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The revision of primary health care benefit package in Georgia

Georgian Government is committed to make a progress in moving towards UHC by putting significant efforts to strengthen primary health care (PHC) system. To support this aspiration, the WHO is asked to provide recommendations to the PHC benefit package (BP) revision process to assure its better alignment to population health needs by increasing accessibility to evidence based curative and preventive services and integrating key vertical programs under the PHC. The objective of this document is to agree on key principles in revising PHC BP. 


Key observations from WHO previous PHC assessments

The scope of PHC services in urban and rural PHC practices is not aligned to population health needs 
· With few exceptions as immunization and some screening programmes (e.g. cervical cancer, breast cancer, hepatitis C), the population health management approach is not well-demonstrated. Screening programmes, except hepatitis C, are implemented with no coverage targets, nor a systematic approach to invite the target population groups for screening. 
· Services are generally reactive and disease centric, addressing needs of individual patients seeking medical advice. Rural PHC practices tend to have stronger population centeredness compared to urban practices which partly may be related to the fact that rural doctors serve the entire population in certain geographical area. 
· Although health education and health promotion for all age groups are included to the package, there is no evidence that these services are provided.
· Lack of PHC level data is a key obstacle to monitor and analyse PHC activities and move to performance and outcome-oriented model of care.

The role of PHC remains limited and largely seen as referral point to specialist and diagnostic services
· Lack of referral standards and unfavourable financial incentives (i.e. revenues increase with the referral of patients to specialists) results in limited role of PHC doctors and strong focus on referring patients to the narrow specialists. Moreover, the PHC payment rates are not regularly updated to consider the increasing cost of inputs and changes in clinical practice.
· The proximity of specialists and existing financial incentives constrain patient centeredness and prevent family doctors to expand the scope of their practice, although most of practicing PHC doctors have training in family medicine. 
· The role and scope of practice of nurses and doctors in PHC facilities is not defined and may vary by providers.
· Existing co-payment system design incentivizes family doctors to refer patients to diagnostic services resulting in substantial induced demand for unnecessary laboratory tests and other diagnostics services. 
· Patients pathways are not well established and PHC rarely used as a first contact of care. Patients easily bypass the PHC and go directly to the hospital due to lack of referral requirements. This practice is also supported by financial incentives as hospitals receive payments based on treated patients but PHC revenues are not dependent on actual activities.


Key principles in revising PHC benefit package

PHC organisational model
· Our focus is on the benefit package delivered by the family doctor and PHC nurse (core of PHC model). In the future, the team expansion might be considered (social workers, phycologists, public health specialist) if the scope of PHC widens. 
· The PHC practice is led by the family doctor with training in family medicine. Depending on the actual situation, transition period might be needed.
· The role of narrow specialists in PHC will be reduced and they are not considered to be part of core PHC. Scope of their services should be defined by separate package for specialized services. 
· It might be reasonable to keep some narrow specialist (e.g. paediatricians, gynaecologists, ophthalmologists) accessible for consultation on family doctor referral to address specific health needs of vulnerable population groups. Latter should be driven by population health needs (e.g. due to geographical location). It would be important to give the family doctor the leading role in deciding which services of narrow specialists are needed and they should not be accounted as basic PHC benefit package.
· Population empanelment and registration procedure needs to be revised to ensure equal access to PHC services. Community orientation in urban PHC centres needs to be enhanced. The empanelment should be revised with the aim to ensure optimal workload per family doctor and family nurse considering the increasing workload and differences in health needs by different practices. 

PHC benefit package design
· The transformation from the current rather reactive and narrow PHC model towards proactive and comprehensive PHC is a complex process that requires capacity and resources. This cannot be achieved in short term and requires smart sequencing starting with the priority health needs of the population. We recommend starting with two-three chronic conditions and key vertical programs: hypertension, diabetes type 2, asthma, child health, and immunization. The roadmap to further expand (e.g. antenatal care) the PHC benefit package should be developed. 
· There will be one package of PHC services eligible for all citizens, in rural and urban settings.
· The scope of PHC ancillary exams needs revision to ensure that essential evidence-based services are accessible at the PHC level and non-essential can be removed or moved to specialist care package. 
· PHC ancillary exams could be divided into two groups: (i) available at the point of care, and (ii) tests that can be performed by other providers (e.g. clinical laboratories, imaging clinic). 
· Chronic diseases medicine program design should ensure that necessary medicines are available and affordable without or with minimal co-payments without causing financial hardship.

Co-payment system
· Essential/basic PHC benefit package is free of charge for all citizens.
· Additional PHC benefit package services should be offered according to population health needs (not demand and supply) driven, evidence based and cost effective. Co-payment could be applied if public funding envelop is limited. Co-payment system should be set by the Ministry as a fixed (not percentage) amount with exemptions to poor and other vulnerable groups.
· Co-payment system can define an annual maximum according to household annual income to avoid financial hardship.

Payment model
· The new payment model would be applicable for all providers offering the basic benefit package in rural and urban settings. 
· A new capitation model needs to be developed to support the provision of services listed in the new PHC basic benefit package. Risk- and regional-adjustment and performance components will be considered but their implementation may take place in longer term. 
· A new payment model and applied rates should aim to cover the costs of PHC team salary (family doctor and nurse), medical facilities, medical and other essential equipment and supplies. The PHC payment system should enable to deliver PHC benefit package without adverse incentives (e.g. unnecessary referrals to specialist, overprovision of diagnostic tests to collect co-payments). 

Data collection
· PHC minimum dataset (patient registry, clinical and activity related information) should be agreed and implemented in parallel with the revision of PHC benefit package. Data should allow to monitor PHC performance on the level of every family doctor and his/her team. Relevant capacity to enhance the data quality and analytical skills should be established to the Ministry and/or Social Services Agency. 
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