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1. [bookmark: _Toc63463434]Introduction

The aim of primary health care (PHC) services is to reduce the burden of disease among the population through identifying and addressing the priority health needs of that population and ensuring equitable and timely access to evidence-based preventive services. The Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs (MoIDPLSHA) is committed to improving the health of the population and increasing the efficiency of health service delivery in Georgia through strengthening the primary health care (PHC) system. To achieve this goal, the MoIDPLSHA is developing a concept for PHC system reform to improve access to and responsiveness of PHC services.  

Population and individual health needs are becoming increasingly complex and multidimensional in Georgia due to the growing burden of noncommunicable diseases (NCDs), leaving family doctors unable to adequately address patient needs within the existing system. NCDs are the leading cause of premature mortality in Georgia. According to the 2014 World Health Organization report, 94% of deaths in Georgia are caused by non-communicable diseases. Specifically, 69% of total deaths are due to cardiovascular diseases, 14% - oncological diseases, 1% - diabetes, 4% - chronic respiratory diseases and 6% - other non-communicable diseases. Despite improvements in public health and increased access to health care, non-communicable diseases remain a major socioeconomic challenge to Georgia's healthcare system.  
[bookmark: _GoBack]PHC plays a critical role in early detection and management of NCDs, reducing NCD-related complications, hospitalizations and premature mortality.  However, only a fraction of registered beneficiaries in Georgia (17- 23% by facility), use PHC services. In November 2019, the WHO reviewed the MoIDPLSHA plans for PHC reform and recommended revising the scope of PHC services to include more preventive, people centred PHC services, expanding the scope of practice of nurses, and redefining the role of specialists in the PHC setting. The review also found that the lack of performance monitoring and misaligned payment incentives undermine the overall potential of the PHC system. In early 2020, the MoIDPLSHA requested technical assistance from WHO in revising the PHC benefits package (BP) and payment model to increase access to evidence-based prevention and treatment services and support integration of key vertical programs to strengthen the PHC system. Meanwhile, the COVID-19 pandemic has highlighted the essential role of PHC and effective health systems in delivering timely and effective healthcare, while simultaneously changing the landscape of health care delivery.

The aim of this document is to present the Phased Implementation Strategy (PHC Roadmap) for the proposed revisions to the PHC benefits package and payment model. The model considers the priority health needs of the population and aims to strengthen existing PHC services while integrating additional key services identified by MoIDPHLSA in phases. In the long-term, the strategy envisions gradual transition towards networks of multidisciplinary PHC teams accountable for empanelled populations’ health outcomes applied universally to urban and rural practices. Implementing this strategy will require transformation of existing PHC governance, financing, service delivery (workforce and infrastructure) and accountability mechanisms.

2. Vision

The Georgian Government recognizes the need and the right of Georgian citizens to integrated, quality, individual and population-level multidisciplinary primary health care accessible to all, including the most vulnerable, and accountable to an empowered public. (WHO position, Astana)

The services provided by PHC must be of the highest quality in terms of being effective (both clinically and in terms of cost), timely, efficient, safe (for both patients and staff) and equitable. Citizens must have trust in PHC personnel delivering the best evidence-based treatment. Universal Health Care and the health-related SDGs can only be achieved and sustained with a stronger emphasis on PHC.

This plan aims to support the vision of developing high-quality, evidence-based, person-centred PHC services capable of managing up to 80% of an individual’s health needs throughout their lifetime including prevention, treatment, and management of long-term conditions. Such PHC services should be accessible equally to urban and rural populations alike, therefore differences in the design and scope of PHC services should be phased out, while still considering the need for aligning services to the needs of the target population. This plan also aims to build confidence in PHC and address the growing role of specialized health services that has resulted in high costs and decreasing utilization of core PHC services over the last decade.

3. [bookmark: _Toc63463436]Key priorities of the revised PHC delivery model

A key priority in the redesign of the PHC service model is developing a more attractive, responsive PHC system tailored to the needs and expectations of the population. Shifting away from a heavy reliance on costly specialist and inpatient services to greater utilization of integrated PHC services is no easy task. It requires new approaches in PHC service delivery, and alignment of health system enablers that support the PHC provider as the first point of contact and coordinator of care. A new costing and payment model has also been developed in alignment with the revised PHC service packages (see chapter 8). One of the underlying principles included in the costing and payment model is a motivational, results-based payment component for the priority services and conditions (ECD and key NCDs).

The development of a new PHC model is a significant endeavour. To achieve this, a new stepwise approach is needed to enable transition from a disease-centred approach to one that is more holistic, patient- and people-centred. Planning is essential to guide the process, to mitigate the implementation risks, to assure coalition-building, to reduce misalignments, and to support a more efficient use of resources. The development of an implementation plan which outlines strategies to address critical bottlenecks and leverage opportunities is fundamental to a successful process.

The commitment and engagement of PHC professionals is critical to transforming and improving the quality of health service delivery and family doctors should play a leading role in deciding which specialist services are needed beyond what is included in the basic PHC benefits package. This requires effective communication and establishment of a non-punitive environment and incentives to adjust clinical practices and engage in quality improvement through adopting internal quality improvement mechanisms and tools at practice level. It also demands both skills-based training as well as training in multidisciplinary teamwork to increase understanding of one another’s roles and increase collaborative practices. 

To achieve these objectives steps are needed to increase accountability of providers and adherence to evidence-based clinical guidelines. It is also necessary to shift to performance-based outcomes, to strengthen the role of the PHC as the first point of contact, to separate specialist services from the PHC package, and to move toward networks of multidisciplinary PHC teams. 

The following stepwise approach aligned with the health system enablers is recommended to support the sustainable transformation of health service delivery and introduction of the full package for population health management.  In the short term, improved performance should target the main gaps in PHC performance and priority chronic conditions, to ensure visible results, such as reduced burden of complications and avoidable hospitalizations. This process must be supported by capacity building, resource provision, community engagement and alignment with other health system enablers to ensure sustainable transformation. Communication and community engagement through focus groups with target populations are key to understanding current perception and expectations of PHC and informing communication and awareness strategies regarding changes to PHC delivery.


4. [bookmark: _Toc63463437]Phased Implementation Strategy and Rationale

The proposed five-year PHC transformation strategy follows a phased implementation approach to account for and gradually address the impact of existing fiscal and capacity constraints of COVID-19 on the country’s economy and health system. Given the current budget constraints and health needs of the population, specific health services were identified for integration into PHC in phases beginning with early adopters. Up to 75 urban and 125 rural PHC providers from across the country as well as the 105 PHC providers participating in the Adjara ECD Pilot will be selected to be early adopters based on criteria determined by MoIDPLHSA. This strategy also allows for monitoring, evaluation and continuous adjustment among a limited number of providers to inform nationwide implementation. A detailed roadmap outlining the implementation plan and suggested activities is included in Chapter 10.

While providing an overview of the 5-year plan, this document focuses on those activities and actions required in the short term (2021-2022) to improve PHC performance outcomes, strengthen essential services and integrate select priority services into PHC.

Figure 1. PHC Services
	Essential PHC Services
	

	· Population health management and preventive services for adults 
· Preventive services for children and adolescents 
· Common acute health problems and urgent care
· Elderly care 
· Cancer and palliative care 
· HIV/HCV/TB screenings and HIV/TB referral services

	Package A
	Package B

	· Early Child (0-5) Development (ECD)
· Type 2 Diabetes Care
· Hypertension and CVD
· Mental Health
	· Asthma and COPD
· Management of outpatient TB/HCV 
· Women’s health and antenatal care



Figure 2. Phased Strategy
	Time
	Phase

	Short-term (2021-2022)
	Phase 1A: Increase financing and strengthen Package A among early adopters 

	Medium-term (2023-2025)
	Adopt universal payment model covering basic costs for all providers offering the essential PHC package (rural and urban)
Phase 1B: Increase financing and strengthen Package B among early adopters
Phase 2A: Expand Package A to all PHC providers nationwide

	Long-term (2025-)
	Phase 2B: Increase financing for the expansion of Package B nationwide



(Note: Phase 1 refers to the activities of early adopters while Phase 2 refers to nationwide activities)

5. [bookmark: _Toc63463438]Digital health technologies for PHC strengthening

A shift to digital platforms and telemedicine solutions for PHC was prioritised by MoIDPLHS before the COVID-19 pandemic; however, transition was accelerated due to the situation. During the 2018-2019 flu season remote (telephone) clinical consultations were introduced via “fever clinics” for case evaluation, triage and management by specially trained family doctors and nurses in Tbilisi.  This remote tele model was successfully replicated in 2020 and used for the triage and remote management of COVID-19 cases throughout the country. In 2020, MoIDPLHSA developed the concept paper on Telemedicine in Health Care, as part of the strategic vision for health care sector development, which involves the support of the online interface for both patients and communities, as well as within the health sector (vertical, within the PHC system connecting rural physicians with urban family medicine centres and horizontal, all PHC professionals with hospital-based specialists).

Digital solutions are crucial to both the management and delivery of services under the phased PHC Roadmap including expansion of remote services and introduction of the empanelment process (i.e. open enrolment registration, a system to maintain and update the individual enrolment database after each enrolment registration period etc.), data exchange between PHC provider and the organization responsible for population empanelment, performance monitoring and payment. PHC providers should have to the ability to electronically report on patients in the target group as well as follow-up on patients not receiving care according to guidelines. Depending on data availability, the platform should also support monitoring of health outcomes and the analysis of data for (performance based) financing. 

The implementation of remote services proposed by the new PHC model, requires all households have access to a phone, and ideally, internet to ensure that they can be reached by PHC professionals for consultations by phone or more importantly, by video. This requires the end user have appropriate digital and measurement equipment (see list in Annex).  In addition, users require guidance or training in the use of digital health solutions, and email and messaging platforms must meet all relevant standards for interoperability and privacy when exchanging patient data. While there is a range of different digital tools and ways in which they can be implemented, key principles apply across all: delivery of health services through digital health technologies, taking into account accessibility, liability, safety and privacy.

6. [bookmark: _Toc63463439]Governance and Legislative Frameworks 

Strong leadership and health systems governance are key to the impactful implementation and sustainability of the proposed reforms. While it may add a layer of complexity, there is a growing acknowledgement of the benefits of multisectoral governance and collaborative leadership. Sustained political commitment can be enhanced through engaging committed stakeholders, including professional associations, providers, patient organizations, and public administration. Establishment of a multidisciplinary PHC Transition Taskforce can contribute to coalition building and help ensure the necessary strategic policy framework exists along with the necessary oversight, regulations and accountability. Other requirements for building strong governance include development of a PHC facilities investment plan, strengthening of licensing requirements and selective contracting, and management and purchasing capacity and information systems. A well-functioning health information system (HIS) is essential to support the production, analysis, dissemination and use of reliable and timely information on health determinants, health system performance and health status. 

Strengthening of the policy and legislative frameworks is essential to increasing the PHC’s function as the first point of contact and gatekeeper, integrating vertical programs and facilitating coordination; establishing accountability, appropriate health information systems and empanelment procedures. In the short-term, this requires revision of the organization and legal frameworks of rural providers, mandated referrals and revised standards for ECD and NCDs including incorporation of remote services. 

In parallel, it is necessary to continue to address access to quality medicines. This includes assessing the level of access to quality medicines and health products included in the PHC basket of services, passage of the Law on Medicinal Products, introduction of price regulation for medicines and changes to the outpatient medicine benefits program, regular update of prescription guidelines and monitoring as well as mandatory disclosure by healthcare professionals receiving any benefits from industry.

7. [bookmark: _Toc63463440]Health Workforce

In conjunction with the implementation of the proposed PHC Roadmap, it is necessary to assess the existing healthcare workforce and develop a comprehensive, long-range health workforce strategy. In the short-term, this should begin with assessment at the PHC level (e.g., competencies, training needs and existing opportunities, skill-mix balance, retention, attractiveness, geographical distribution, accreditation, etc.). Assessment should consider both clinical and managerial aspects of PHC delivery including review of required competencies and alignment with the new PHC model to ensure sustainability. Training interventions, including mandatory continuing medical education should be updated and aligned with the revised protocols and competencies. Achieving the objectives outlined in the PHC Roadmap will also require the increased role, autonomy and competences of the family nurse (at least 1 nurse per doctor). Finally, performance measures and accountability mechanisms should be established for all PHC providers. 

8. [bookmark: _Toc63463441]Refined PHC costing and payment model

Implementation of the PHC Roadmap requires additional budgetary allocations aligned with quality and measurable outcomes. Based on a detailed provider analysis, the WHO team has proposed a new costing and payment model for the reformed PHC service packages which includes a motivational, results-based payment component for the priority services and conditions (ECD and key NCDs). The revised payment model is intended to be applied to rural and urban providers offering the basic benefits package and supports equal access to quality services regardless of the setting. The transition toward larger network or group practices in urban settings aim to increase efficiency and improve quality and sustainability. However, in rural settings individual providers may continue practice to ensure access to services. This also justifies a difference in payment systems for rural and urban setting. 

The aim was to identify the resources needed at the PHC level to deliver a unified package of PHC service to the entire population without co-payments. The model is based on defining all necessary basic costs required for the provision of the essential services in the PHC benefits package as well as payment rates for different providers. As an incentive to reduce high rates of referral and provide services at the PHC level for specific priority diseases and populations, motivational add-on payments are proposed for hypertension, cardiovascular disease (CVD), and type 2 diabetes patients and children (ECD services). A significant portion of the add-on shall depend on the quality of services rendered (for example, adherence to the new ECD protocol) and eventually on meeting health outcome targets. Linking this payment to demonstrated and verifiable quality outcomes is critical to the successful implementation of the new PHC service model. The payment design and costing model has been tailored to fit the Georgian PHC model and can be adjusted to account for policy changes. 

In the following subchapters, budget impact prognosis is presented for phase 1A including costs related to priority services provided by early adopters in the short term and upfront investments that may be needed to implement revised service delivery packages. Implementation of the phase 1A builds on the current universal healthcare and capitation model. This means that in addition to current payment system, the early adopters are entitled to an add on capitation payment. This payment includes a defined list of services according to national guidelines, but it does not compensate for extra procedures or visits that may be necessary. Ideally, these costs should be covered through basic capitation.  A new universal payment model is proposed for implementation in the medium-term (2023-2025) covering the basic costs of all providers offering the essential PHC package in rural and urban settings.



I. [bookmark: _Toc63463442]Budget impact for Phase 1A

The following table summarizes the cost of early adopters delivering Package A from 1 September 2021. Early adopters account for one quarter of all family physician and nurse teams and include about 30% of children and NCD patients in their catchment area or patient list.
	Total Number
	From 1 September 2021
	Annual implementation cost after
I January 2023

	Urban providers
	75
	

	Rural providers
	125
	

	FP/FN teams engaged in Adjara pilot on ECD
	105
	

	FP and nurse teams
	605
	2,604

	Children 
	80,413
	273,200

	Patients
	471,531
	1,602,000



National guidelines were used to calculate the add-on payments for NCDs and ECD services. These costs are based on the patient and do not depend on whether the provider has a solo or group practice or is in a rural or urban setting. The per capita costs were defined by dividing the cost of delivering the defined services to the target population by the total population in need. Based on the per capita costs for each condition and prevalence in the country, a weighted average capitation amount was calculated for all three NCD conditions (hypertension, CVD and type II diabetes). The per capita payments are included in the following table.

Guidelines define the need for laboratory tests and services provided by the FD and FN or other specialist for target population groups. Treatment assumptions are taken from the national guidelines to assure relevance to the Georgian context. However, the choice and frequency of key interventions is open for discussion. The costing model can be easily adjusted by adding/modifying interventions, target groups, or cost objects.

	 
	From 1 September 2021
	From 1 January 2022
	Annual cost of universal implementation after 
1 January 2023
	Total cost from 2021 to 2023

	Number of Children 
	80,413
	80,413
	273,200
	29%

	Per child capitation (monthly) GEL
	2.38
	
	
	

	Coverage
	70%
	70%
	95%
	

	Total annual budget ECD, GEL
	535,483
	1,606,450
	7,407,047
	9,548,981

	Number of NCD patients
	471,531
	471,531
	1,602,000
	29%

	Per patient capitation (monthly), GEL
	4.79
	
	
	

	Coverage
	50%
	50%
	70%
	

	Total annual budget NCD, GEL
	4,519,497
	13,558,492
	64,489,881
	82,567,870



If early adopters provide services to 70% of the ECD target population in 2021, the potential budget impact would be over 500 thousand GEL. If early adopters provide services to 50% of the target population included in the NCD package, the budget impact would be over 4.5 million GEL. To cover these services for a full year, the costs would rise to 1.6 million and 13.6 million GEL respectively. Adjusting for wider coverage of 95% and 70%, the budget impact for ECD services would be 7.4 million and for NCD services 64.5 million. The calculations do not take into account possible increase in service prices. 

Access to medicines is a prerequisite for successful NCD management; however, the capitation payment does not include costs for medicines. At this time, NCD medications are only covered for certain vulnerable populations. In 2021, a medication allowance is budgeted to cover about 180 thousand people (200 GEL for CVD and hypertension management and 40 GEL for type II diabetes). As a result, access to medicines may be limited due to high copayments. We recommend a stepwise process to achieve coverage of the entire target group. Provision of NCD medications to 5% of beneficiaries starting from 2021 would have an approximate budget impact of 900 thousand GEL. Ensuring access to the full target group would have a budget impact of about 200 million GEL. Nevertheless, it may be possible to decrease the costs with changes in the medications price regulation and reference pricing. Therefore, amendments to regulations on access to medicines is essential to improving chronic care management.

A list of upfront investments for equipment, training and change management needed to facilitate successful implementation has been defined by the MoIDPLHSA and the technical team. In addition to equipment for PHC facilities, some additional equipment will be procured for lending to families in rural areas as needed. A list of required equipment is in the Annex. The estimated cost for equipment procurement is 2.5 million GEL. (800 thousand in 2021; 750 thousand GEL in 2022; and 950 thousand GEL in 2023) (see Annex 1).
Upfront investment is also needed for training PHC personnel in delivery of ECD and NCD services, care coordination, referrals/counter-referrals and digital health in accordance with the new protocols. The calculations include training costs for PHC personnel, PHC managers, social workers, local government social services and child services unit representatives in effective management, financing (RBF) and M&E. Implementation must be supported by ongoing supervision and monitoring and mid-term evaluation of early adopters. Supervisors need to be employed to ensure continuous mentorship in the program. One coach is trained to support provider for ECD and NCD service delivery. One supervisor may supervise a maximum of 25 PHC teams. In addition, some travelling costs may be needed to compensated travel to training sessions. Estimated training costs for 3 years is 2 million GEL (700 thousand in 2021, 1.1 million in 2022 and 200 thousand GEL in 2024). Detailed upfront costs are described in Annex 1.
To motivate providers to change their service delivery, it is suggested to add a motivational payment to early adopters willing to implement the new service delivery model. In 2021 and 2022 these costs would be about 1.2 million GEL in each year.
In total, the upfront investments may be up to 6.9 million GEL in the 3-year period (2.7 million in 2021, 3 million in 2022 and 1.2 million in 2023).

II. [bookmark: _Toc63463443]Budget Impact for Phase 2A

The Roadmap foresees adoption during the medium term (2023-2025) of a universal payment model covering the basic costs for all providers offering the essential PHC package in rural and urban settings and expansion of Package A to all PHC providers nationwide. WHO has conducted a detailed costing exercise to develop a renewed costing and payment model. This exercise allows to forecast the possible budget impact of covering all essential costs and laboratory tests at the PHC level as well as provision of priority services would be 233 million GEL annually (see the following figure). This does not, however account for increase in costs (salaries, equipment etc) by 2023.



The budget prognosis indicates that an almost three-fold increase over current budget allocations for family doctors under the UHC program and rural doctors program. Discussions with stakeholders including the Ministry of Finance are needed in the immediate term to determine how to facilitate the increase.

9. [bookmark: _Toc63463444]Package A services

The following priority services were identified for integration into PHC under Package A. This includes introduction of education and counseling services for improved patient self-management, increased remote services and implementation of new patient pathways. 
I. [bookmark: _Toc63463445]Early Child Development

The proposed option for the package of ECD services includes the same number of total doctor visits for children aged 0 to 5 years, however, less on-site facility visits than mandated by the existing national protocols. The proposed option stipulates only four mandatory face-to-face PHC doctor visits for a healthy infant, with a first visits remaining a mandatory home visit within the first two weeks of birth. The second doctor’s visit to occur on-site in the period from 1 to 3 months of a child’s age, the third on-site visit from 4 to 6 months of age and fourth visit on-site at 9 to 12 months of age. Four additional remote doctor visits are mandated at specified periods. A total of 11 nurse visits are more optimally redistributed over time and should be performed at a doctor’s direction (see Table 2). More frequent visits (home, on-site and remote) should be performed for at-risk children, according to the individual plan as currently defined in the national guidelines and protocols using the expanded multidisciplinary teams with other health professionals, or other childcare professionals, including social workers as needed.  

The proposed ECD services package was presented and endorsed at a workshop with participation of the MoIDPLHSA leadership in September 2020 and MoIDPLHSA, as a key national stakeholder expressed its readiness to engage in the proposed ECD service development as a possible entry point to the broader PHC reform. The approval process for a new national guideline and protocol for an integrated ECD (referred further as ECD service package) based on the proposed option was finalized in December 2020. 

II. [bookmark: _Toc63463446]Type II Diabetes

Diabetes mellitus has also been designated a   priority health condition to be addressed via more comprehensive, people-centred, and outcomes-oriented PHC services.   At the end of 2016, 112,829 patients with diabetes were registered in Georgia, a slight increase compared to 2015 (109,120 patients), including 20,740 new diagnoses.  According to a population-based study, 63% of respondents have never measured their blood sugar levels. Only 5% of respondents (5.7% female and 4.6% male) indicated that they have high blood sugar or have been diagnosed with diabetes. Nearly 60% of respondents with high blood sugar, or those diagnosed with diabetes, are on medication regardless of the gender.   To improve 

All people living with diabetes should be empowered to manage their own care, and services should be easy to access, responsive and flexible. Diabetes care is provided by multidisciplinary teams of healthcare professionals led by a medical doctor – a rural doctor or a family doctor – that coordinates care. Likewise, if diabetes is not controlled or complication arise, the patient needs to be referred to a more complex level of care. The proposed pathway (Figure 1) is based on the role of rural and family doctors in managing diabetes patients and creating the conditions to allow access to ancillary exams, medicines and specialist referrals. It also considers the need to strengthen the endocrinologist’s capacity to manage diabetes by giving them access to ancillary exams and medicines. 

PHC services include identification of individuals at risk for diabetes, early detection, diagnosis and treatment, palliative care and rehabilitation, as necessary, and timely referral to specialized ambulatory or hospital care if needed. Ongoing management of patients includes assessment and identification of behavior risk factors and counseling on lifestyle changes and coping strategies, brief interventions (tobacco use, diet, physical activity and alcohol use)  monitoring and follow up with diagnostic testing (BP measurement, fasting glucose, HbA1c Test, dyslipidemia screening, weight measurement, BMI and foot examination) and assessment of patient understanding of and adherence to long-term treatment plan.

The pathway envisions three levels of care. At the first level, rural and family doctors assume the coordination role on diabetes care: 1) patient education for the general population; 2) risk stratification; 3) pre-diabetes care; 4) diabetes care and routine exams/referrals; 5) Complex patient referral. District endocrinologists are supported by a diabetes team that received referred patients. At this level, polyclinics services should be able to provide diabetic antenatal service, foot service, eye examination (ophthalmologist) and cardiologist. Diabetes centers are reserved for extremely complex patients.

[image: ]
Figure 1. The proposed diabetes patient pathway

However, incentives need to be carefully designed including the need to consider mandatory patient registries that is a crucial to support chronic patients’ management by PHC and to introduce provider performance monitoring. Moreover, there is a need to define nationally the criteria for selecting providers (including, inpatient and outpatient services) that are in position to provide complex diabetes care.  


III. [bookmark: _Toc63463447]Cardiovascular diseases/hypertension

Arterial hypertension is one of the few diagnoses managed effectively at the PHC level, through early detection, education and patient engagement in self-monitoring, lifestyle modifications and access to affordable long-term medication. Efficient management of hypertension at the PHC level can reduce avoidable hospitalizations, cardiovascular events, and premature mortality from cardiovascular diseases.    For these reasons, hypertension was designated a priority condition to be targeted by PHC services. In the short term, PHC providers should expand the range of services for prevention and management of hypertension through more comprehensive and outcome-oriented services.  
PHC provides continuous, coordinated care for patients with a range of cardiovascular diseases (hypertension, coronary heart disease, including angina pectoris, heart failure, arrythmias, hyperlipidemia, acquired and congenital valvular heart disease) and co-morbidities, ensuring all population groups have access to timely diagnostic, treatment, prevention and education service as well as and engagement in self-management, and referral in accordance with evidence-based clinical protocols and guidelines (CPG). It also includes monitoring for patients with hypertension (BP measurement, dyslipidemia screening, ECG, fasting glucose test, BMI and waist circumference, nephropathy screening), and ischemic heart disease, heart failure, cerebrovascular disease and behavioral risk assessment and healthy lifestyle counseling, brief interventions and supporting patients in making behavioral chances to reduce the risk of heart attack, stroke and other conditions. Counselling for patients with cardiovascular diseases is advised to improve coping strategies, active self-care (including better support from family members), and treatment compliance. These new services would be provided by family nurses trained in patient counselling.  In the short term these services will be limited to hypertension. 


IV. [bookmark: _Toc63463448]Mental health
   
Integrating mental health services into PHC is one of WHO's most fundamental health care recommendations. PHC plays an important role in early detection and management of mental health conditions which constitute a significant burden in terms of mortality, morbidity and disability, economic costs, and are associated with violations of human rights. International evidence reveals advantages of integrating mental health services into primary healthcare, such as improved access to health care, early detection of mental health problems, reduced stigma for people with mental disorders and their families, better addressed comorbidities, reduced chronicity and improved social integration, both for the people with mental disorders and his/her household. It also ensures better human right protection and better health outcomes for people treated in PHC.  
The short-term aim of mental health services in PHC is early and better identification of the most common mental health conditions, ensure timely and appropriate referrals to specialist, hospital, psychological rehabilitation, community and /or social services and provide continuous management of It also includes counseling for patients and their family members on preventive measures to avoid/and or better manage mental health problems and managing patients with stable chronic mental disorders in collaboration with psychologists and psychiatrists when needed. Treatment of common mental health problems at the PHC level including knowing the basic pharmacology of often use of psychotropic drugs and the indications for referral of the patient to the psychiatrist for consultation and provision of emergency care in case of mental health problems 

10. [bookmark: _Toc63463449] 	Detailed Roadmap

There are specific prerequisites and enablers for the implementation of the proposed Roadmap. Before implementation of Phase 1A, it is essential to develop new national guidelines, systems and criteria to define patients in the catchment area and technical arrangements for the add on payment instalment. It is also necessary to define budgetary space, legislative changes and contracting process, determine early adopters and necessary upfront investments (equipment, IT-solutions, training).

The following Roadmap for Phased Implementation of PHC Reform in Georgia is presented:
	
	Action
	Timeframe
	Lead (TBD)

	1
	Present revised PHC PB and Roadmap to PHC Board
	February
	

	2
	Adopt new ECD and NCD national guidelines and protocols
	
	

	3
	Confirm Taskforce/working group (ToR, accountability framework)
	February
	

	4
	Agree on criteria for selection of Early Adopters
	February
	

	5
	Present finalized costing and budgeting for implementation of the new PHC model including required upfront investment in infrastructure, equipment and capacity building
	February
	

	6
	Define roles/responsibilities with EA (SOP)
	May-June
	

	7
	Complete selection of Early Adopters – PHC providers who will implement the new PHC model with priority service packages (Package A: ECD, Diabetes, Hypertension, CVD management)
	15 April
	

	8
	Map PHC training resources, assess, revise (as needed)
	April
	

	9
	Assess training needs of Early Adapters (digital health/technology, change management, protocols)
	April-May
	

	10
	Community Focus Groups (identify perception/understanding of PHC, barriers, expectations, preferences, needs)
	May-June
	

	11
	Policy Roundtable Urban PHC (Key Stakeholders/Policy makers, local government and providers)
	May
	

	12
	Policy Roundtable Rural PHC (Key Stakeholders/Policy makers, local government and providers)
	May
	

	13
	Review/Revise nursing competencies and develop strategy for increasing role of nurses in PHC
	May-August
	

	14
	Approve new contracting, payment, reporting and verification mechanisms for Early Adopters, including the motivational payment component for key priority areas: ECD, hypertension, CVD, type 2 diabetes 
	1 June
	

	15
	Establish criteria to define patients in catchment area
	June
	

	16
	Approve revised legal and regulatory base – new national guidelines and protocols, changes to the state health programs, including changes to financing mechanism for the priority services packages and empanelment procedures for the target populations for early adopters 
	1 June
	

	17
	Policy Roundtable II (Early Adopters/PHC managers and providers)
	June 
	

	18
	Procure and supply equipment to Early Adopters for office and home-based service provision under the new PHC model
	1 June – 1 August
	

	19
	Develop and implement community engagement (link to public health) strategy/communications/public awareness campaign 
	1 May - ongoing
	

	20
	Electronic Health Information System: Unified Management Information System (E-MIS): testing of e-module for patient flow, e-referral, telemedicine for PHC
	1 June – 1 September
	

	21
	Register and empanel target populations (families with children under 6 years of age, patients with diabetes, hypertension and CVD) by the early adopters
	1 June – 1 August
	

	22
	Establish mechanisms to ensure access to necessary diagnostics for all Early Adopters  
	1 May
	

	23
	Develop monitoring and evaluation framework, tools and mechanisms, including a digital platform for care coordination, monitoring and continuous improvement of ECD services and outcomes evaluation to be used also for RB
	1 April - 1 July 
	

	24
	Train up to 60 Master trainers and 600 teams of FP and FN of the Early Adopters in the priority services (Package A)
	1 April – 1 July
	

	25
	Set up a mentoring system and train PHC workforce (managers, doctors and nurses) of early adopters in delivery of ECD services and childcare coordination, referrals/counter-referrals following the new/revised training module and utilization of coordination, monitoring and evaluation platform and tools 
	1 July – 1 Sept 
	

	26
	Contract early adopters for Phase 1a of new PHC model 
	1 July-1 Aug 2021
	

	27
	Initiate service provision by Early Adopters with ongoing supportive supervision and monitoring of Package A services
	Sept 2021
	

	28
	PHC Implementation Roundtable I (PHC Lessons Learned from Early Adopters)
	November 2021
	

	29
	PHC Implementation Roundtable II (PHC Lessons Learned from Early Adopters)
	February 2022
	

	30
	Perform mid-term assessment of Package A implementation in Early Adopters to provide recommendations/refinements for national scale up
	July-Sept 2022
	

	31
	Train remaining PHC national workforce (managers, doctors, nurses) to deliver Package A services with the new/revised training module using the tools and coordination, monitoring and evaluation platform for Package A services
	Jan-Dec 2022
	

	32
	Procure equipment (as required) for Phase 2 PHC facilities (not early adopters) implementing Package A under new PHC model 
	December 2022
	

	33
	Initiate Phase 2a of new PHC model of priority ECD and NCD (Package A) services nationwide
	Jan 2023
	

	34
	Implement Phase 1b for Early Adopters (Package B)
	March 2023
	







Annex 

Table 1. Upfront investments

	Description 
	Description(units) 
	Quantity 
	Unit cost GEL 
	Total 
 GEL 
	2021 
 GEL 
	2022 
 GEL 
	2023 
 GEL 

	Procure stadiometers and pediatric scales (stationary and portable) for PHC facilities implementing new model of ECD services. 
	per kit (scale and tape) 
	5208 
	50 
	257,796 
	59,895 
	  
	197,901 

	Procure and supply marginalized families with video-enabled smartphones for remote video consultations with ECD and other childcare services providers. 
	per phone  
	9000 
	250 
	2,250,000 
	750,000 
	750,000 
	750,000 

	Train PHC personnel in new guidelines and protocols for ECD and NCD services and delivery of services, care coordination, referrals/counter-referrals. 
	per training session 
	200 
	3,300 
	660,000 
	165,000 
	495 000 
	  

	Train PHC personnel, managers, social workers, local government social services and child services unit representatives in effective management (coordination, referral and counter-referral for essential ECD services), financing (RBF) and M&E. 
	per training session 
	60 
	3,300 
	198,000 
	198,000 
	  
	  

	Support supervision. monitoring, mid-term evaluation and final evaluation of national implementation. 
	per SS visit 
	1,200 
	330 
	396,000 
	99,000 
	148,500 
	148,500 

	Coaches/Master Trainers/ Supervisors (25 pers X 24 mo.) 
	Per person 
	25 
	24,000 
	600,000 
	180,000 
	420 000 
	  

	Travel  
	Month 
	16 
	9,900 
	158,400 
	59,400 
	59 400 
	59,400 

	Change management (lump sum) 
	Per provider 
	605 
	2,000 
	2,420,000 
	1,210,000 
	1,210,000 
	- 

	Total 
	  
	  
	  
	6,940,196 
	2,721,295 
	3,082,900 
	1,155,801 

	Equipment 
	  
	  
	  
	2,507,796 
	809,895 
	750,000 
	947,901 

	Training 
	  
	  
	  
	2,012,400 
	701,400 
	1,122,900 
	207,900 

	Change management 
	  
	  
	  
	2,420,000 
	1,210,000 
	1,210,000 
	-




Table 2. Main child health and development interventions for children 0-5 
	Services 
	National standard  
	Frequency 

	Anamnesis collection and Growth assessment using WHO growth charts 
	Child's length/weight/height measured during last year 
	At least 8x per year until 12 months, twice from 1 to 2 years and then once per year

	Hearing screening 
	Hearing screening conducted at 3 months 
	2x per year until 12 months, once in first year

	Vision screening
	Vision screening conducted at each surveillance visit 
	2x per year until 12 months, then once per year

	Hip displacement screening
	Screening for hip displacement problems conducted at each surveillance visit 
	4x per year until 12 months  

	 Developmental and behavioural screening 
	Child development assessed according to recommended criteria 
	2 weeks, 1, 2, 3, 4, 6, 12, 2 years, then once a year  

	DPT vaccine coverage
	Number of children aged 12 months given three shots of DPT vaccine 
	2,3,4 months 

	MMR vaccine coverage
	Number of children aged 5-6 years months given recommended dose of combined vaccine 
	1 year, 5 years 

	Breast -feeding education and monitoring 
	Breast feeding recommended and monitored during check-up visits 
	At least 4x in first year 

	Hygiene assessment
	Hygiene and sanitary conditions assessed, and parental counselling provided 
	During first home visit and then periodically by nurse  

	Socio-economic assessment 
	Socio-economic conditions assessed and parental counselling provided 
	At the first home visit and then periodically by nurse 

	Home safety assessment 
	 Safety assessed and parental counselling provided 
	At the first home visit and then periodically by nurse 

	 Autism screening 
	Screen at least once for ASD during regular well-child visits from  18 to  months  
Additional screening as needed for high risk children (e.g., having a sister, brother or other family member with an ASD) or if behaviours associated with ASD are present 
	At 18 months

	 Nutrition counselling 
	Nutrition assessed and counselling provided.  Assess risk factors for vitamin D deficiency:           
· Anticonvulsant medication therapy 
· Chronic diseases associated with fat malabsorption 
· Darker skin pigmentation 
· Exclusive breastfeeding without vitamin D supplementation 
· Insufficient sunlight exposure 
· Low maternal vitamin D levels (risk factor for infants)  
	During all follow-up visits





Table 3. Main PHC services for cardiovascular diseases (ICD X codes: I20 – I25; I50, I63; I65; I67.2; I70.2; I70.9) 
 
	Services 
	Frequency 
	Targeted NCDs based on ICD-10 codes 
	International standard 

	Dyslipidemia screening (LDL-C, TC, HDL or non_HDL) 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease -  I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
I67,2 
	*LDL-C analysis is recommended as the primary lipid analysis method for screening, diagnosis, and management                              
TC is to be used for the estimation of total CV risk by means of the SCORE system.                                        
TG analysis is recommended as part of the routine lipid analysis process. 
HDL-C analysis is recommended to further refine risk estimation using the online SCORE system. 


	Fasting glucose 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	**When screening for DM in individuals with or without CVD, assessment of HbA1c (which can be done non-fasting) or fasting 
blood glucose should be considered. An oral glucose tolerance test can be offered when there is still doubt. 

	ECG 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50 ; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	***Resting ECG is appropriate for initial evaluation of all patients with known or suspected ischemic heart disease.                                  
In patients with established SIHD, a change in a periodically obtained ECG can be the only evidence of silent infarction, inadequately treated hypertension, or complex arrhythmia that would modify treatment. Although the precise timing between routinely obtained 12-lead ECGs has not been established, expert opinion and common practice suggest it not be greater than once yearly for stable patients, as well as at the time of any clinical change. 

	BP Measurement 
	 
Annually 
 
	  IHD - I20- I25; Heart failure - I50 ; Cerebrovascular disease -  I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	**Office BP is recommended for screening and diagnosis of hypertension, which should be based on at least two BP measurements per visit and on at least two visits. If the BP is only slightly elevated, repeated measurements should be made over a period of several months to achieve an acceptable definition of the individual’s ‘usual’ BP and to decide about initiating drug treatment. If BP is more markedly elevated or accompanied by target organ damage, other CV factors or established CV or renal disease, repeated BP measurements are required within a shorter period in order to make treatment 
decisions. 

	BMI and waist circumference 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50 ; Cerebrovascular disease -  I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	***BMI [weight (kg)/height (m2)] can be measured easily and is used extensively to define categories of body weight                                                 
patients should be seen in a clinic every 4 to 6 months to help encourage smoking cessation, weight management, dietary changes, and increased physical activity. 

	Dyslipidaemia treatment 
	 
Annually 
 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	*In secondary prevention for patients at very-high risk, an LDL-C reduction of ≥50% from baseline and an LDL-C goal of <1.4 mmol/L (<55 mg/dL) are recommended. 
In primary prevention for individuals at very-high risk, an LDL-C reduction of≥50% from baseline and an LDL-C goal of <1.4 mmol/L (<55 mg/dL) are recommended. 
In patients at high risk, an LDL-C reduction of ≥50% from baseline and an LDL-C goal of <1.8 mmol/L (<70 mg/dL) are recommended. 
  

	Tobacco counselling 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	**It is recommended to identify smokers and provide repeated advice on stopping with offers to help, follow up support, nicotine replacement therapies, varenicline, and bupropion individually or in combination. 
 
HEARTS. Technical package for cardiovascular disease management in primary health care. Healthy-lifestyle counselling. 2018 
 

	Nutrition counselling 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	**A healthy diet is recommended as a cornerstone of CVD prevention in all individuals. 
 
HEARTS. Technical package for cardiovascular disease management in primary health care. Healthy-lifestyle counselling. 2018 
 

	Physical activity counselling 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	**Physical Activity is recommended for low-risk individuals without further assessment. 

	 Assessment on harmful use of alcohol and brief interventions 
 
AJ - added 
	 
Annually 
	  IHD - I20- I25; Heart failure - I50; Cerebrovascular disease - I67.2; I63; I65; peripheral vascular disease I70.2; I70.9 
 
 
	Brief intervention for hazardous and harmful drinking. A manual for use in primary care. Geneva: World Health Organization; 2001  
 
HEARTS. Technical package for cardiovascular disease management in primary health care. Healthy-lifestyle counselling. 2018 

	Medication review/adjustment 
 
AJ propose: to remove all details about medications, enough to make reference to guidelines. And rename this row – medication review and counselling to ensure compliance with long term medication. (discuss with Irina, team)  
	  
	CAD, IHD, Cerebrovascular disease, peripheral vascular disease 
	**Drug treatment is recommended in patients with grade 3 hypertension irrespective of CV risk, as well as in patients with grade 1 or 2 hypertension who are at very high CV risk. 
All major BP lowering drug classes (i.e. diuretics, ACE-I, calcium antagonists, ARBs, and ß-blockers) are recommended as BP lowering treatment. 
Renin-angiotensin-aldosterone system blocker is recommended in the treatment of hypertension in DM, particularly in the presence of 
proteinuria or micro-albuminuria. 
ß-blockers and thiazide diuretics are not recommended in hypertensive patients with multiple metabolic risk factors due to the increased risk of DM. 
Antiplatelet therapy is not recommended in individuals without CVD due to the increased risk of major bleeding. 


 
Table 4.  Main PHC services for hypertension (ICDX codes: I10-I15) 
 
	Services  
	Standard 
	Frequency 
	Target population based on ICD-10 codes 
	International standard 

	BP measurement 
	BP measured during last year, at least once a year, measured during every visit, self-measurement 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	After the initiation of antihypertensive drug therapy, it is important to review the patient at least once within the first 2 months to evaluate the effects.   Once the BP target is reached, a visit interval of a few months is reasonable, and evidence has been obtained that no difference exists in BP control between 3- and 6-month intervals  

	Fasting glucose test 
	Fasting glucose 1X during last 12 months  
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	Fasting blood glucose and glycated HbA1c (for the initial assessment) 

	Dyslipidaemia screening (LDL-C, TC, HDL or non_HDL) 
	Lipid panel/ non-HDL cholesterol screening during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	Blood lipids: total cholesterol, LDL cholesterol, HDL cholesterol, TG 

	Nephropathy screening 
	Creatinine 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	Blood creatinine and eGFR  

	 
	Urinalysis 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	Urine analysis by dipstick test and, more sensitive test -   albumin/creatinine ratio (ACR)  

	 
	GFR 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	  

	 
	ACR 
	1 X per year 
	Patients with diagnosis of essential hypertension  
	  

	Hypertensive heart disease screening 
	ECG 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	12-lead ECG  

	BMI and waist measurement 
	BMI and waist circumference measured during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	Weight and height measured on a calibrated scale, with calculation of BMI or waist circumference 

	Eye examination 
	Eye examination with dilated pupils during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	(1)Fundoscopic examination for hypertensive retinopathy  

	Tobacco  
consult 
	Tobacco counselling during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	tobacco smoking has an acute prolonged pressor effect that may raise daytime ambulatory BP, but smoking cessation and other lifestyle measures are also important beyond BP (i.e. for CVD and cancer prevention) 

	 Assessment of harmful use of alcohol and brief interventions 
AJ - added 
	 Harmful use of alcohol assessed during last 12 months 
	1x 
 per year 
	Patients with diagnosis of essential hypertension I10-I15 
 
 
 
	Brief intervention for hazardous and harmful drinking. A manual for use in primary care. Geneva: World Health Organization; 2001  
 
HEARTS. Technical package for cardiovascular disease management in primary health care. Healthy-lifestyle counselling. 2018 

	 
Nutrition consult 
	Dietary advices given during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	The recommended lifestyle measures that have been shown to reduce BP are salt restriction, moderation of alcohol consumption, high consumption of vegetables and fruits, weight reduction and maintaining an ideal body weight, and regular physical activity 

	Physical activity consult 
	Exercise advices given during last 12 months 
	1 X per year 
	Patients with diagnosis of essential hypertension I10-I15 
	The recommended lifestyle measures that have been shown to reduce BP are salt restriction, moderation of alcohol consumption, high consumption of vegetables and fruits, weight reduction and maintaining an ideal body weight, and regular physical activity 

	NEW: Assess compliance with treatment plan and provide    counselling for better engagement in self-management.    
	 
	1x year  
	Patients with diagnosis of essential hypertension I10-I15 
 
	Following international evidence PHC nurses are efficient in individual counselling and engagement of patients in self-management of NCDs, including better support from family members, better abilities to cope with disease and keep compliance with long term medication. (add ref) 


 
 
Table 8 Main PHC services for diabetes (ICDX codes: E10- E12)  
 
	Criteria 
	Frequency 
	Target population based on ICD-10 code 
	International standard 

	 HbA1c Test 
	2 X per year 
	E10 - E11 
	*A1C if the results are not available within past 3 months 
WHO HEARTS: Take A1c measurements every three to six months; every six months if stable on unchanging treatment.  

	Fasting Glucose 
	2 X per year 
	E10 - E12 
	*glucose monitoring results every follow up visits 
 
WHO HEARTS: Measure blood pressure at every visit. 

	Dyslipidaemia screening 
	1 X per year 
	 
E10 - E12 
 
	*In adults not taking statins or other lipid-lowering therapy, it is reasonable to obtain a lipid profile at the time of diabetes diagnosis, at an initial medical evaluation, and every 5 years thereafter if under the age of 40 years, or more frequently if indicated.                          
 Obtain a lipid profile at initiation of statins or other lipid lowering therapy, 4-12 weeks after initiation or change dose and annualy thereafter 
 
WHO HEARTS: • Arrange fasting lipid panel annually if available. 

	Nephropathy screening 
	1 X per year 
	E10 - E12 
	*Creatinine 
*Additional tests: liver function tests, Vitamin B12 for metformin, serum potassium level for patients on ACE-I, ARB and thiazides, TSH for Type 1 diabetes 
 
WHO HEARTS: Conduct annual urine protein dipstick (microalbuminuria dipstick if available to calculate albumin to creatinine ratio) and serum creatinine measurement (GFR calculation) for CKD screening. CKD is defined by GFR<60 ml/min/1.73 m2 OR the presence of moderate or severe albuminuria (albumin-creatinine ratio ≥30 mg/mmol). 
 

	
	1 X per year 
	E10 - E12 
	The NKF, ADA, and JNC 7 recommend annual measurement in diabetic patients with albumin–creatinine ratios <30 μg/mg. After the documentation of stage A2 albuminuria (i.e., with results as defined above on two of three tests performed within 3 to 6 months), repeated testing is reasonable to determine whether a chosen therapy is effective. 

	
	1 X per year 
	E10 - E12 
	GFR 

	
	1 X per year 
	E10 - E12 
	ACR 

	Heart disease screening 
	1 X per year 
	E10 - E12 
	 **Electrocardiogram in adults 
 
WHO HEARTS: Prescribe aspirin for patients with CVD. 
 

	Foot examination (including referral for ABI ) 
	1 X per year 
	E10 - E12 
	Screen for PAD - pedal pulses, refer for ABI if diminished 
 
WHO HEARTS: Conduct foot exam for amputation risk annually, or every visit if high-risk. 

	C - Peptide 
	at the time of diagnosis or before initiating insulin treatment 
	E10 - E12 
	C-peptide has been shown to correlate with diabetes type, duration of disease, and age of diagnosis. Interestingly c-peptide has been demonstrated to be associated with microvascular complications. sampling for c-peptide may be used as an integral diagnostic and monitoring tool.(1) 

	HOMA2 
	at the time of diagnosis or before initiating insulin treatment 
	E10 - E12 
	Early intensive treatment addressing insulin 
resistance is, in fact, the best approach to slow the development of the disease and its progression, and to possibly retard the development of chronic complications of T2DM. This necessitates the use of easy and 
reliable diagnostic tools such as the HOMA model for early detection of insulin resistance and beta-cell failure. (2) 

	BP measurement 
	1 X per year 
	E10 - E12 
	*BP Measurement at initial visit, every follow up and annual visit 
 
WHO HEARTS: Measure blood pressure at every visit. Treat as per hypertension protocol if ≥130/80 mmHg. Note: if 130/80 mmHg is chosen as target, then treatment should start if over 130/80 mmHg. 

	BMI  
	1 X per year 
	E10 - E12 
	*Height, weight and BMI t initial visit, every follow up and annual visit 
 
 
WHO HEARTS: Measure weight and calculate BMI at every visit. 

	Eye examination 
	1 X per year 
	E10 - E12 
	*Fundoscopic examination (refer to eye specialist) at initial visit and annualy 
 
WHO HEARTS: Conduct dilated pupils' retinal exam every two years if treatment available 

	Tobacco counselling 
	1 X per year 
	E10 - E12 
	done by nurse, doctor assesses the need and refers to nurse 

	Assessment on harmful use of alcohol and brief interventions AJ - added 
	1x per year 
	E10 - E12 
 
	Brief intervention for hazardous and harmful drinking. A manual for use in primary care. Geneva: World Health Organization; 2001  
 
HEARTS. Technical package for cardiovascular disease management in primary health care. Healthy-lifestyle counselling. 2018 
 

	Dietary advices 
	1 X per year 
	E10 - E12 
	done by nurse, doctor assesses the need and refers to nurse 

	Exercise advices 
	1 X per year 
	E10 - E12 
	done by nurse, doctor assesses the need and refers to nurse 

	Medication review/adjustment 
	1 X per year 
	E10 - E12 
	*For patients with diabetes  40–75 years without atherosclerotic cardiovascular disease, use moderate-intensity statin therapy in addition to lifestyle therapy                                                             Patients with diabetes at higher risk, especially those with multiple atherosclerotic cardiovascular disease risk factors or aged 50–70 years, it is reasonable to use high-intensity statin therapy. 
 

	NEW: Assess compliance with treatment plan and provide    counselling for better engagement in self-management to reinforce treatment goals   
	1x year  
	E10-12 
 
	WHO HEARTS: Initiate diabetes self-management education to reinforce treatment goals. 
 






Total rent or capitalization allowance	
Million GEL	23	Capitation and monthly lumpsum to cover basic sosts	
Million GEL	137.86903499193622	NCD program	
Million GEL	64.489881485900469	ECD program	
Million GEL	7.4070466091249978	
Million GEL
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