 ] 




OP4 Commit to accelerate the implementation of the WHO Multisectoral Accountability Framework for tuberculosis, by establishing or strengthening high-level multisectoral accountability and review mechanisms, preferably under the leadership of the Head of State or Government,
 for national review of progress aligned to agreed global targets, including the commitments in the present political declaration, with support from the World Health Organization; (source: WHA resolution 71.3 and UN SG’s 2020 progress report 75/236)







Commit to strengthen national tuberculosis strategic plans or national health strategies with multisectoral perspectives, to enable universal access to quality tuberculosis services and actions to address tuberculosis determinants, such as poverty, undernutrition, HIV, diabetes, smoking, and alcohol use disorders in line with national contexts; (source: based on para 48 of 2018 TB political declaration) (source: Key Asks from TB Stakeholders for the 2023 UN HLM on TB)









OP5 Further commit to strengthen notification of all people diagnosed with tuberculosis by public, private and community-based health care providers to national healthreporting systems, facilitated by the expanded use of digital  improve vital registration systems, to allow for tracking  the tuberculosis epidemic and its impact, with disaggregation by age, sex, and other characteristics relevant to national contexts, and to strengthen national capacity for the use and analysis of such data to inform decision-making and strengthen accountability; (source: based on para 35 of 2018 TB political declaration and UN SG’s 2020 progress report 75/236 )



Ensuring universal access to TB prevention, testing, treatment and care, in the context of Universal Health Coverage 











Pledge to accelerate progress towards universal access to tuberculosis services in both high and low burden countries such that,  by 2027, 100 per cent of people diagnosed with tuberculosis have access to WHO-recommended rapid molecular diagnostic tests and  at least 90 per cent of people with tuberculosis are reached with quality assured treatment, and at least 90 per centof people at high-risk of developing tuberculosis with preventive treatment, in accordance with World Health Organization guidance, and 100 per cent of people with tuberculosis have access to a health and social benefits package so they do not have to endure financial hardship because of their illness; (source: based on WHO End TB Strategy WHA67.1, and UN SG’s 2020 progress report 75/236)





OP6 Commit to integrate systematic screening, prevention, treatment and care of tuberculosis and for related health conditions, such as HIV and AIDS, undernutrition, mental health, non-communicable diseases including diabetes and chronic lung disease, and tobacco use, harmful use of alcohol and other substance abuse, including drug injection, into primary health care, including community-based care,  following people  approach to improve equitable access to quality, affordable comprehensive health care with effective referral systems to other levels of care; (source: based on WHO End TB Strategy WHA67.1, and 2018 TB political declaration)



Given that one third of deaths among people living with HIV are due to TB, recommit to strengthen collaboration between tuberculosis and HIV programmes, to ensure universal access to integrated prevention, diagnosis, treatment and care services, including through promoting testing for HIV among people with tuberculosis and screening all people living with HIV regularly for tuberculosis, providing tuberculosis preventive treatment, and addressing common social and structural barriers to health services, such as stigma and discrimination; (source: based on WHO End TB Strategy WHA67.1, and 2018 TB political declaration)









Addressing the needs of people vulnerable to TB, including children 



OP7 Commit to strengthen comprehensive care for people with tuberculosis such as nutritional, and  support, social protection, as well as rehabilitation and palliative care, paying particular attention to people who are vulnerable or in vulnerable situations, including womenchildren,
people living with HIV, Indigenous Peoples, health-care workers, older persons, migrants, refugees, internally displaced people, people living in situations of complex emergencies, prisoners and people living in urban slums,recognizing the higher prevalence of tuberculosis among men; (source: based on WHO End TB Strategy WHA67.1)



Commit to scale up efforts to close longstanding gaps in diagnosis and care of children with or at-risk of tuberculosis by  implementing World Health Organization guidance and policies to improve equitable access to screening, prevention, testing and treatment services, particularly to child-friendly formulations of medicines, as part of a comprehensive integrated primary health care; (source: WHO Global TB Report (2022))





Addressing drug-resistant TB in the context of a comprehensive national, regional and global response to antimicrobial resistance 



OP8 Commit to end the crisis of drug-resistant tuberculosis in the context of broader national, regional and global mechanisms to address antimicrobial resistance, by improving treatment adherence for people with drug-susceptible tuberculosis; and by
 providing universalequitable access to WHO-recommended diagnostics and drug-susceptibility tests, and all-oral shorter-duration treatment regimens for people with drug-resistant tuberculosis, together with care and support to improve outcome of treatment; (source: UN SG’s 2020 progress report 75/236)



Linking the TB response with UHCPPPR



OP9 Given the global nature of the tuberculosis epidemic and the critical public health challenge of drug-resistant tuberculosis, and acknowledging that tuberculosis programmes, particularly their laboratory infrastructures and health workforce, were in the frontline of the response to the COVID-19 pandemic, promote tuberculosis services as essential elements of national and global strategies and efforts to advance Universal Health Coverage, to address antimicrobial resistance, and to strengthen pandemic preparedness, prevention and response; (source: UN SG’s 2020 progress report 75/236)



Commit to invest in tuberculosis services and health workforce, surveillance and information systems, laboratory capacity, and community-based care,  strengthen global health security core to detect, report and respond to threats from future epidemics and pandemics; (source: UN SG’s 2020 progress report 75/236)











Financing the TB response



OP10 Commit to substantially increase financing for universal access to quality tuberculosis prevention, diagnosis, treatment and care, within and beyond health sector to address determinants and drivers of the tuberculosis epidemic, from all sources, with the aim of reaching overall global investments of at least 22 billion United States dollars a year by 202,as estimated by the Stop Tuberculosis Partnership’s Global Plan to End TB (2023-2030), by enhancing global solidarity, and through  domestic and international investment mechanisms, including  innovative financing mechanism, aligned with national health plans and strategies to end tuberculosis; (source: Stop TB Partnership's Global Plan to end TB (2023-2030) and WHO Director-General Flagship Initiative to #ENDTB 2023-2027) (source: Key Asks from TB Stakeholders for the 2023 UN HLM on TB)


TB research and innovation, including financing for research



Further commit to substantially increase financing for tuberculosis research and innovation to reach 5 billion United States dollars a year by 2027, for the development of  safe  and effective tuberculosis vaccines;  rapid and accurate point of care tuberculosis tests that can be used at community setting; shorter, safer and more effective treatment regimens, especially for drug-resistant tuberculosis, digital technologies to improve surveillance and people-centered care, and for implementation science to facilitate the scaling of evidence-based interventions and other newly approved technologies; (source: Stop TB Partnership's Global Plan to end TB (2023-2030) and WHO Director-General Flagship Initiative to #ENDTB 2023-2027) (source: Key Asks from TB Stakeholders for the 2023 UN HLM on TB)





Commit to create an enabling environment for tuberculosis research and innovation by developing and implementing fully funded national tuberculosis research agendas and strategic plans in line with national priorities, developing or strengthening public–private partnerships and product development partnerships, and strengthening legislative and regulatory frameworks to ensure that new tuberculosis diagnostics, drugs and vaccines are prioritized for fast-tracked review and registration; (source: Global Strategy for TB research and innovation WHA73.3)







Commit to promote equitable, affordable and timely access to the benefits of research and innovation, including generic medicines, by strengthening global and national access to tuberculosis vaccines, medicines and diagnostics, and through appropriate governance structures that foster research and innovation as a shared responsibility that is needs driven, evidence based and guided by the core principles of affordability, effectiveness, efficiency and equity; (source: Global Strategy for TB research and innovation WHA73.3)











OP11 Commit to, 
     within the next five years, develop license safe, effective, and accessible vaccine to prevent tuberculosis infection and disease for all , and sustainable systems  manufacturing, procurement equitable distribution of vaccines once they are available, in collaboration with the private sector and academia, and through global collaboration mechanisms, including World Health Organization initiatives such as the accelerator council for new tuberculosis vaccines[footnoteRef:12] noting that further details of the programme are being developed
; (source: based on WHO investment case for new TB vaccines (2022)) [12:  See , https://www.who.int/news/item/17-01-2023-who-announces-plans-to-establish-a-tb-vaccine-accelerator-council] 






Rights based engagement of civil society and affected communities



OP12 Commit to intensify national efforts to create enabling legal, social and policy frameworks in order to combat , and eliminate tuberculosis related stigma, discrimination and other human right violations, so that no one is left behind ; (source: UN SG’s 2020 progress report 75/236)



Commit to strengthen the engagement of civil society affected communities including young people,in all aspects of the tuberculosis response, including accountability and review mechanisms, a  investment for community initiatives; (source: UN SG’s 2020 progress report 75/236)











OP13 , as well as engaged in TB programme implementation empowered by proper enabling environment through a conducive legal, financial and regulatory framework, including through the adaptation and operationalization of the standardized package of community-based and community-led supportive services to improve TB outcomes (source Key EECA regional asks)





     



     

Addressing TB during health and humanitarian emergencies



OP14 Commit to safeguard tuberculosis services as essential health services during emergencies and in conflict settings, as displaced people and people affected by humanitarian emergencies face multiple challenges, including but not limited to heightened tuberculosis infection, risk of treatment interruption and limited access to quality health care and nutritious food; (source: UN SG’s 2020 progress report 75/236)





Next steps and way forward





OP15 Request the World Health Organization to continue to provide global leadership to support Member States build resilient response to tuberculosis and to address the drivers of the epidemic, including in the context of health and humanitarian emergencies, through promotion of human rights, political dialogue and multisectoral engagement, the provision of normative guidance and technical support, and through monitoring, reporting and review of progress, and the shaping of the tuberculosis research and innovation agenda; (source: UN SG’s 2020 progress report 75/236)



Request the Secretary-General, in close collaboration with the Director General of the World Health Organization, to strengthen cooperation between Member States and relevant entities to implement the present declaration and accelerate progress towards ending tuberculosis by 2030, including funds, programmes and specialized agencies of the United Nations system, United Nations regional commissions, the Stop uberculosis Partnership, hosted by the United Nations Office for Project Services, UNITAID, hosted by the World Health Organization, and the Global Fund; ; (source: based on para 52 of 2018 TB political declaration)







OP16 Also request the Secretary-General, with the support of the World Health Organization, to present to the General Assembly a report in 2027 on the progress achieved in realizing the commitments made in this Political Declaration towards agreed tuberculosis goals at the national, regional and global levels, including on the progress of multisectoral action, within the context of achieving the 2030 Agenda for Sustainable Development  which will serve to inform preparations for a comprehensive review by Heads of State and Government at a high- level meeting on tuberculosis in 2028. ; (source: based on para 53 of 2018 TB political declaration)
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Catre Ministra Sanatatii din Republica Moldova Doamna Ala NEMERENCO
22 mai 2023, Chisinau, Republica Moldova

Subiect: DISTRIBUIREA URGENTA A DRAFT-ULUI ZERO Al DECLARATIEI POLITICE PRIVIND TB
PENTRU ASIGURAREA LIVRARII COMENTARIILOR DIN PARTEA REPUBLICII MOLDOVA PINA PE 24 MAI
2023

Excelenta Voastra, Ala NEMERENCO!

in numele societatii civile, organizatiilor si comunitatilor cheie afectate de tuberculoz3,
organizatiilor - membre ale Platformei TB, permiteti-mi sa va exprim respectul profund si sa va adresez
urmatorul mesaj.

Dupa cum cunoasteti, la 22 septembrie 2023, Adunarea Generala a Natiunilor Unite va organiza
Reuniunea la Nivel Tnalt privind Tuberculoza (TB) in cadrul celei de-a 78-a sesiuni a Adunérii Generale
din New York, marcand, la cel mai Tnalt nivel politic, aspiratiile a 193 de state membre ale ONU spre
accelerarea eforturilor pentru atingerea obiectivului 3.3 al Obiectivelor de Dezvoltare Durabild, care

vizeaza eradicarea epidemiei TB pana in anul 2030.
Ca parte a pregatirilor Tn preajma Reuniunii, pe data de 15 mai 2023, a fost publicata si distibuita
prin intermediul delegatiilor de tard la ONU, spre consultari draft Zero la Declaratie. Aceasta, in timp

scurt, urma deja prin Ministerul de Externe al Republicii Moldova sd ajunga pe masa Ministerului
Sanatatii cu solicitarea de a reveni cu comentarii din partea tarii pana pe 24 mai (COB, EU time).

Pentru a asigura livrarea comentariilor la draft-ul Zero al Declaratiei, din partea Republicii
Moldova, solicitam implicarea Dvs, in vederea DISTRIBUIRII URGENTE A DECLARATIEI ACTORILOR
IMPLICATI IN DOMENIUL TB IN REPUBLICA MOLDOVA, pentru a discuta in cadrul grupului tehnic de
lucru pe TB, preconizat pentru desfasurare in data de 23.05.2023, orele 9.00, lista de propuneri din
partea tuturor partilor interesate, inclusiv celor elaborate din partea societatii civile si comunitatilor
si livrarea unei pozitii consolidate pe marginea draft-ului Zero al Declaratiei din partea Republicii
Moldova cdtre misiunea ONU cdtre termenul limita de 24.05.2023.

Pentru orice intrebari privind implicarea societatii civile si comunitatilor afectate de TB pentru
UNHLM privind TB, va rugam sa o contactati pe Oxana Rucsineanu, Coordonatorul Platformei TB, la
nr. de telefon 079335142 sau la adresa de e-mail: oxana_rucs@yahoo.com.

Cu profund respect si recunostinta,

1. Oxana RUCSINEANU, Coordonator Platforma TB, Asociatia Nationald a Bolnavilor de TB din

Republica Moldova ,SMIT” Balti, 079335142, smit tb@yahoo.com,

Uniunea pentru Echitate si Sanatate, Balti, Ala IATCO, 079571441, protineret@yahoo.com,

AFI, Chisinau, Svetlana DOLTU, 069777405 , svetlana.doltu@gmail.com,

Speranta Terrei, Balti, Feodora RODIUCOVA, 069615982, rodiucova@gmail.com,

Centrul de Asistenta Socialad ,,Casa Sperantelor”, Soroca Valentina ONICA, 069921994,

casasperan@yandex.ru,

6. Asociatia Psihologilor din Tighina, Causeni, Vera CIUCHITU, 069086731,
v_ciuchitu@yahoo.com,

7. AFI, Anenii Noi Ina PUSOI, 060449871, innapushoi@gmail.com,
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https://www.un.org/sustainabledevelopment/ru/health/

https://thediplomaticinsight.com/poland-uzbekistan-launch-political-declaration-to-un-member-states/
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10.
11.

Programe Medico-Sociale, Bender, Marina MIHAILOVA, 077599051, 069248662,
mihailova pmr@mail.ru,

ACTIV, Bender Victoria URSACHII, 060758811, v.ursachii@gmail.com

Kovceg Dobry Del, Rabnita, Natalia ANTONIUC, 00 373 779 14554, kovchegdd@mail.ru
Centrul PAS, Cristina CELAN, 078091599, cristina.celan@pas.md,
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