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Strategic priority matters
· Public health emergencies: preparedness and response 
Public health emergency preparedness and response is the basis and a new priority for health security. Georgia as a newcomer in this direction, has been actively working on strengthening national preparedness and response capacities.

It is important that three main directions for effectiveness of public health emergency preparedness and response are united at the National Center for Disease Control and Public Health: The Global Health Security Agenda (GHSA), International Health Regulations (IHR) and the third component - Emergency Operation Center (EOC) establishment of which is a big future challenge for the system.

National Center for Disease Control and Public Health is designated as an IHR National Focal Point, the responsibility of which is a rapid reporting to WHO on events that may constitute an unexpected or unusual public health event, risk for public health and international spread, as well as threats related to restriction of travel and trade. 

Apart from IHR, Georgia is actively supporting the Global Health Security Agenda (GHSA) since its launch in 2014, within which it leads GHSA Real-Time Surveillance Action Package. In 26-28, March 2018, Georgia, together with Norwegian Institute of Public Health and US Centers for Disease Control and Prevention, hosted an international meeting: “Accelerating progress in the Real-Time Biosurveillance Action Package of GHSA”. The meeting brought together GHSA partner countries, and international partner organizations supporting the strengthening of capability to detect infectious disease threats within the Real-Time Surveillance Action Package and other cross-cutting packages as well as building capacity to meet compliance with International Health Regulations. 14 countries and 9 partner organizations participated in this very fruitful meeting. 

Since 2018, Georgia has been actively involved in Global Knowledge Network of National IHR Focal Points. In order to identify critical gaps within human and animal health systems  Georgia is now in the process of undergoing Joint External Evaluation.

Regarding simulation exercises, in 2018 Regional Joint Assessment and Detection of events (JADE) functional exercise was held. 

WHO mission “Scoping step for all-hazard emergency response planning in Georgia” took place in March, 2019. The overall objective of the mission was to establish multisectoral commitment, understand where the country is in its health emergency response planning, identify any major gaps, and tailor the planning process to existing structures in the country.

· Polio eradication/transition 
Polio Eradication Report by the Director-General provides an update on polio eradication and summarizes the remaining operational, epidemiological and financial challenges to securing a lasting polio-free world. A previous version of this report was noted by the Executive Board at its 144th session.The report has been revised to reflect the Executive Board’s discussions, which focused on the need to fully implement and finance all aspects of the Global Polio Eradication Initiative Polio Endgame Strategy 2019–2023 at all levels to ensure global certification of a polio-free world by the end of 2023. A status update on polio transition is available in a separate report. 
Implementation of the Polio Eradication and Endgame Strategic Plan 2013–2018 has brought the world to the brink of polio eradication. The Global Polio Eradication Initiative Polio Endgame Strategy 2019–2023,3 which has been drafted in a thorough consultative process over 12 months, builds on the lessons learned since 2013, and sets out the road map to achieving global certification by 2023. 

The Global Polio Eradication Initiative Polio Endgame Strategy 2019–2023 focuses on increasing performance everywhere, including using the proven eradication tools and building blocks that have succeeded in eradicating the disease in 99% of the world. 

 All necessary tools and tactics are in place to achieve certification; there are no biological or technical obstacles remaining, and success will depend on mobilizing sufficient political and societal  will to ensure that the Strategic Plan is fully financed and implemented at all levels. To succeed by 2023, all involved in this effort must find ways to excel in their roles. 

While maintaining full focus on eradication, the Strategic Plan also incorporates elements to prepare for a polio-free future by working more systematically with other health programmes and initiatives, forging alliances to jointly drive country impact. The scope and nature of this more systematic collaboration will be tailored to countries’ specific situations and defined by the needs of national governments.

 After eradication of polio has been certified, the Post-Certification Strategy, noted by the Seventy first World Health Assembly in May 2018, will guide the world on the activities and functions that must be sustained in order to maintain a world free of polio. The activities and strategies outlined in the Strategic Plan, particularly systematic collaboration with other partners, will help pave the way to a successful transition. The Secretariat will continue to report annually to the Health Assembly, through the Executive Board as necessary, on progress until global polio eradication has been certified. 

GLOBAL POLIO ERADICATION – A DUAL EMERGENCY IN RESPECT OF WILD AND VACCINE-DERIVED POLIOVIRUS 
Wild poliovirus transmission 
7.8 9. 10. 11.  Efforts are continuing to eradicate all remaining strains of wild poliovirus. The last reported case of poliomyelitis due to wild poliovirus type 2 was reported in 1999, and wild poliovirus type 2 was officially certified as eradicated in September 2015. Wild poliovirus type 3 has not been detected globally since November 2012, when the last case of poliomyelitis due to this strain was reported in Nigeria. Since that time, all cases of paralytic poliomyelitis due to wild poliovirus have been caused by wild poliovirus type 1. Wild poliovirus remains classified as endemic in three countries: Afghanistan, Nigeria and Pakistan. In 2018, wild poliovirus type 1 cases were detected in Afghanistan and Pakistan. 

In 2018, eight cases of paralytic poliomyelitis due to wild poliovirus type 1 were reported in Pakistan, the same number as in 2017, while in Afghanistan, 21 cases were reported, compared with 12 in 2017. 

In January 2019, the WHO Director General and the WHO Regional Director for the Eastern Mediterranean travelled to Afghanistan and Pakistan to meet with heads of State and senior government officials to discuss measures to interrupt the remaining chains of wild poliovirus transmission affecting both countries. 

Circulating vaccine-derived poliovirus transmission 
As the world approaches successful eradication of wild poliovirus transmission, the circulation of vaccine-derived polioviruses, while not a new phenomenon, continues to take on added significance. Inadequate routine immunization levels coupled with subnational gaps in surveillance in high-risk countries continue to be the main risk factors for the emergence or continuing circulation of vaccine derived polioviruses. Strengthened efforts must be made to tackle both risk factors. However, the only and surest way to prevent circulation of vaccine-derived polioviruses in the future is to stop oral polio vaccine use rapidly, which can only occur after the successful eradication of wild polioviruses. As such, wild poliovirus eradication now faces a dual emergency. In 2018, outbreaks due to circulating vaccinederived poliovirus newly emerged or continued in the Democratic Republic of the Congo, Kenya, Mozambique, Niger, Nigeria, Papua New Guinea and Somalia. An outbreak detected in 2017 in the Syrian Arab Republic was successfully stopped through a comprehensive outbreak response, and no new cases have been reported since September 2017.

The Horn of Africa is affected by outbreaks due to circulating vaccine-derived polioviruses, both type 2 and type 3. The circulating vaccine-derived poliovirus type 2 was isolated from cases of acute flaccid paralysis as well as environmental samples in Somalia and in Kenya. 

In the Democratic Republic of the Congo, outbreaks are ongoing involving four genetically distinct strains of circulating vaccine-derived poliovirus type 2.  In total, 42 cases have been confirmed in the country since the detection of the first outbreak in June 2017, of which 20 cases were detected in 2018. In Nigeria, two separate outbreaks due to circulating vaccine-derived poliovirus type 2 were confirmed in 2018. In January 2019, an outbreak of genetically-distinct circulating vaccine-derived poliovirus type 1 was confirmed in Indonesia, in Papua province bordering Papua New Guinea. The virus was isolated from a child with acute flaccid paralysis, as well as from a healthy community contact. 18. In January 2019, confirmation was received of a circulating vaccine-derived poliovirus type 2 in Mozambique. Two genetically linked isolates were detected, from an acute flaccid paralysis case and a community contact of the case. 

The declaration in 2014 of the international spread of wild poliovirus as a public health emergency of international concern and the temporary recommendations promulgated under the International Health Regulations (2005) remain in effect. All countries currently affected by circulation of either wild or vaccine-derived polioviruses have declared such events to be national public health emergencies and are implementing national emergency action plans.
 PHASED REMOVAL OF ORAL POLIO VACCINES
To eliminate the long-term risks of vaccine-derived polioviruses and vaccine-associated paralytic polio, oral polio vaccines are being removed in a phased manner. The first phase took place with the switch from trivalent to bivalent oral polio vaccine between 17 April and 1 May 2016. Once all remaining foci of wild poliovirus transmission have been eradicated and the world is certified as polio free, all use of remaining oral polio vaccine will be stopped. Until all use of oral polio vaccine has ceased, Member States are encouraged to minimize the risks and consequences of potential vaccine derived polioviruses by ensuring high routine immunization coverage, conducting surveillance for any emergence of circulating vaccine-derived poliovirus, and maintaining strong outbreak response capacity. 
CONTAINMENT AND CERTIFICATION 

Efforts to contain poliovirus type 2 were intensified in 2017 and 2018. These continue to be guided by the WHO global action plan to minimize poliovirus facility-associated risk after type-specific eradication of wild polioviruses and sequential cessation of oral polio vaccine use (GAPIII),3 and by WHO guidance on minimizing risks for facilities collecting, handling or storing materials potentially  regarding the international spread of poliovirus. 

The deliberations of the Containment Advisory Group on issues related to the implementation of GAPIII have resulted in amendments to GAPIII, which will be published soon.

By January 2019, 26 Member States had reported to WHO their designation of 76 facilities performing critical functions requiring the retention of type 2 poliovirus materials. All but two of the 26 Member States required to establish competent national authorities for containment by the deadline of end of 2018, in line with resolution WHA71.16, have complied. Lack of national legislation has been reported as a reason for delays in the establishment of these national bodies and in containment implementation. The Secretariat’s main focus over the coming months will be to help national authorities build the necessary capacities to perform GAPIII audits by providing training and qualification activities for GAPIII auditors. The Secretariat is also committed to working with Member States to foster collaboration and information exchange among national authorities responsible for containment. 

Throughout 2018, the Global Commission for the Certification of Poliomyelitis Eradication continued to review the criteria for achieving global certification of wild poliovirus eradication. With no wild poliovirus type 3 reported anywhere in the world since November 2012, the global eradication of this strain could be certified in 2019. 

FINANCING THE GLOBAL POLIO ERADICATION INITIATIVE 

The Polio Oversight Board adopted new financial scenarios at its meeting in September 2018. 2 The global budget for implementing the Strategic Plan 2019–2023 is projected to be US$ 4.2 billion, of which US$ 3.27 billion still needs to be mobilized.

ACTION BY THE HEALTH ASSEMBLY 
The Health Assembly is invited to note the report. In particular, it may wish to focus its deliberations on the importance of ensuring that the strategy covering the period 2019–2023 is fully financed and implemented at all levels, to achieve certification of a world free of all polioviruses on a lasting basis.

Country situation:
 In frame of Global Polio Eradication strategy in Georgia were carried several significant activities 
1.  Implementation in routine vaccination schedule  IPV  containing hexavalent vaccine for vaccination  of children aged 2, 3, 4 month  - 2015;
2. Switch  from TOPV on  BOPV – April 18, 2016;
3. Implementation BOPV in routine vaccination schedule   for revaccination of children aged 18 month and 5 year – May 3, 2016;
4. The National Action Plan for 2018-2019,   to sustain polio-free status, is updated on basis of current guidelines of the Global Polio Eradication;
5. National Polio Eradication Program will continue to implement all activities in accordance with the “Regional and global program of safe laboratory containment of polioviruses”.  National Polio Laboratory has in place special mechanisms ensuring safe containment of all wild poliovirus contaminated or potentially contaminated materials;
6. Georgia have a well functioning  National Polio Certification Committee (NCC, 1997) and sensitive national surveillance system  on Acute Flaccid Paralysis (AFP)
32nd Meeting of the European Regional Commission for Certification of Poliomyelitis Eradication (RCC), (30-31 May 2018 Copenhagen, Denmark) has concluded:
· Georgia – is considered to be at low risk. The RCC is concerned, however, over evidence for suboptimal vaccination coverage, with more than 15% of the population now living in districts with coverage with a third dose of polio vaccine <90%. The RCC urges further efforts be made to improve routine immunization coverage.
· RCC conclusions on risk of sustained transmission in the event of Wild Polio Virus importation or emergence of Vaccine Derivate Polio Virus (VDPV) , per Member State in the WHO European Region, based on available evidence for 2017.  (Update recommendations and conclusions  will be available  in May-June 2019)
	Country

	Surveillance 
quality
	Population 
immunity
	Other factors
	Composite risk score

	Georgia
	Good
	High
	No
	Low
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· Health, environment and climate change 
Strategic priority on the health impacts of climate and environmental change, aims at reducing the estimated 12.6 million deaths each year from environmental risks, through the WHO support for implementation of the public health response to environmental and climate change, provision of evidence-based policy options and advocacy, effective collaboration with the United Nations, specialized agencies, governmental health administrations, professional groups and such other organizations.

The analysis shows that 23% of global deaths (and 26% of deaths among children under five) are due to modifiable environmental factors. Stroke, ischemic heart disease, diarrhea and cancers head the list. People in low-income countries bear the greatest disease burden.

The environment influences the health of people in many ways – through exposure to various physical, chemical and biological risk factors such as unsafe water, inadequate sanitation and hygiene, outdoor and indoor air pollution, lead, climate change, chemicals, urban environment, UV and ionizing radiation.

[image: ]According to the WHO estimates (2012) 21% of the overall disease burden and 25% of all deaths in Georgia are attributable to environmental risk factors. Non-communicable diseases comprise the largest share among the total global burden in Georgia and are caused 94% of all deaths. In terms of the number of years of life lost (YLLs) due to premature death in Georgia, ischemic heart disease, cerebrovascular disease, and COPD are the highest ranking causes. In terms of DALYs in Georgia, dietary risks, high systolic blood pressure, and high body-mass index are the leading risk factors. Assessment of the health impacts of climate and environmental change and management of the health related risks are the objectives of the National Environmental Health Action Plan (NEHAP) of Georgia, development of which was conducted by the Ministry of IDPs from the Occupied Territories, Labour, Health and Social Affairs of Georgia in collaboration with the Ministry of Environment Protection and Agriculture of Georgia with technical assistance of the WHO  European Centre for Environment and Health Bonn office.  

The EU-Georgia Association Agreement (AA) is a concrete way to activate the potential of EU-Georgian relations, focusing on support to core reforms, on economic recovery and growth, governance and sector cooperation.  According to Association Agreement between Georgia and the EU and an Association Agenda for the implementation of Action Plan 2015, the Decree N680 on “National Environment and Health Action Plan for 2018-2022 (NEHAP2)” has been approved by the Government of Georgia on the December 29 2018. The Action Plan project has gained expertise from the experts of the EU-funded Twinning project GE22 “Institutional Strengthening of Environmental Health System of Georgia” experts. The National Strategy pays due regard to WHO European Region’s process of National Environment and Health recommendations designed to ensure safe environment, harmonize legislation, prevent environmental related diseases and reduce impact of risk factors. 
The main principle of Action Plan is to ensure public health importance in the population and to realize constitutional right of the people - to live in a safe environment, respectively the responsibility for the implementation of the Action Plan falls under healthcare and environmental sectors in accordance with the sectors of Economy, Justice, Agriculture, Education, Finance, Infrastructure, Foreign affairs and Local Administrations. According to the resolution the Ministry of Internally Displaced persons from the occupied territories, Labor, Health and Social Affairs of Georgia is responsible to coordinate the implementation of the Action Plan. And the Steering Committee, which is responsible for the management, coordination and surveillance of the NEHAP, represents advisory body of the Government and is headed by the Prime Minister of Georgia.
The National Center for Disease Control and Public Health of Georgia has been involved in the initiative of the Ministry of Environment Protection and Agriculture, to create a portal providing timely and continuous information on the ambient air quality of all the cities of Georgia where air quality is being observed/monitored. For this purpose, health care recommendations have been prepared, according to the air quality index and each interested citizen has been able to get acquainted with the portal (http://air.gov.ge/) since January 2019. 
The Association Agreement postulates Georgia to harmonize legislation and implement reforms in the main areas of the Agenda, including public health and environmental protection (art.301).   Article 302 of the Agreement lists the areas of interest, where water quality is included, with reference to Directive 98/83/EC on quality of water intended for human consumption as amended by Regulation (EC) No 1882/2003. In this respect, the Georgian undertakes are:
•	Within 4 years of adoption, national legislation and designation of competent authority/ies and establishment of standards for drinking water (Articles 4 and 5); 
•	Within 7 years establishment of a monitoring system (Articles 6 and 7) and of a mechanism to provide information to consumers (Article 13). 
Currently two legislative documents are in process of elaboration: 
1.	Technical Regulation- „On the Quality of Water Intended for Human Consumption“
2.	Technical Regulation- “on Bathing Waters”

Nationally representative study measuring blood lead levels (BLL) among children 2-7 years of age was conducted in Georgia in September-December 2018. For that, the BLL study was integrated in Multiple Indicator Cluster Survey (MICS) - one of the largest household surveys worldwide. The survey field work lasted for three months and collected high quality, internationally comparable data on the situation of families, children and women throughout the country. MICS was implemented in the country by the National Statistics office with technical and financial support from UNICEF, the National Center for Disease Control and Public Health (NCDC) and Italian Institute of Health. During the study, venous blood samples were collected from 1578 randomly selected children 2-7 years of age across Georgia, providing nationally representative indicators of lead prevalence. Collected Blood samples were sent to the laboratory of Italian Institute of Health, one of the leading public health institutions in Europe. 

Before UNICEF published the official results, the National Center for Disease Control and Public Health started creating drafts of national lead poisoning prevention program. Also, the coordination council was created, which operates under the Environment and Health National Action Plan (NEHAP) for Environmental Protection in 2018-2022 and is headed by the Prime Minister. On April 19, 2019 Georgian Government published an Order for “Early detection and management measures for toxic effects of lead in children” which underlines the competences of several agencies to conduct the relevant actions, specifically, Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Healh and Social Affairs of Georgia is responsible to create long term Lead Poisoning Prevention program, which is currently in the process of development.

The current round of MICS for Georgia has been expanded in content and scope to include questionnaires for drinking water questionnaire and water quality test. The NCDC supported the inclusion of Water Quality testing in the 2018 Georgia MICS Survey. With the financial and technical support of WHO and with the involvement of NCDC staff, MICS survey teams trained.  The results of the Multiple Indicator Cluster Survey will be available in summer of 2019 and National Statistics Office of Georgia will publish report of the survey.

Assessment of the health impacts of climate change and management of the health related risks are the objectives of the National Environmental Health Action Plan (NEHAP) of Georgia.
Climate change and health component of NEHAP include analyzing of the current and expected risks of vulnerability to climate change, the Public Health Policy and Programs required to reduce the climate change attributable health risks, elaboration of National Reports on Vulnerability, Impact and Adaptation to Climate Chang, National Strategy and Action Plan for Health Care Adaptation to Climate Change.

The EU-Georgia Association Agreement (AA) is a part of a new generation of Association Agreements with Eastern Partnership countries and is a concrete way to activate the potential of EU-Georgian relations, focusing on support to core reforms, on economic recovery and growth, governance and sector cooperation. 

The National Center for Disease Control and Public Health participated as a network member of the Georgian Red Cross in the Climate Forum East Program led by the Austrian Red Cross with the objective of strengthening the capacities of national Civil Society Organizations (CSO) Climate Change Adaptation networks and individual CSO network members to contribute to national and local policy making processes, public awareness raising, and education on Climate Change.

Some environmental health issues that are written in a NEHAP 2 are difficult to implement because of lack current situation assessment or any background information, complexity and multiagency cross-cutting interest.  One of such issues is radon impact on health and assessment of underground building and ground floors on radon contamination. This issue is under discussion on this stage and action plan for communication with all stakeholders will be developed in order to push forward this issue.

· Access to medicines and vaccines 
The Executive Board, at its 144th session in January 2019, noted an earlier version of this report.1 The draft road map has been revised and a new Appendix 2 has been added to indicate the linkage between the Thirteenth General Programme of Work, 2019-2023 and the activities, actions, deliverables and milestones set out in the road map. The milestones have been updated to reflect the global goods planning process, and information has been added on the Organization’s mandate with regard to the actions required by the road map and on the distribution of road map activities across the programme budget.

In May 2018, the Seventy-first World Health Assembly considered a report by the Director-General on addressing the global shortage of, and access to, medicines and vaccines. The report focused on a list of priority options for actions to be considered by Member States and presented a comprehensive report by the Director-General on access to essential medicines and vaccines. 

Having considered the report, the Health Assembly adopted decision WHA71(8), in which it decided to request the Director-General to elaborate a road map report, in consultation with Member States, outlining the programming of WHO’s work on access to medicines and vaccines for the period 2019–2023, including activities, actions and deliverables. The revised draft road map for access to medicines, vaccines and other health products, 2019–2023, based on existing WHO mandates in key Health Assembly resolutions of the last 10 years related to access to safe, effective and quality medicines, vaccines and health products, and also reflecting the Thirteenth General Programme of Work, 2019–2023, is contained in the Annex.1.  The distribution of the Programme budget 2018–2019 across the different activities of the road map for 2018–2019 is US$ 167.9 million. 
The Thirteenth General Programme of Work, 2019–20231 sets out three strategic priorities for ensuring healthy lives and well-being for all at all ages: achieving universal health coverage, addressing health emergencies and promoting healthier populations. These strategic priorities are supported by three strategic shifts: stepping up leadership; driving public health impact in every country; and focusing global public goods on impact.

The planning framework for the Thirteenth General Programme of Work provides a structure for identifying priorities at the country level and for the planning and budgeting of the work of WHO. It will ensure that the programme budget reflects the needs of the countries and that work at all three levels of the Organization is geared towards delivering country impact. This road map for access to medicines, vaccines and other health products, 2019–2023, aligns with the following outputs that have been identified within this framework:

• provision of authoritative guidance and standards on the quality, safety and efficacy of health
products, including through prequalification services, essential medicines and diagnostics lists;
• access to essential medicines, vaccines, diagnostics and devices for primary health care improved;
• country and regional regulatory capacity strengthened and supply of quality-assured and safe health products improved;
• research and development agenda defined and research coordinated in line with public health
priorities;
• countries enabled to address antimicrobial resistance through strengthened surveillance systems, laboratory capacity, infection prevention and control, awareness-raising and evidence based policies and practices. 
Structure of the road map
• Ensuring the quality, safety and efficacy of health products; 
-	Regulatory system strengthening
-	Assessment of the quality, safety and efficacy/performance of health products
through prequalification
-	Market surveillance of quality, safety and performance
• Improving equitable access to health products. Under each strategic area, the road map describes activities and puts forward the specific actions and deliverables for the period 2019–2023. 
-	Research and development that meets public health needs and improves access to health products
-	Application and management of intellectual property to contribute to innovation and  promote public health
-	Evidence-based selection and fair and affordable pricing Procurement and supply chain management
-	Appropriate prescribing, dispensing and rational use
     ACTION BY THE HEALTH ASSEMBLY
    The Health Assembly is invited to note the draft road map for access to medicines, vaccines and other health products, 2019–2023.   
Country situation - Georgia 
Vaccines and Immunization: 
National Immunization Program (NIP) was launched in Georgia in 1996 with the ultimate Goal to efficiently protect country population from VPDs and ensure the high coverage and quality services according to the global and regional targets. The program is designed to cover:
· Procurement of vaccines for routine immunization
· Procurement of vaccines, serums and immunoglobulin for infectious disease prevention and treatment (yellow fever, rabies, tetanus, botulism, venom viper, malaria)
· Receipt, storage and distribution of immunization supplies, monitoring the needs of the cold chain system. 
Immunization is one of the highest Public Health priorities for the Government of Georgia, the clear confirmation of which is that funding of the program significantly increased past years from 4 mln GEL in 2012 to 22.4 mln  in 2019.
Current state immunization calendar covers vaccination against 12 infectious diseases: Tuberculosis, Hepatitis B, Diphtheria, Pertussis, Tetanus, Poliomyelitis, Measles, Mumps, Rubella, Hib, Rota, and Pneumococcal. In 2017, the HPV vaccine was introduced at the sub-regional level and from August 2019, the HPV vaccine will be introduced throughout the country.
According to the WHO recommendations the seasonal influenza vaccination is provided for selected high risk groups of population.  
To assure uninterrupted supply, high quality and balanced costs, all routine immunization vaccines (except Hexavalent) are procured through UNICEF Supply Division procurement mechanism and by government decision, all vaccines procured for routine vaccination are WHO prequalified.
Achievements:
Immunization Management Module (IMM) as a part of the comprehensive Health Management Information System (HMIS) was successfully developed. 
The country has established Core Advisory Bodies to support the National Immunization Program and provide evidence-based recommendations: Interagency Coordination Committee (ICC), National Immunization Technical Advisory Group (NITAG), 	National Regulatory Authority (NRA), National Polio Certification Committee , National Verification  Committee for Measles & Rubella Elimination.
School physician system re-introduced (including immunization-related activities)
Access to immunization services guaranteed under the Government funded Universal Healthcare Program.
High vaccination coverage sustained at national level.
The comprehensive Multi-year action plan (cMYP) for Immunization 2017-2021 adopted, following the main goals of the European Vaccine Action Plan (EVAP).
Country introduced universal hepatitis B vaccination schedule Since 2003 – four doses in the age of 0, 2, 3, and 4 months; screening of pregnant women for HBsAg, provides immunoglobulins treatment  for HBsAg positive mother newborns at maternity houses.
Countrywide recording, reporting and monitoring systems in place (vaccination, AEFI, AFP).


· Follow-up to the high-level meetings of the United Nations General Assembly on health-related issues: Antimicrobial resistance, Prevention and control of noncommunicable diseases, Ending tuberculosis 
· Follow-up to the high-level meetings of the United Nations General Assembly on health-related issues Prevention and control of non-communicable diseases

The Political Declaration of the third high-level meeting, entitled “Time to deliver: accelerating our response to address NCDs for the health and well-being of present and future generations”, was accepted in the opening segment of the high-level meeting and adopted by the General Assembly on 10 October 2018. The Political Declaration:

(a) in paragraph 4, recognizes “that action to realize the commitments made for the prevention and control of non-communicable diseases is inadequate and that the level of progress and investment to date is insufficient to meet target 3.4 of the Sustainable Development Goals (reduce by one third premature mortality from non-communicable diseases by 2030) and that the world has yet to fulfil its promise of implementing, at all levels, measures to reduce the risk of premature death and disability from non-communicable diseases”;
(b) includes 14 new commitments by Heads of State and Government and representatives of States and Governments;
(c) broadens the scope of the commitments from the four major NCDs and four main risk factors (the so-called “4 x 4 NCD agenda”) to include commitments to reduce air pollution and promote mental health and well-being (the so-called “5 x 5 NCD agenda”);
(d) in paragraph 50, requests “the Secretary-General, in consultation with Member States, and in collaboration with the World Health Organization and relevant funds, programmes and specialized agencies of the United Nations system, to submit to the General Assembly, by the end of 2024, for consideration by Member States, a report on the progress achieved”, in preparation for a fourth high-level meeting to be held in 2025.
The overall theme of the high-level meeting was “Scaling up multi-stakeholder and multisectoral responses for the prevention and control of non-communicable diseases in the context of the 2030 Agenda for Sustainable Development”.
WHO estimates that, in 2016, 15.2 million people between the ages of 30 and 70 years died from noncommunicable diseases. The total number of these premature deaths is increasing owing to population growth.
Globally, the probability of dying from cardiovascular disease, cancer, diabetes and chronic lung disease between the ages of 30 and 70 years continues to decline from 22% in 2000 to 18% in 2016. However, this rate of decline is insufficient to meet SDG target 3.4.

Table 1. Progress towards the targets of the Global action plan for the prevention and control of Non-communicable diseases 2013-2020 between 2010 and 2016
	Target for 2025
	Indicator
	Global
	Georgia

	
	
	2010
	2014
	2016
	2010
	2016

	A 25% relative reduction in the
overall mortality from cardiovascular
diseases, cancer, diabetes, or chronic
respiratory diseases
	Unconditional probability of dying
between ages of 30 and 70 years from
cardiovascular diseases, cancer, diabetes
or chronic respiratory diseases


	22%
	19%
	18%
	21.8%

	25% 


	At least 10% relative reduction in the
harmful use of alcohol
	Total alcohol per capita (aged  ≥15 years
old) consumption within a calendar year
alcohol in litres of pure alcohol

	6.4
litres
	No data
	6.4
litres
	10.4 litres
(Males- 18.6%
Females -3.3%)



Global status report on alcohol and health 2018
	9.8 litres
(Males- 17.7%
Females -2.9%)


Global status report on alcohol and health 2018

	
	Age-standardized prevalence of heavy
episodic drinking:
• among adolescents (15–19 years old)

• among adults ( ≥15 years old)
	

15.6%

20.6% 









	
	

13.6%

18.5%






	



9.3 % 
(Males- 19.1%
Females -0.6%)

(Global Status Report on NCDs 2014)
	



18.3% 
(Males- 35.3%
Females -2.6%)

(STEPS 2016, Georgia)

	
	Age-standardized prevalence of alcohol
use disorders (as a percentage of 
population ≥15 years old)
	
5.1%
	
	
5.1%
	
4.1%
(Males- 7.7%
Females -0.9%)


(Global Status Report on NCDs 2014)
	
4.6%
(Males- 8.8%
Females -1.0%)


Global status report on alcohol and health 2018

	A 10% relative reduction in
prevalence of insufficient physical
activity
	Prevalence of insufficiently physically active
adolescents 
	82%
	81%
	81%
	
	

	
	Age-standardized prevalence of
insufficiently physically active persons
aged ≥18 years
	28%
	28%
	28%
	21.6%
(STEPS 2010)
	17.4%
(STEPS 2016;
18-64)

	A 30% relative reduction in mean
population intake of salt/sodium
	Age-standardized mean population
Salt intake of per day in grams in
persons aged  ≥18 years
	10 gram/
day
	No data
	No data
	NA
	8.5 gram/
day

	A 30% relative reduction in
prevalence of current tobacco use in
persons aged ≥15 years
	Prevalence of cigarette smoking in
13–15-year-olds
	
	
	6.8%
(2017)
	7%
(GYTS 2014)
	8.4%
(GYTS 2017)

	
	Age-standardized prevalence of tobacco
smoking among adults aged ≥15 years
	22.1%
	20.6%
	19.9%
	30.3%

	32.4%
(STEPS 2016;
18-64)

	A 25% relative reduction in the
prevalence of raised blood pressure
or contain the prevalence of raised
blood pressure
	Age-standardized prevalence of raised
blood pressure among persons aged
≥18 years and mean systolic blood
pressure
	23%
	22%
	22% (2015)
	33.4%
(STEPS 2010)
	34.6%
(STEPS 2016;
18-64)

	Halt the rise in diabetes and obesity
	Age-standardized prevalence of raised
blood glucose/diabetes among persons
aged  ≥18 years
	7.9%
	8.5%
	No data
	5.6 %
(STEPS 2010)
	4.4%
(STEPS 2016;
18-64)

	
	Prevalence of overweight and obesity in
adolescents
	14%
	16%
	17%
	No data
	No data

	
	Age-standardized prevalence of
overweight and obesity in persons aged
≥18 years

	36%
	38%
	39%
	56.4%
(STEPS 2010)
	62.9%
(STEPS 2016;
18-64)

	At least 50% of eligible people
receive drug therapy and counselling
to prevent heart attacks and strokes
	Proportion of eligible Persons
Receiving drug therapy and counselling
to prevent heart attacks and strokes
	No data
	No data
	No data
	
	

	An 80% availability of the affordable
basic technologies and essential
medicines, including generics,
required to treat major
noncommunicable diseases in both
public and private facilities
	Availability and affordability of quality,	Comment by Nana Kavtaradze: ყვითლად მონიშნულ ნაწილებში ცენტრის აგდ დეპარტამენტი ელოდებოდა სამინისტროს ჯანმრთელობის დაცვის დეპარტამენტის მიერ მონაცემების განახლებას. შესაბამისად ცხრილში ჩაემატება სამინისტროს ჯ/დ დეპარტამენტის მონაცემები
safe and efficacious essential
noncommunicable disease medicines,
including generics, and basic
technologies in both public and private
facilities
	No data
	No data
	No data
	
	




Table 2. Progress in strengthening national capacities for the prevention and control of non-communicable diseases between 2010 and 2017
	Indicator
	2010
	2015
	2017
	Georgia

	Number of countries with at least one operational multisectoral national policy, strategy or action plan
	32/169 (19%)
	32/169 (19%)
	32/169 (19%)
	National Strategy and Action Plan for Noncommunicable Diseases Prevention and control (adopted by the Government of Georgia, January 11,  2017)

	Number of countries that have operational
noncommunicable disease unit(s)/branch(es)/
department(s) within the health ministry
	90/169 (53%)
	113/169 (67%)
	116/169 (69%)
	Noncommunicable Diseases Department; NCDC

	Number of countries with an operational policy, strategy or action plan to reduce the harmful use of alcohol, as appropriate, within the national context.
	82/169 (49%)
	114/169 (67%)
	127/169 (75%)
	Partially, component of the Health Promotion State program

	Number of countries with an operational policy, strategy or action plan to reduce physical inactivity and/or promote physical activity.
	93/169 (55%)
	120/169 (71%)
	137/169 (81%)
	Partially, component of the Health Promotion State program

	Number of countries with an operational policy, strategy or action plan, in line with the WHO Framework Convention on Tobacco Control, to reduce the burden of tobacco use.
	112/169 (66%)
	138/169 (82%)
	146/169 (86%)
	Tobacco Control National Strategy and Action Plan;
component of the Health Promotion State program

	Number of countries with an operational policy, strategy or action plan to reduce unhealthy diet and/or promote healthy diets.
	101/169 (60%)
	124/169 (73%)
	139/169 (82%)
	Partially, component of the Health Promotion State program

	Number of countries that have evidence-based
national guidelines/protocols/standards for the
management of major noncommunicable diseases through a primary care approach,
recognized/approved by government or competent authorities.
	No data
	74/169 (42%)
	84/169 (50%)
	Under development

	Number of countries with noncommunicable disease surveillance and monitoring systems in place to enable reporting against the nine voluntary global noncommunicable disease targets.
	67/169 (39%)
	51/169 (30%)
	70/169 (41%)
	STEPS (2010, 2016)
Routine statistics
Cancer Registry
Birth Registry

	Number of countries with an operational national coordination mechanism in place for the prevention and control of noncommunicable diseases.
	No data
	57/169 (34%)
	65/169 (38%)
	Coordination mechanism for prevention and management of NCDs (adopted by the MoH, December 8th,  2015)



To fast-track health outcomes in specific areas in selected countries, the Secretariat will scale up four special initiatives launched in 2018: (a) Bringing mental health out of the shadows (London, 2 May 2018); (b) the Global Hearts Initiative to prevent premature deaths from non-communicable diseases, including the global initiative to eliminate industrially-produced trans-fat from the global food supply (Geneva, 14 May 2018); (c) cervical cancer elimination (Geneva, 20 May 2018); and (d) the Global Initiative on Childhood Cancer (New York, 27 September 2018). These initiatives provide opportunities for synergy, as do existing mechanisms to forge multi-stakeholder partnerships and alliances with civil society and the private sector.

· Antimicrobial Resistance 
· National Reference Laboratory (NRL) at Lugar Center oversees AMR activities across the country (56 clinical laboratories)
· Georgia is continuing successful cooperation with 
· The Global Antimicrobial Resistance Surveillance System (GLASS)
· The Central Asian and Eastern European Surveillance of Antimicrobial Resistance (CAESAR)
·  The Baltic Antibiotic Resistance collaborative Network (BARN)
· Developed new national guideline “Infection Prevention and Control”
· Second Georgian edition of the Sanford Guide to Antimicrobial Therapy 2018 has been published and distributed to medical facilities and physicians around the country
· Monitoring and evaluation of IPC in health care settings is ongoing 
· Ministry of IDPs from the Occupied Terittories, Labour, Health and Social Affairs is working on implementing GMP standards in national pharmaceutical facilities. GMP standards will be active from 1st of July on a voluntary basis, however, after 2022 – it will be mandatory throughout Georgia. 

· Follow -up to the high -level meetings of the United Nations General Assembly on Health related issues Ending tuberculosis

The first high -level meeting of the General Assembly on the fight against tuberculosis, convened by the President of the General Assembly, was held on 26 September 2018, with over 1000 participants. 

The theme of the meeting was “United to end tuberculosis: an urgent global response to a global epidemic” . The meeting resulted in an action oriented political declaration, which the delegations approved by acclamation and the General Assembly adopted on 10 October 2018.

The political declaration reaffirms commitment to meet the targets for 2030 set for ending tuberculosis under the Sustainable Development Goals and in the End TB Strategy. The political declaration included the requests.

In response to the requests made in the political declaration contained in General Assembly resolution the Director General is pursuing the actions listed below. As of 2019, these efforts will be taken up as part of the Thirteenth General Programme of Work, 2019 –2023 and its “triple billion” goals, as approved by the Seventy first World Health Assembly in 2018.

ACTIONS BEING TAKEN BY THE DIRECTOR GENERAL

These actions are aligned with the Organization’s overall work towards strengthening primary health care and achieving universal health coverage, and where appropriate, with other efforts to prevent and respond to antimicrobial resistance. The actions are:
(a)  finalizing in 2019 the multisectoral accountability framework to accelerate progress towards ending tuberculosis
(b)  strengthening collaboration between all stakeholders
(c)  continuing all WHO core functions to support delivery on commitments and impact
(d)  supporting the Secretary General to provide a progress report in 2020 

Important initiatives are under way to support accelerated implementation of actions at the  country level to reach the 2022 targets of the political declaration and the End TB Strategy and the  Sustainable Development Goals tuberculosis related targets for 2030, including those noted below.
(a)   A WHO flagship initiative FIND.TREAT.ALL#ENDTB has been launched 
a joint initiative with the Stop TB Partnership and the Global Fund to Fight AIDS, Tuberculosis and Malaria. 
(b)  A strategic initiative agreement between WHO and the Global Fund, and a related strategic initiative agreement between the Stop TB Partnership and the Global Fund are being implemented to enhance the capacity of 13 high tuberculosis burden countries to reach ambitious targets in diagnosing and treating all persons ill with tuberculosis, with a focus on communities and groups most at risk of missing out on quality prevention and care.
(c)  The Secretariat is collaborating with Unitaid to provide support to Member States: for effective introduction of innovations, including through ensuring that evidence to inform policy is generated, and use of WHO guidelines on treatment of multidrug-resistant and rifampicin-resistant tuberculosis, on preventive treatment of tuberculosis, and on diagnosis and treatment of paediatric tuberculosis; and for other related work in support of accelerated implementation of innovations and improved access.
(d)  High -level missions are being undertaken, as requested by Member States, to support target setting, strategic planning and multisectoral actions, including with partner agencies, as well as missions of a WHO universal health coverage accelerator flagship initiative, bringing together disease  control and Secretariat teams in support of country actions towards universal health coverage.
(e) In line with the research and development and innovation commitments of  the political declaration, and in response to resolution WHA71.3, the Secretariat will continue the development of a global strategy for tuberculosis research and innovation. A road map for the development of the strategy has been prepared. The Secretariat has initiated consultations, including with members of the WHO Strategic and Technical Advisory  Group for Tuberculosis, national tuberculosis programme managers, other officials from within and beyond ministries of health, including ministries of science and technology, and other tuberculosis research and innovation stakeholders. 
(f)  As a complement to these initiatives, the 4th WHO End TB Strategy Summit of the national tuberculosis programmes of the 30 highest tuberculosis burden countries was held in October 2018 with a focus on: preparing for national strategic plans and targets to be adapted and strengthened; scaled -up use of rapid diagnostic tests and tuberculosis case finding efforts; application of new WHO guidelines on preventive treatment and on treatment of drug - resistant tuberculosis; review of the draft multisectoral accountability framework and related efforts under way in establishing and/or strengthening national accountability mechanisms; and preparation of a global strategy on tuberculosis research and innovation. 

Other technical matters:
· Pandemic Influenza Preparedness Framework for the sharing of influenza viruses and access to vaccines and other benefits - ხათუნა ზახაშვილი
In accordance with decision EB140(5) (2017) and section 6.14.5 of the Pandemic Influenza Preparedness (PIP) Framework, the Executive Board will be invited to consider a proposal on which proportion of PIP Partnership Contribution funds should be used for inter-pandemic preparedness measures and which proportion should be reserved for pandemic influenza response activities.
Decision EB140(5) (2017): Decision concerning the Pandemic Influenza Preparedness Framework for the sharing of influenza viruses and access to vaccines and other benefits
The Executive Board, having considered the report of the 2016 Pandemic Influenza Preparedness (PIP) Framework Review Group;1 recalling section 6.14.5 of the Pandemic Influenza Preparedness (PIP) Framework, according to which the Director-General will propose to the Executive Board which proportion of partnership contributions should be used for inter-pandemic preparedness measures, and which proportion should be reserved for response activities in the event of a pandemic, based on the advice of the PIP Advisory Group; recalling also decision EB131(2) (2012), wherein it was decided that, over the next five years (2012−2016) approximately 70% of contributions should be used for pandemic preparedness measures and approximately 30% should be reserved for response activities, recognizing the need for and usefulness of flexibility in allocating funds; further recalling that in April 2016 the PIP Advisory Group recommended to the Director-General that all decisions relating to the implementation of partnership contributions be extended to 31 December 2017, including Executive Board decision EB131(2), and that the recommendation of the Advisory Group was therefore to extend also the proportional division between pandemic preparedness measures and response activities agreed through decision EB131(2); noting that the Director-General accepted this recommendation; noting also that the report of the 2016 PIP Framework Review Group will be submitted to the Seventieth World Health Assembly in May 2017 and that discussion on the report at the Health Assembly may be relevant to the development of the next proposal for the proportional division of funds between pandemic preparedness measures and response activities; having further considered documents EB140/15 and EB140/16 and the recommendations, in particular recommendation 36, of the 2016 Pandemic Influenza Preparedness (PIP) Framework Review Group contained in EB140/16, decided the following: 
(1) to extend until 28 February 2018 the application of decision EB131(2) (2012); 
(2) to request the Director-General to propose, in accordance with section 6.14.5 of the Pandemic Influenza Preparedness (PIP) Framework, a new proposal on which proportion of partnership contributions should be used for inter-pandemic preparedness measures, and which proportion should be reserved for response activities in the event of a pandemic, based on the advice of the PIP Advisory Group, for consideration by the Executive Board at its 142nd session in January 2018; 
(3) to request the Director-General to continue consultations with the secretariat of the Convention on Biological Diversity and other relevant international organizations, as appropriate, in the context of the existing international commitments, on access to pathogens and fair and equitable sharing of benefits, in the interest of public health, and to report thereon to the Seventieth World Health Assembly. 
(Tenth meeting, 27 January 2017)
6.14.5 of the Pandemic Influenza Preparedness (PIP) Framework: The Director-General will propose to the Executive Board which proportion of contributions should be used for inter-pandemic preparedness measures, and which proportion should be reserved for response activitiesin the event of a pandemic, based on the advice of the “Advisory Group”.


 Pandemic Influenza Preparedness (PIP) Framework Summary


Global health security has become an international priority over the past decade, with the recognition that infectious diseases know no borders in a world of shifting populations and vastly expanded international travel. While the 2003 severe acute respiratory syndrome (SARS) outbreak provided a wake-up call, the specific global risks posed by influenza were highlighted by the re-emergence of influenza A(H5N1) in 2003 and the influenza A(H1N1) pdm09 pandemic in 2009. Almost a century after the deadly 1918 influenza pandemic swept the world with devastating consequences, the Report of the Review Committee on the Functioning of the International Health Regulations (2005) (IHR (2005)) in relation to the 2009 A(H1N1) outbreak concluded that the world remained “ill-prepared” to respond to a severe influenza pandemic and that “tens of millions” of people would be at risk of dying.

After the influenza A(H5N1) outbreak in 2003, it became clear that an effective response to an influenza pandemic required closer international collaboration. Such collaboration not only needed to cover the sharing of information and of influenza viruses with human pandemic potential (IVPP), but also the distribution of the benefits that flow from such cooperation, including influenza vaccines and other medical products. Negotiations started on the creation of a new system and four years later, in 2011, an international instrument, the Pandemic Influenza Preparedness (PIP) Framework, was set up by 194 Member States. From the start, strong engagement with stakeholders – including Member States, industry and civil society – has been crucial to the implementation of the PIP Framework. Successful implementation of the PIP Framework remains as critical as ever given the continual emergence of new influenza viruses and the ever-present potential of a pandemic.

The PIP Framework aims to balance virus sharing with benefit sharing on an equal footing. Advances in vaccine, antiviral and diagnostic technology alone are not enough to protect a world against a pandemic. Whereas access to health services and products remains unequal around the world, the influenza virus is indiscriminate and all countries can be equally at risk. Consequently, it is vital that the influenza products produced through the rapid sharing of viruses are available to the most vulnerable populations in the time of a pandemic.

Viruses are shared through the Global Influenza Surveillance and Response System (GISRS) of 152 laboratories, including 143 National Influenza Centres (NICs) spread across 113 Member States, six WHO Collaborating Centres for Reference and Research on Influenza (WHO CCs), four WHO Essential Regulatory Laboratories (WHO ERLs), and 13 WHO H5 Reference Laboratories (WHO H5RLs). The Standard Material Transfer Agreement 1 (SMTA1), contained in Annex 1 to the PIP Framework, is a binding contract that establishes the conditions under which GISRS laboratories exchange PIP biological materials (PIP BM) among themselves.

The PIP Framework’s benefit sharing aspect occurs in two ways: SMTA2s and Partnership Contribution (PC). Non-GISRS entities, such as manufacturers or academic institutions, who receive physical virus samples sign an STMA2, a legally binding agreement to provide products such as vaccines, antivirals and diagnostics in the event of a pandemic. Influenza vaccine, pharmaceutical and diagnostic  manufacturers who use  GISRS also pay annual PC funds totalling US$ 28 million, which are used to bolster pandemic Preparedness and Response.
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In Georgia, transition from the old influenza surveillance system to the new one has begun in 2006, in the frame of CDC Cooperative Agreement, and with technical assistance of WHO, which was widely provided for NCDC staff. (e.g. WHO course for National Influenza Centres on Principles of PCR assays development and validation; WHO course for National Influenza Centres on Influenza virus bioinformatics; Genetic Analyses of Influenza Viruses; Quality implementation in influenza laboratory; Transport of Infectious Substances; Workshop on pandemic preparedness and etc.). Government of Georgia has been increasingly interested in this issue. Its involvement and support will be discussed further below.

Surveillance and laboratory capacities
· In 2006, influenza laboratory diagnostics has been established at the NCDC within the cooperative agreement, which was recognized by WHO as the National Influenza Center (NIC) in the next year;
· Quality assurance measures have been developed and implemented in the laboratory and at the surveillance sites. Equipment procured in the frame of CDC project contributed in enhanced influenza diagnostic capacity of NIC. Staff qualification was improved by means of international training in virus isolation, PCR detection, sequence and immunofluorescence techniques.
· NIC Georgia shares influenza specimens/isolates to WHO CCs under the Shipping Fund Project coordinated by the WHO Global Influenza Surveillance and Response System (GISRS)
·  First shipment before January 15 and the second by the end of the season
·   Shipment supported any time in case of detection HPAI or untypeable influenza A virus
· Georgia shares avian influenza specimens to Animal & Plant Health Agency, UK and Erasmus Medical Center, Netherlands in the frame of wild birds surveillance study
·  The NIC participates in the WHO external quality assurance proficiency testing, typically conducted twice per year. Influenza virus specimens/isolates are sent to the WHO Collaborating Center in London for inclusion of Georgia specimens in the vaccine strain selection process. In 2015, A/H3N2/Georgia/532/2015 was selected as reference strain for season 2015-2016 by WHO CC London.

· During last ten years, the national preparedness plan for influenza has been adopted within World Bank project. The plan was developed and reviewed by public health and representatives from other relevant sectors of the government. Portions of the plan have been tested through table top exercises. The preparedness plan was utilized during the 2009 H1N1 pandemic;

· The influenza sentinel surveillance system has been established throughout the country (4 sites for SARI, 1 site for ILI)

· In order to timely detection of potential high-pathogenic influenza viruses, three sites for virological surveillance were established at high risk areas close to neighboring countries with previously detected human avian influenza cases and on known bird migration routes, difficult to reach from the national level


· The ILI incidence and SARI admission rates are being routinely uploaded to NCDC’s web-site (Figure #1), which is available to public;

· Epidemiological and virological data are submitted to the ECDC’s European Surveillance System - TESSY on a regular basis;

· Influenza surveillance system has been enhanced by conducting number of annual rounds of surveillance system monitoring and trainings of epidemiologists and clinicians all around the country on influenza epidemiology, surveillance, early detection and notification. These efforts resulted in health care personnel raised knowledge and improved registration, notification and reporting.


Quality assessment and assurance

· The key stakeholders involved in influenza preparedness and response in Georgia participated in the review conducted by CDC experts in 2008, 2010 and 2012. For the review the National Inventory of Core Capabilities for Pandemic Influenza Preparedness and Response (called the M&E) tool developed by CDC was used. After the 2008 M&E review, the influenza project team chose to focus on 5 capabilities in an effort to improve scores in those areas. The five areas selected were: country planning, laboratory capability, routine influenza surveillance, national respiratory disease surveillance and reporting, and health sector pandemic preparedness. A comparison of the scores in those areas showed that the project team was able to work with relevant partners to strengthen capacity in these areas resulting in meaningful increases in each of the focus areas (Table 1);

·           Table 1. M&E Review results 2008/2012
	
	Country
Planning
	Laboratory
Capability
	Routine Influenza Surveillance
	Disease Surveillance and Reporting
	Health Sector Pandemic Response

	2008 Scores
	1.00
	1.50
	1.75
	2.00
	0.88

	2010 Scores
	2.88
	2.50
	3.00
	3.00
	3.00

	2012 Scores
	2.75
	2.00
	3.00
	3.00
	2.25



· In spite of progress made in influenza surveillance capacity building, a few measures and activities have been conducted in the area of seasonal influenza vaccination. Recommendations for seasonal influenza vaccination were developed by NCDC Georgia and included in Pandemic Preparedness Plan in 2009. Before 2013 seasonal influenza vaccine were available only commercially and since 2013 Georgia government made a decision to add influenza vaccination in National Immunization Schedule recommendations for particular risk groups based on WHO recommendations. Additionally, pre-determined number of seasonal influenza vaccines have been procured and offered free of charge to some of the risk groups.
· In order to provide recommendations on immunization policy, rules and practices, and consultative and technical support to the State and other interested institutions the National Technical Council of Immunization Experts (NTCIE) has been established in Georgia by recommendation of the World Health Organization. The National Technical Council of Immunization Experts technically functions as NITAG. The main authority for project implementation is L. Sakvarelidze National Center for Disease Control and Public Health, which is the State Entity of Public law under Ministry of Health, Labour and Social Affairs of Georgia responsible for disease surveillance in the country.
· Recent Key Achievements
· Governmental support
· In the beginning of implementation of the cooperative agreement, it was anticipated that eventually the Government of Georgia would take over and maintain the activities of the surveillance system and provide funding through state budget. At present, ILI sentinel site is run by governmental funding.  Importantly, the number of vaccines procured through state program keeps increasing -   since 2016 from 20 000 doses to 100 000 doses which are proposed to be purchased for season 2019-2020, which proves that surveillance and prevention of ILI/SARI is becoming a bigger priority for the country.
· Since 2014, in order to further increase the country’s capacity to detect respiratory pathogens, and strengthen preparedness and response capabilities, a new project “Respiratory Disease Surveillance” was introduced under CDC’s Global Disease Detection Cooperative agreement. It was built upon an already established ILI/SARI surveillance system, and it helped establish routine surveillance on other respiratory pathogens, including Respiratory Syncytial Virus, Human Adenovirus, Metapneumovirus, and Rhinovirus by implementing Multiplex PCR testing methods. The results of laboratory testing are also being uploaded to NCDC’s web-site on a weekly basis. One of the key findings of this project is that it shows the burden of not only influenza virus, but other respiratory viruses too (Figure #3). The Government of Georgia has shown interest in maintaining project’s activities. For this purpose, state funds have been used for procuring Multiplex PCR diagnostic kits (for 2018-2019 season, 15 kits have been purchased). 
· 20 influenza positive samples (4 – A/H3 and 16 – A/H1) were sent to London CC for further investigations in January 2019 (according to the WHO requested deadline) and second shipment is planned to be in the end of influenza season (end of May, 2019)

· Eleventh revision of the International Classification of Diseases 
ICD 11.
In 13-15 February, 2019, WHO European Region Office conducted “Preparations for ICD-11 trainings and workshops for implementation”. The workshop was attended by experts from the European Region Office - Mr. Robert Jakob and Nenad Kostanjesk.
The 11th edition of the ICD, which was presented at the meeting, is an electronic tool based on web technologies, this is considered as significant advantage of the new version of ICD classification.
The structure of ICD classification is changed: additional classes are added (for example - Traditional Medicine conditions or Supplementary section for functioning assessment, which gives possibility to determine the severity of illness and patient's disability level), several diseases were transferred to another classes (for example, “brain stroke and brain infarction” have been “transported” from cardiovascular diseases class to the class of neurological diseases; and “pneumonia” - from the class of the respiratory diseases to the class of infectious diseases). 
According to experts view, the ICD-11 is more close to the clinical classification, which reflects the wishes of practical doctors and gives possibility to choose more correct codes for clinical diagnoses and causes of death. 

Only countries from African continent, for which the ICD-11 is the first classification, successfully started the implementation of the classification. Almost all countries, used ICD-10 for a long time, mentioned, that the implementation of ICD-11 is very challengeable and consider, that it was not necessary to make such dramatic changes in the classification.

WHO’s position is unconditional, they push countries to start the process in nearest 3-5 years, this period is considered to be the transition period of the introduction of the ICD-11 and during this period the country should plan and conduct following activities required to the ICD-11 implementation:
· decision to implement ICD-11 in the country at the appropriate level;
· develop plan for  transition period;
· establishing a competent comprehensive multi-profile group of translators to translate terminus used   in ICD classification.

Challenges of ICD11 implementation for Georgia: 

Currently Georgia widely uses ICD-10 classification. It is base coding instrument for:

· Electronic Health Records (HER) implemented since January, 2019;
· Universal Health Care system reporting module;
· Hospital and ambulatory care reporting module;
· All statistical reporting forms;
· Population based Cancer Registry;
· Electronic Module for Pregnant and Newborn Health Surveillance", so-called "birth" registry 
· Birth and Death Registry (Civil Registration) 
· DRG system (In 2018 Georgia with the support of WHO began the process of preparation of implementation of the DRG system. Today this process is in the final stage. According to the advice of WHO experts, based on the analyses of the previous country situation, NORD-DRG System was recognized as the most convenient for Georgia. NORD-DRG System uses ICD-10 coding system for DRG Grouper!).

· Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030) 
Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030) early childhood development 

Georgian experience
MNH Status in Georgia: Georgia has achieved remarkable progress in reducing under–five and neonatal mortality rates to 10.2 and 6.1 per 1000 live births respectively by 2015 thus accomplishing the Millennium Development Goal #4 (MDG) set at the 2000 Millennium Summit: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate.
While significant progress has been made in reducing child/infant mortality rates, more efforts are needed to improve maternal mortality figures. Maternal Mortality Ratio in Georgia has fluctuated widely over the past decades. In 2015 it was 32.1 per 100 000 live birth, which is higher than average rate both for European region and the CIS. The rate decreased significantly to 13.1 per 100 000 live birth in 2017.
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National MNH Strategy: 2017-2030 with related short term Action Plan (2017-2019) is developed and approved by the government with the aim to provide long-term guidance and coherent plan of action for the improvement of maternal and new born health in Georgia. 
  
Georgia worked out maternal and New-born Health Strategy 2-17-2030. The objectives of the strategy are following:  
Objective1: Women will have full access to and will utilize evidence-based preconception, antenatal, obstetric, neonatal, and post-partum care that meet their needs.
Objective 2: The quality of maternal and neonatal health services will be improved and standardized along with full integration of these services. 
Objective 3: Awareness and knowledge in the general population about the healthy behaviours, the medical standards of high quality care and the rights of patients who use this will be substantially improved.
For Family Planning:
Objective 1: Family Planning services will be easily accessible for all who need them.
Objective 2: The quality of family planning services will meet international standards.
For SRH of Young People:
Objective 1: Young people will be sufficiently educated on SRH issues to preserve their own health and well-being.
Objective 2: Young people will have full access to SRH services that meet their needs.
The document provides strategic inputs that supports the development and execution of operating plans at the country level to accelerate the reduction of maternal and neonatal mortality in Georgia by strengthening and expanding policies and programs for the improvement of Maternal and Newborn Health (MNH) within the continuum of care. The strategy also gives direction and provides guidance for the fields of Family Planning and Adolescent SRH as very important determinants of MNH. 

Perinatal Care Regionalization - “gold” model of maternal and new born service organization
Aim: to improve the health outcomes and decrease maternal and infant morbidity and mortality through provision of risk-appropriate care. 

Principle: each mother and new born is delivered and cared for in a facility appropriate for his or her healthcare needs.

Process: all facilities providing maternal and new born care services are divided by levels of care according to their capacity.

The initiative of starting the perinatal care regionalization process from May 2015 is a significant step forward in strengthening the maternal and newborn health care system, which considers defining the levels of perinatal service providers and their role and responsibilities in order to provide the correct   timing of the correct patient to a correct medical institution and, if necessary, effective referral. Regionalization was be completed in 2017.


Birth Registry: In 2016, MoLHSA in alliance with NCDC launched the nationwide electronic registry “Mother’s and neonate’s health surveillance system”, so called “Georgian Birth Registry” (GBR). The system tracks information on all cases of pregnancy, delivery, postpartum, neonatal care and abortion.
The GBR provides an opportunity:
· to get comprehensive knowledge on a wide array of indicators, related to the maternal and newborn health, morbidity and mortality along with the quality of antenatal, obstetric and neonatal care
· to make evidence-based policy decisions.
The GBR also allows monitoring the regionalization of perinatal care services through providing data on selected maternal and neonatal health indicators.
The coverage of pregnancy and childbirth by GBR increased from 47% in 2016 to 99.5% in 2018.

Research:
Childhood Obesity Surveillance Initiative

Based on the WHO Childhood Obesity Surveillance Initiative (COSI) methodology, in 2017, the study on the prevalence of overweight and obesity among 7-year-old children was conducted. 3500 children from 242 schools around the country were participated in the study. The aims of the study was to measure trends in overweight and obesity in primary school children in order to have a correct understanding of the progress of the epidemic. Our findings indicates, that prevalence of overweight is 26 % and 38% among boys and girls, respectively.

Health Behavior in School-Aged Children (HBSC) Study in Georgia, 2018

[bookmark: _GoBack]The National Center for Disease Control and Public Health of Georgia (NCDC) in close collaboration with WHO European and WHO country office implemented the HBSC study in 123 schools of Georgia. The sample of the study included: 4242 respondents form 123 secondary schools, 123 clusters (study grades/groups). The self-filled questionnaire was applied as a method of data collection. The respondents of the HBSC study were asked about their health status. Pupils assessing their health status as excellent or good are respectively (40.3% and 42.8%). But share of boys among 13 and 15 year olds who thought that their health is excellent were twice more than girls. Share of those who negatively assess their health status is following: among 11-years old was 1.4%, 13-year olds was 0.8% and 15-year olds 1.7%.

· Emergency and trauma care 
Issues of emergency response are regulated by legal norms within National Policy Framework of Georgia, which defines mechanisms of coordination and the rights/duties of responsible agencies during emergency situations:

Law of Georgia “Civil Safety”
Law of Georgia “On Health Care”
Law of Georgia “On Public Health”
Law of Georgia “On State of Emergency”
Law of Georgia “On State of War”
International Health Regulations (IHR 2005)
Decree No.508 - "National Response Plan for Civil Security"
Health Care Sector Response Plan
"National Response Plan for Civil Security" defines in detail the roles and responsibilities of relevant governmental entities in preventing, mitigating and responding to emergency situations.
National Response Plan -function N6 - medical assistance
This plan is activated in the event that the involvement of national structures and their resources at national level is needed. Inscape of function #6 – “medical assistance” - Ministry of Health provides for the transition of the entire health system to working under an emergency protocol (national alert). It also insure procedures to be followed to increase the capacity, if needed, to supply hospital space, drugs, vaccines and medical supplies at local, regional or national levels. National Plan also contains provisions concerning response measures that will be taken in various regions in the event those regions become isolated as a result of an emergency. It mandates that health facilities, both public and private, develop emergency preparedness and response plans.
In order to deliver adequate medical services during emergencies several activities are conducting:
· Coordination of medical transportation between medical institutions;
· Management of Critical and Emergency conditions, local consulting, stabilization, medical transportation of complicated cases
· Coordination of patients hospitalization to the nearest appropriate clinic
· Escort of appropriately equipped medical team in case of emergency situations and special operations and provision of urgent medical assistance
· Designing and implementation of Emergency Response Plans;
· Training on emergency response;
· Planning and issuing medical supplies required for emergencies;
· Coordination of activities of medical institutions during emergency situations;
· Coordination of the delivery and distribution of humanitarian cargo;
· Coordination of medical activities in administrative-territorial units;
· Assessment of hospitals sustainability by means of tool -Hospital Safety Index – recommended by WHO
Between the World Health Organization (WHO) and LEPL "Emergency Situations Coordination and Urgent Assistance Center “according to the WHO’s project “Hospital Safety Index” – over the last 8 months, 40% of hospitals have been estimated. 25% of the evaluated clinics do not meet the standards set out in WHO methodology, 50% belongs to the average level and 25% - high level.
 The Hospital Safety Index represents a value expression of a health care facility’s ability to operate during emergencies, and to keep its operational capacity during disasters.
For primary, emergency medical assistance and medical transportation:
Throughout the country it is operated about 290 emergency brigades and 81 ambulances.  2640 personnel working in Medical Emergency Brigades (including 880 doctors/paramedics, 880 nurses, 880 drivers);
• The hotline (1499) of emergency situations coordination is working 24 hours a day;
• The map "GPS-navigation" is introduced;
• 239 multi-profile hospitals are functioning throughout the country
The Ministry is oriented with coordinated work and information exchange with the agencies as 112, Police, Tbilisi ambulance, Fire / Rescue Service and other relevant authorities
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