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for an EU funded Action in Health Development in Georgia

	Title
	Health Development Programme (HDP) 

	Zone benefiting from the action/location
	Georgia / The action shall be carried out at national level (the whole territory of Georgia)

	Sustainable Development Goals (SDGs)
	Primary: SDGs 3 (Good Health and Well-Being), 5 (Gender Equality), 16 (Peace, Justice and Strong Institutions) and 17 (Partnership for the Goals) 
Secondary: SDGs 1 (End Poverty) and 10 (Reduced Inequalities)

	Sector of intervention
	Health

	Amounts concerned
	Total estimated cost: EUR …M
Total amount of EU budget contribution: EUR …M
This action is co-financed by … for an amount of EUR …M

	Aid modality and implementation modality
	Project Modality / Indirect management with International Organization and EU Member State Organizations


Context analysis 
1.1	Context Description
Georgia’s health system has been evolving since the country’s independence from the Soviet Union in 1991. The system was highly decentralized and extensively privatized under reforms implemented between 2007 and 2012. The health sector was deregulated and most Government spending on health was channelled through private insurance companies which covered services only for target groups such as people living under the poverty line, internally displaced populations, the military, children under five and older people; only about one third of the total population. The other two thirds of the population had access to very limited services through vertical programmes, had to buy private health insurance or had to pay for any service out-of-pocket when they used it. This had an impact on patients, whose out-of-pocket payments (OOP) for health services were very high, leading to financial hardship for many people. It provided the rationale for the political decision to move towards universal health coverage. 
Universal Health Coverage (UHC) is the major Global Health priority and means that all people have access to health services they need without the risk of financial hardship when paying for them. This requires an efficient health system that provides the entire population with access to high quality services, health workers, medicines and technologies. It also requires a financing system to protect people from financial hardship and impoverishment from health care costs. 
In 2013, the Georgian Government introduced the Universal Health Care Programme[footnoteRef:2], which led to unprecedented expansion in health service coverage. Nearly the entire population was entitled to publicly financed health care. It was all made possible by a substantial and essential increase in public funding for the health system that was channelled through a single purchasing agency, the Social Services Agency (SSA).  [2:  Regulation No. 36 of Government of Georgia of 21 February 2013 on the measures to be taken to transition to universal health care] 

The main objective of the introduction of UHC was to ensure that all people can access the health services they need but must be protected from being pushed into poverty because of the cost of health care as set out in the Sustainable Development Goals (SDG)[footnoteRef:3]. [3:  In 2018, countries have integrated SDGs into their programs and have achieved progress in the framework of "Health 2020" policy. Georgia shares SDGs, "Health 2020" and prevention and control of noncommunicable diseases global initiatives and is actively involved in monitoring the progress of the achievement of the abovementioned goals. A global SDG index was developed to measure a progress toward the SDGs. According to this index, Georgia ranks 73rd out of 162 countries. (https://dashboards.sdgindex.org/#/GEO)] 

To achieve this, it requires the support of:
· a strong, efficient, well-run health system; 
· a system for financing health services in term of affordability;
· access to essential medicines and technologies;
· a sufficient capacity of well-trained, motivated health workers to provide the service.
Universal health coverage embodies three key objectives:
· equity in access to health services – those who need the services should get them, not only those who can afford to pay for the services;
· quality of health services is good enough to improve the health of those receiving services; and
· financial risk protection by ensuring that the cost of using the health care does not put people at risk of financial hardships.
The full spectrum of essential, quality health services to be covered includes health promotion, prevention and treatment, rehabilitation and palliative care.
The Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia (MoIDPLHSA) and the Legal Entity of Public Law (LEPL) Social Services Agency worked closely with the World Health Organization (WHO) Regional Office for Europe to improve the purchasing and payment system of health service providers. The MoIDPLHSA is focusing on strategic purchasing by the SSA to obtain better value for money. This helps to create a more efficient and transparent financing system, essential for quality of care and moving towards universal health coverage. 
Georgia’s Universal Health Care Programme is making good progress towards its goals of universal access to health services without financial hardship. Evidence shows that the use of health services has increased, financial barriers which prevent people from accessing services have been reduced, and financial protection for households has improved for services targeted by the Programme. On average, there were 3.6 outpatient visits per capita per year in 2017 compared to just 2.3 in 2012, and hospitalization rates have seen a steady increase from 11.3 per capita in 2012 to 14.2 per capita in 2017. Out-of-pocket spending of total health expenditures has declined from 73% in 2012 to 54% in 2017. A survey conducted by the US Agency for International Development (USAID) in 2014 showed that 80.3% of surveyed beneficiaries were satisfied with their outpatient service and 96.4% expressed satisfaction with hospital level emergency care within the Universal Health Care Programme. The most recent household survey conducted in 2017 also revealed positive trends in use of health services and reduction of out-of-pocket expenditures[footnoteRef:4].  [4:  UHC Partnership, https://www.uhcpartnership.net/wp-content/uploads/2019/04/JWT-Georgia-story-from-the-field-web-final-April-2019.pdf ] 

1.2	Policy Framework in the European Union
The Commission's communication The EU Role in Global Health[footnoteRef:5] affirmed European Union (EU) Member States’ (MS) commitment to achieving ‘equitable and universal coverage of quality health services’ and supporting countries to ‘put in place fair financing of health systems and develop or strengthen social protection mechanisms in the health sector’. More recently, the New European Consensus on Development[footnoteRef:6] sets out the priorities of the EU development policy, reaffirming in its revised version that EU and its Member States will continue to support partner countries in their efforts to build strong, good-quality and resilient health systems, by providing equitable access to health services and universal health coverage, as well as continue promoting cross-sectoral initiatives at international, regional and local levels and will put the strengthening of horizontal health systems at the core of health development programming. [5:  The EU Role in Global Health - Communication from the Commission to the Council, the European Parliament, the European Economic and Social Committee and the Committee of the Regions (2010). ]  [6:  The New European Consensus on Development 'Our World, Our Dignity, Our Future' (2017).] 

1.3	Public Policy Analysis of the partner country 
[bookmark: _Hlk26620890]Health care statistics: The National Statistics Office regularly publishes on population statistics (demography and vital statistics)[footnoteRef:7]. The National Centre for Disease Control and Public Health (NCDC) regularly collects and reports data on health system functions (i.e. health governance, financing, generation of resources and service delivery) and performance of health care services.  [7:  National Statistics Office of Georgia, Demographic Situation in Georgia 2018, Statistical Publication, Tbilisi, 2019] 

In Georgia, an increase of the number of physicians per 100,000 population has been observed since 2008. This indicator in Georgia is significantly higher than in the European region, the EU and the CIS countries (467 physicians per 100,000 population in 2008 and 795 in 2018). In 1998 – 2013, the number of nurses per 100,000 population had a trend of reduction, and despite of the recently observed increase, this indicator is significantly lower than the indicators of the European region, the EU and the CIS countries (450 nurses per 100,000 population in 2008, 398 in 2014 and 495 in 2018)[footnoteRef:8]. [8:  Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia, National Centre for Disease Control and Public Health, Health Care Statistical Yearbook 2018 Georgia, Tbilisi, 2019] 

According to WHO last available data, encounters of the population with outpatient facilities in European Region is about 6 per capita. In Georgia, last two decades this indicator did not exceed 2.2. After the Universal Health Care Programme implementation in the country, the numbers of encounters of the population with outpatient and in-patient health facilities have significantly increased. In 2018, the numbers of encounters of the population with outpatient facilities was 3.7 per capita per year.
In 2018, annual statistical reports were submitted to the NCDC by 273 in-patient facilities. They registered 502,756 hospital discharges, similarly to the previous year. Among diagnosis at discharge, the respiratory system diseases constituted 20.1%, cardiovascular disorders 19.4%, and pregnancy, childbirth and puerperium 10.2% of total. Total hospital case fatality rate was 2.5%.
Universal Health Care Programme: From February to June 2013, the first phase of the Universal Health Care Programme provided the primary healthcare (PHC) services by the family physician and emergency outpatient and inpatient care. The second phase of Programme was launched in July 2013 and extended the services covered and include planned ambulatory care, urgent outpatient and inpatient care, elective surgery, chemo-, hormone-, and radiotherapy, obstetrics and caesarean sections, basic drugs for target groups of the population. 
In May 2017, to further reform the Programme, elaboration of new criteria for differentiation of beneficiaries (according to beneficiaries' revenue) has been implemented for provision of more needs-oriented services and development of "social justice" approach. From July 2017, persons suffering from chronic conditions, are eligible for the state programme providing drugs for chronic conditions. The programme provides patients with selected drugs for chronic cardiovascular diseases, chronic obstructive pulmonary disease (COPD), diabetes (type 2) and thyroid conditions.
Since May 2017, selective contracting has been introduced step by step to ensure quality of care with limited funds. The selection will be based on the following criteria: coverage of services, quality of services, volume of services, financial transparency and compliance with penalty sanctions (since March 2017, selective contracting for delivery services and caesarean sections, and neonatal intensive care services, since July 2017, selective contracting for intensive care at level II-III and since January 2018, for hospital emergency care). 
In September 2019, President of Georgia, Salome Zurabishvili delivered a speech at the session dedicated to Universal Health Coverage, held at the 74th session of the United Nations General Assembly (UNGA) in New York, saying that 90 per cent of Georgians have access to universal healthcare services while the opportunity is not fully available for Georgian citizens living in the Russian-occupied regions of Abkhazia and Tskhinvali[footnoteRef:9]. [9:  https://agenda.ge/en/news/2019/2552 ] 

State programmes (vertical programmes): In addition to the Universal Health Care Program, the state's obligations to the population are carried out through programmes providing healthcare services in priority areas through health programmes[footnoteRef:10]. [10:  State programmes on disease early detection and screening include: State immunization programme; State programme on epidemiological surveillance; Safe blood state programme; State programme on prevention of occupational diseases; Tuberculosis management state programme; HIV/AIDS management state programme; Maternal and child health state program; Treatment of patients with drug addiction; Health promotion state programme; State Programme on management of Hepatitis C. 
State health programs in priority area include: Management of the infectious diseases; Mental health; Management of diabetes; Treatment of patients with drug addiction; Services for child oncological haematology diseases; Provide medicines for the treatment of chronic diseases; Dialysis and kidney transplantation; Palliative care of incurable patients; Treatment with patients suffering from rare diseases and permanent replacement treatment; Ambulance and emergency care; Rural doctors programme; Medical examination for army recruits; Referral service (individual treatment). ] 

Georgia has achieved significant progress in several directions in the fight against HIV/AIDS and tuberculosis (TB) especially in treatment outcomes. Although timely detection and early enrolment in treatment programme remain a challenge, successful intersectoral collaboration and innovative initiatives build solid perspectives for integrating HIV/AIDS and TB services at PHC system countrywide. Active collaboration between TB and HIV services in Georgia resulted in effective implementation of integrated HIV/TB activities, including HIV screening of all persons with active TB disease, TB case finding among HIV positive persons and provision of treatment for both diseases. 
To increase the coverage with preventive activities, HIV/AIDS National Strategic Plan 2019–2022[footnoteRef:11] suggests making them more attractive through expansion of services offered. For instance, adding vaccination/treatment of Hepatitis C and Hepatitis B to HIV case management protocol gives the opportunity to get multiple services at one point, that will decrease the travel time and cost associated to it. As Georgia is providing free Hepatitis C treatment program for entire population, it brings a great opportunity to integrate HIV testing into existing program and expand HIV testing uptake. Currently, this approach is being tested in several regions of the country.  [11:  http://www.georgia-ccm.ge/wp-content/uploads/Georgia-HIV-AIDS-National-Strategic-Plan-2019-20222.pdf ] 

Georgia set its hepatitis C elimination goal in 2015 with the support of WHO, the United States Center for Disease Control and Prevention (CDC) and other partners, and signed a memorandum of understanding with a pharmaceutical manufacturer with the objective of providing new highly effective treatment for Hepatitis C. A year later, a long-term strategy for 2016–2020 was adopted to eliminate the disease from the country. This strategy has driven improvements in monitoring and surveillance, infection control and prevention; it has also expanded access to Hepatitis C screening, diagnosis and treatment services.
Health Sector Financing: In Georgia, the total health care expenditures are growing each year. The share of the total health expenditures (THE) in GDP (%) was 5.3% in 2012 and 10% in 2017. Public expenditure on health, as a share of the GDP is growing annually. In 2012 it was 1.7%, while in 2017 3%, although, this share is still lower than in Western Europe (EU15, 8%), EU (EU28, 7.3%), and the average for European 53 countries (5.7%). 
In 2012-2017, the sources of healthcare financing were as follows: State: 21% in 2012 and 38% in 2017; private: 77% in 2012 and 60% in 2017; external funds: 2.3% in 2012 and 1.7% in 2017. Out-of-pocket payments constituted the highest share of private expenditure, of which only 7% was spent on direct insurance payments, the rest funds were spent on healthcare services in 2017[footnoteRef:12].  [12:  Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia, National Centre for Disease Control and Public Health, Health Care Statistical Yearbook 2018 Georgia, Tbilisi, 2019] 

Since 2013, Georgia has been making significant improvements in health financing policy by extending population entitlement to publicly financed health care and gradually increasing public funding of the health system. The SSA acts as a single purchasing agency for the health sector, an approach in line with European and global best practices. These reforms have led to progress in meeting the goal of UHC in Georgia: they have increased access to health services and improved financial protection in areas targeted for expanded coverage.
Since 2013, the SSA has introduced new systems and methods to manage the flow of funds to providers. The MoIDPLHSA has introduced several reforms to strengthen the capacity of the SSA to strategically purchase health care for the population. Remarkable progress has been made so far, but more can be done. In response, WHO/Europe has scaled up its support to Georgia. Through the UHC Partnership, supported by the European Union, the Grand Duchy of Luxembourg and WHO, it is providing technical assistance to the Ministry to strengthen strategic purchasing.
Key areas that should be addressed through additional technical assistance might be as follows:
· development of approaches and methodology for introduction of clinical pathways for selected priority clinical areas and developing tools to support their implementation;
· developing strategy for strategic purchasing and building the capacities of SSA to implement it;
· supporting the implementation of diagnosis-related groups to enhance transparency in provider payment and support strategic purchasing.
The Diagnosis Related Groups (DRG) system categorizes patients treated at hospital into similar diagnosis groups and then relate each group to the costs or resources it takes to treat them. The grouping takes into account the patients’ principal diagnosis, age, sex, complications, comorbidities, procedures and other factors. Patients under one DRG will require approximately similar hospital resources, and therefore similar funding. Implementing the DRG system will improve the efficient use of resources within a hospital, increase the transparency of hospital services, and enable the SSA to monitor the performance of hospitals, thereby contributing to improving the level of quality of care. Introducing DRG based payment and a strategic purchasing system will ensure delivery of cost-effective, transparent and patient-oriented quality health services without people experiencing financial hardship. 
Primary Health Care: Georgia has been striving to strengthen primary health care and PHC reforms have been an integral part of health sector reforms, which in turn have been greatly influenced by the political developments that have taken place in Georgia. The latest phase of PHC reforms started in 2013 in line with the Universal Health Care Programme that was particularly focusing on the population that was not covered by private insurance schemes. Another objective was the reversion to centralized administration of state programmes, as the participation of private insurance companies was not considered to be cost-effective. As a result, the financial administration became the responsibility of the State represented by the Social Service Agency. The Universal Health Care Programme diminished the role of private insurance companies, as the government funds flow directly to health care providers. In mid-2017 the government introduced a differentiated approach for Universal Health Care Programme benefits, including improved drug benefits for chronic disease management among the poor population.
Rationale behind the most recent developments were as follows:
· Policy planning did not build on performance assessment and scientific evidence was not considered in programme design and implementation;
· Population was not aware of the composition of PHC benefit package at start of Universal Health Care Programme;
· PHC gatekeeping role was inefficient and programme design was discouraging patients using PHC services;
· Preventive services were underutilized;
· Financial resources for PHC were insufficient (i.e. per capita cost rate did not reflect real service costs and remained as low as in 2001);
· Administrative capacity of SSA to successfully implement Universal Health Care Programme was insufficient;
· Monitoring and evaluation mechanisms were mission in PHC.
Universal Health Care Programme increased PHC utilization especially among previously uninsured population, but failed to reduce financial risks due to uncovered drug benefits for chronically ill. Therefore, the recent PHC reform considered and included policy-driven decision making with high political commitment and increased allocations of public financing for Universal Health Care Programme, in addition to improved drug benefits for chronically ill from July 2017[footnoteRef:13].  [13:  Primary health care systems (PRIMASYS): Case study from Georgia. Geneva: World Health Organization; 2017] 

Non-communicable diseases (NCDs) affect not only health, but also the country's sustainable development. Effective prevention and control of non-communicable diseases requires access to accurate and reliable information, monitoring and identification of health indicators, monitoring and evaluation of interventions. 
Georgia has adopted the WHO STEPwise approach to noncommunicable diseases risk factors surveillance (STEPS) methodology for effective control of NCDs. In 2010 and 2016 STEPS surveys were carried out with technical and financial assistance of the WHO European office and WHO Headquarters[footnoteRef:14]. That gave an opportunity for comparison of the data with other countries, but also to monitor and evaluate non-communicable diseases and their risk factors in Georgia over time. Since 2017, the Government has launched a programme for socially vulnerable population, which considered provision of drugs for chronic noncommunicable diseases (ischemic heart disease, hypertension, heart failure, asthma, diabetes type 2, and thyroid gland diseases) treatment. [14:  Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia, National Centre for Disease Control and Public Health, World Health Organization: Non-Communicable Diseases Risk-Factor Steps Survey, Georgia, 2016] 

Maternal and child health (MCH): In 2016, in order to improve the maternal and child health surveillance in the country, an Electronic Module for Pregnant and Newborn Health Surveillance, so-called "birth" registry was introduced. Each pregnant woman, starting from the first antenatal visit, including childbirth, is continuously monitored through the electronic module. The system also records newborn's health status. 
In 2018, there were 20 maternal deaths registered, including 14 early deaths (during pregnancy or within 42 days from pregnancy termination). Maternal mortality ratio is 27.4 per 100 000 live births. 
In 2018, in Georgia, 76,603 new cases of diseases were registered in infants, while in 2017 this figure was 81,158. The incidence rate per 1000 infants was 1440 in 2018, while in 2017 it was 1481. Though the difference is not very much, a declining tendency can be observed in general as well as for specific diseases (e.g. a share of respiratory system diseases in infant morbidity was 57.7% in 2018, while in 2017 it was 61.9%[footnoteRef:15]. [15:  National Center for Disease Control and Public Health and the National Statistics Office of Georgia] 

Risk factors and health seeking behaviour: WHO’s STEPS is the most common instrument for the surveillance of NCDs risk-factors. Conducting first STEPS Survey in Georgia in 2010 was made possible through the financial support of European Union and the technical and financial support of World Health Organization. STEPS survey gave possibility to collect basic information on prevalence of NCDs and its biological and behavioural risk factors in the country. The second STEPS survey was conducted in Georgia in 2016 through the technical and financial support of WHO and the NCDC. The third STEPS survey is scheduled for 2021.
STEPS instrument covered three different levels of "steps" of risk factors assessment: I. Socio-demographic and behavioural information; II. Physical measurements such as height, weight, waist and hip circumference, blood pressure, pulse; III. Biochemical measurements to assess blood glucose, cholesterol and high-density lipoproteins (HDL); urinary salt and cotinine. The target population of STEPS survey was adults aged 18-69. The population-based survey used a multistage, clustered sample design and both in the East and the West parts of Georgia a total of 5,554 adults participated in the survey. The overall response rate was 75.7%[footnoteRef:16].  [16:  Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia, National Centre for Disease Control and Public Health, World Health Organization: Non-Communicable Diseases Risk-Factor Steps Survey, Georgia, 2016] 

1.4	Stakeholder analysis
As the beneficiaries of improved healthcare and health service delivery, the core stakeholders of health sector reform are the Georgian population, particularly the less advantaged and poorer population. 
The public administration and the Government hold overall responsibility for the determination and implementation of health policy. Without the commitment of both these arms of the executive, not only to the direction of reform but also to the allocation of resources for its implementation, no amount of technical sophistication in designing the reform programme will be successful.
Within the Government, two ministries have central responsibilities for important elements of the reform. The Ministry of Finance (MoF) manages the allocation of budgetary resources to national and sub-national agencies through the budget preparation process, and the execution of expenditure. It has primary responsibility for the introduction of more efficient and effective expenditure of public financial resources that are the fundamental objective of ongoing health financing reforms. 
The Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs is responsible for formulating and executing the Government's health policy. Its responsibilities in governing the health sector include a broad range of matters in regulation, planning, standardisation, oversight, surveillance and reporting. The Ministry is also responsible for funding of the health facilities. 
Sub-national governments: Georgia is a unitary country with a one-tier-system of decentralization. While the capital city of Tbilisi enjoys a special status, local level comprises 12 self-governing municipalities and 64 communities. Each of these entities can be divided in sub-municipal administrative units. The municipalities are groups into nine regions (Mkhareb) which are deconcentrated levels of governments. Tbilisi itself is divided into ten districts (raion). 
The revision of Law on Local Self-Government and Government in 2006 led to territorial consolidation but without adequate financial and political emancipation of the local units. Later in 2013, the constitutional reform enshrined self-governments’ autonomy in the Constitution, and a new law on Local Self-Government Code was adopted in February 2014, reinforcing local participation and elections mechanism through calling for directly elected mayors in 12 cities and gamgebelis for 59 municipalities (in contrast to the previous legislation that limited direct mayoral elections to Tbilisi). 
Self-governing entities are completely autonomous in planning their budgets. Nonetheless, the lack of financial resources let this devolution of powers unachieved. Local Governments budgets represent an important share of GDP in Georgia. Most of the expenditures are dedicated to operating activities, with a moderate weight of staff charges. Capital expenditures have been growing over the last years, with a number of investment projects focusing on local economic development. On average, local governments sped 3% of their budget on health care[footnoteRef:17].  [17:  Subnational governments around the world; Structure and finance; A first contribution to the Global Observatory on Local Finances; Synthesis Analysis - Methodology and Country Sample; Joint Study of United Cities and Local Governments (UCLG) and Organization for Economic Cooperation and Developments (OECD), October 2016] 

Other key stakeholders are the National Centre for Disease Control and Public Health, the Tbilisi State Medical University, the National Family Medicine Training Centre, and the National AIDS and Clinical Immunology Research Centre, National Center for Tuberculosis and Lung Disease,  local health authorities, primary health care facilities and other health facilities. 
There was significant donor support for healthcare development, while recently donor funding is in transition phase. While coordination is the responsibility of the Government, the Donor Coordination Council (DCC) should strengthen aid effectiveness, facilitate information exchange and collaboration within the development community, and foster dialogue with the Administration of Government (AoG). Under the DCC, the Health Technical Working Group, should meet at least once every two months. Its members include development partners and non-governmental organizations (NGOs) active in the health sector.
1.5	Problem analysis/priority areas for support
Health governance: Although many actions were undertaken, important policy areas such as reorienting financing towards more cost-effective primary care, and designing more transparent and equitable coverage policies lagged in implementation. The institutional capacity for governance and implementation of accountability systems continues to face challenges both at national and local levels. In governance, policy implementation has been hampered by weak inter-agency collaboration which is much needed for many health and health financing actions. Multi-level governance, decentralized management, subnational institutional capacity are also critical challenges.
The action will provide further support in order the system to be evidence-based, consistent in objectives and action, well-coordinated across governance levels, competent and enabling the overall health system development. Advancements in the digitalization of health and health management information system (HMIS) should also play a constructive role in strengthening health system governance through developing monitoring and evaluation of results and providing evidence for informed strategic and operational management.  
Health financing. The package of services has variable depth of coverage depending on the groups covered, with the lowest income groups enjoying the most comprehensive benefits. To finance the broader coverage, the government increased health spending significantly, although this remains low in international comparisons. Out-of-pocket payments have fallen as public spending has increased. Nevertheless, current health expenditure (CHE) is still dominated by OOP payments (57% in 2015), two thirds of which are for outpatient pharmaceuticals. For this reason, in July 2017, the package of benefits was expanded for the most vulnerable households to cover essential medicines for four common chronic conditions[footnoteRef:18]. [18:  Richardson E, Berdzuli N. Georgia: Health system review. Health Systems in Transition, Vol. 19 No. 4 2017, World Health Organization, European Observatory on Health Systems and Policies] 

The proposed action will support strengthening of health financing (HF) and can be sustained, deepening and broadening the scope of HF interventions, prioritizing nation-wide scale while utilizing advancements in public finance management taking place. Proposed HF interventions will include: (i) Improvements in health financing; (ii) Equalizing health budget allocations; (iii) Supporting introduction of PHC and hospital service strategic purchasing by developing contracting mechanism between a purchaser and health facilities; (iv) Forecasting and planning for gradual replacement of external funding by domestic resources; (v) Upgrading investment planning for health sector; (vi) Enhancing financial reporting through integration of utilization and financial results with activity/service utilization results. 
Service delivery. The health system has retained extensive infrastructure with strong geographical coverage. Georgia also has a large number of doctors per capita, but an acute shortage of nurses. Incentives in the system for patients and providers favour emergency and inpatient care over primary care. There are also limited financial incentives to improve the quality of care and a lack of disincentives to inhibit poor quality care. Recent reform plans focus on ensuring universal access to high-quality medical services, strengthening primary care and public health services, and increasing financial protection[footnoteRef:19].  [19:  Richardson E, Berdzuli N. Georgia: Health system review. Health Systems in Transition, Vol. 19 No. 4 2017, World Health Organization, European Observatory on Health Systems and Policies] 

The obstacles of access to quality health care for the population of Georgia are many: inadequate funding of the health sector; weak and ineffective health care delivery system; insufficient quality of health care providers; low level of monitoring and evaluation of services; outdated health infrastructure and equipment; low level of health related awareness of the population; and geographical inaccessibility. Vertical service delivery programs tend to defragment the delivery system and drain resources that could be efficiently and effectively used at the PHC level. The secondary care focused system leads to lower accessibility and greater costs of service delivery. Modernization and strengthening of PHC requires improved resource base of the PHC starting with planning, deployment and retention of qualified workforce, effective mechanisms of increasing utilization of PHC services and improving quality of PHC. 
NCDs predominate as the main causes of mortality in Georgia for both men and women. Poverty, alcohol and tobacco are the key health risks and mortality and morbidity from these factors account for a sizeable burden on society. This is undermining social and economic development in Georgia and thus represents an urgent public health priority. Health-seeking behaviour of the population is characterized by higher trust on hospital-based and specialised care, low sense of responsibility of one’s own health and low empowerment of individuals for self-care and self-education in health, with marked gendered differentials. There are few state-supported health promotion activities sustained by the PHC system. The action will contribute to the improvement of the health status of the population in Georgia, especially in rural areas through the reduction of the burden of NCDs.  
Risks and Assumptions 
	Risks
	Risk level (H/M/L)
	Mitigating measures

	Political and economic instability within the country and/or within the region disrupts the implementation of the National Health Strategy.
	M
	Continued political and policy dialogue with the Government. Monitoring of the parliamentary election in 2020.

	The Government's socio-economic priorities fluctuate as a result of financial crisis and declining revenue streams.
	H
	Close monitoring of macro-economic and public finance management policies together with international organizations (EU, IMF and the World Bank). 

	Ineffective implementation capacity: insufficient human, institutional, and technical capacity to design health policy measures and, once enacted, to carry them out; and limited ability to build consensus and coordinate action across the key health stakeholders.
	M
	EUD, WHO and other international organizations to strengthen institutional and human resource capacities within the MoIDPLHSA, strong commitment to DCC mechanism.

	Corruption affects the effectiveness of Government and the rule of law and access to health services.
	H
	Intensified political dialogue and coordination with EUD political section and with the Donor Coordination Council (DCC), strong commitment to PAR.

	Access to quality basic social services continues to be problematic and has implications for both poverty and public health.
	M
	Continued political and policy dialogue with the Government including on corruption. Agree on achievable and realistic targets for the health sector budget with MoF.

	Assumptions:

	· The Government of Georgia, the European Union, and Development Partners continue to support the health system strengthening;
· The macro-economic situation in the country stabilizes and the forecasts contained in the Social-economic Development Strategy of Georgia are realistic;
· The Government spending will sufficiently increase to allow for expansion of population covered by the universal health care programme, gradual substitution of external funding by domestic resources, and increased capital  investments in the health sector.



complementarity, synergy and donor coordination
Under the proposed action, the EU Commission - through the EU Delegation to Georgia - will prioritize health systems strengthening (HSS) as the overarching framework to achieve overall objectives relative to the functions of health system. The action is in line with the proposal of EU's new Multiannual Financial Framework (MFF) 2021 – 2027, where European bilateral health programmes should focus on strengthening national health systems towards universal health coverage. 
Several Global Health Initiatives (GHIs) are currently active in Georgia such as the Global Fund to Fight Aids, Tuberculosis and Malaria (GFATM) and the UHC Partnership implemented by WHO. 
Under the universal health care programme the Government continues to reach more people with treatment for HIV, TB and other diseases. As a result, AIDS-related deaths have gone down in recent years, and there has been a decline in the number of new cases of TB. Global Fund support helps maintain and expand Georgia’s implementation of effective HIV prevention, and improve treatment and care. Grants continue to sustain universal access to quality TB diagnosis and treatment, including multidrug-resistant TB[footnoteRef:20]. [20:  The Global Fund to Fight Aids, Tuberculosis and Malaria, https://www.theglobalfund.org ] 

The UHC Partnership is a collaboration between WHO, the European Union and Luxemburg to support policy dialogue on national health policies, strategies and plans for UHC. The Partnership enabled the WHO Regional Office for Europe to scale up support to the Government of Georgia as it seeks to achieve UHC, focusing on strategic purchasing[footnoteRef:21]. [21:  https://www.uhcpartnership.net/ ] 

There will be complementary, synergy, visibility and coordination in place with other donor funded programmes and actions. In addition, during the implementation of the programme mainstreaming issues, such as human rights, gender equality and women’s and girl’s empowerment, environment and climate change will be considered. 
Description of the action
4.1		Overall objective, specific objective(s), expected outputs and indicative activities
	Overall objective (impact)
	All people in Georgia have equitable access to essential quality health service and are protected from catastrophic health expenditures

	Specific objectives (SO) (outcome)
	SO 1 - Strengthened health sector governance and financing mechanisms 

	
	SO 2 – Integrated primary health care of improved access and service quality and strengthened primary health system to effectively address prevention of NCDs

	
	SO 3 – Promotion of healthy lifestyles and improved prevention of NCDs 

	Result areas (area level outcomes)
	Expected results (outputs) include:
	Modality (inputs)

	Outcome 1: Strengthened health sector governance and financing mechanisms
	Output 1.1 Governance mechanisms upgraded at the national, sub-national and local levels linked to effective use of digitalization in health and information/HMIS data, HRH development enabling performance improvements
	Indirect Management
(EUR … M)

	
	Output 1.2 Health financing mechanisms enabling equity, efficiency and quality of service delivery and improvement of provider payment methods based on the best international practice for specialized health care services
	

	Outcome 2: Integrated primary health care of improved access and service quality and strengthened primary health system to effectively address prevention of NCDs
	Output 2.1 Concept and mechanism of integrating PHC delivery developed, agreed and implemented with an emphasis on strengthening family medicine
	Indirect Management
(EUR … M)

	
	Output 2.2 Population access to integrated PHC services improved
	

	
	Output 2.3 Quality management and improvement mechanism developed and introduced in health facilities
	

	Outcome 3: Promotion of healthy lifestyles and improved prevention of NCDs
	Output 3.1 The population has improved heath seeking behaviour and reduced NCDs risk behaviour to reduce the impact of the most significant risk factors for non-communicable diseases 
	Indirect Management
(EUR …M)

	
	Output 3.2 Prevention of non-communicable diseases strengthened, and screening programmes prepared and implemented
	



This action will be implemented under the leadership of the Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia with strong involvement from the Ministry of Finance. The EU Delegation will ensure the action is supported through continuous and well-coordinated policy dialogue in line with the UHC Partnership policy dialogue priorities. The MoIDPLHSA, MoF and EU dialogue must be coherent and effective to ensure a successful implementation of this action. A policy dialogue matrix will be developed for this action, which will define dialogue objectives, roles and timing. The MoIDPLHSA and MoF must sign the programme policy dialogue matrix. The policy dialogue will also serve contribution to the feasibility of the programme implementation and sustainability of its results.  
The scope of the action will be clearly defined and agreed with the MoIDPLHSA and the MoF in order to ensure their firm involvement in overseeing its implementation and that improvement can be measured especially with regards to the enactment and implementation of approved strategies and laws in the health sector. Both Ministries of Health and Finance, their relevant subordinate authorities and agencies as well as regional, district and local authorities will be actively involved throughout the formulation of the action to foster their ownership of the action. This also to secure their engaged commitment to cross-sectoral collaboration and partnerships to tackle determinants of health and the contribution of this action toward addressing common priorities such as gender empowerment, health security, migration and climate change mitigation in parallel to strengthening the healthcare system's ability to respond to the health needs of the population. Throughout the implementation of the action, progress and evaluation reports will be shared and consulted on with key national stakeholders who will also be involved in the action's monitoring mechanism to inform its steering. 
During the implementation of the action use of visibility materials shall be ensured according to the EU visibility guidelines. Press releases shall be translated into Georgian and English languages and made available at the official website of the EU Delegation to Georgia.
4.2 	Intervention Logic 
This action proposes a project approach. It is aligned with the strategic objectives and priorities set by MoIDPLHSA for Health Systems Strengthening in Georgia and aims to have a nationwide impact. The action therefore aims to strengthen the leadership role of the MoIDPLHSA in policymaking and in coordinating the various programmes contributing to the health reform to ensure alignment, aid effectiveness and avoid duplication and bolster the implementation of government approved strategies in order to limit the risk of restricted impact to a selected part of the population. The scope of the action will also support the subnational authorities in the implementation of the health sector reforms with a specific focus on improving quality and accessibility of PHC services. Furthermore, the action will be based on interventions that have been proved and applied successfully in Georgia and/or other countries, based on research and evidence.   
The scope of complementarity of this action with tested best practices in the sector and in cross-sectoral collaboration will be further defined and developed throughout the formulation phase of the action in consultation with the government counterparts and development partners. Implementing partners of the action will be expected to substantiate their project design with needs assessments and feasibility studies.  
The action will collaborate with the WHO in coordinating and facilitating the overall policy dialogue with the MoIDPLHSA and the MoF to strengthen overall health systems in order to achieve UHC. Within the programme implementation framework, WHO being responsible for Component 1 is envisaged to play a core programme wide coordination role and knowledge management function. Such coordination is to be clearly defined, designed and operationalised by the other implementing parties, too. This coordination mechanism is to ensure that complementarity and synergy achieved within the programme itself, and all cross-cutting interventions to be identified at the early stage (e.g. training and capacity building) have joint planning, well-coordinated implementation process. 
The intervention logic for the action designed through three result areas (Outcomes 1-3) and seven corresponding Outputs described below.  
SO/Outcome 1:  Strengthened health sector governance and financing mechanisms.
Output 1.1 Governance mechanisms upgraded at the national, sub-national and local levels linked to effective use of digitalization in health and information/HMIS data, HRH development enabling performance improvements
Output 1.2 Health financing mechanisms enabling equity, efficiency and quality of service delivery and improvement of provider payment methods based on the best international practice for specialized health care services
SO. 1 – Proposed implementation measure: Indirect management with an international organisation. 
The UHC Partnership, financed by the EU and other partners and implemented by WHO, aims to promote UHC by fostering policy dialogues on strategic planning and health systems governance, developing health financing strategies and supporting their implementation, and enabling effective development cooperation. To complement the existing UHC-Partnership efforts in Georgia, this action proposes to accelerate the work of WHO and the MoIDPLHSA in achieving the objectives of their UHC-Partnership through an indirect management contract with an international organisation. 

In order to ensure sustained, equitable access to essential, quality PHC services responsive to people's needs without financial hardship (i.e. UHC), it is necessary to support the strengthening of both – the health care system, with an emphasis on primary health care. This action is compatible and complementary with the aims of the UHC Partnership in Georgia. 
Output 1.1 action area will invest in national, sub-national and local functions and capacities of policy planning, strategic planning, implementation and monitoring. Improved governance will set a stage for improving health system performance across all functions, including health financing. Activities will seek to increase the effectiveness and responsiveness of the health system, to meet the health needs of the population leaving no one behind. They will reinforce the capacity of the institutions and actors to advocate for health in the policy space; design and roll out structural and organizational transformation of processes and new, modern, accountability arrangements; and to steer the health actors towards a model of care that improves quality and overall outcomes. The action will also strengthen inter-sectoral policy development and implementation mechanisms particularly between health and finance (for more effective prioritization of government expenditures) and health and education (for more effective human resources for health policies). 
Interventions within Output 1.2 will be inclusive health financial policy and corresponding mechanisms leading to the sound public budgeting and increased public revenues of the health sector, their equitable and efficient allocations with new contracting purchaser-provider arrangements in conjunction with health facility level mechanisms for transparent, efficient and accountable utilization of funds and other resources, as well as effective incentives of workers for improving their daily performance (access, quality and efficiency of health care delivery). The action will contribute to renew health financing strategy focusing on a redesign of the basic benefit package, including coverage for outpatient drugs; and revitalize the policy dialogue about pooling, resource allocation and strategic purchasing. 
SO/Outcome 2: Integrated primary health care of improved access and service quality and strengthened primary health system to effectively address prevention of NCDs	
Output 2.1 Concept and mechanism of integrating PHC delivery developed, agreed and implemented with an emphasis on strengthening family medicine
Output 2.2 Population access to integrated PHC services improved
Output 2.3 Quality management and improvement mechanism developed and introduced in health facilities
SO. 2 – Proposed implementation measure: Indirect management with an EU Member State organisation. 
These three outputs are intertwined and emphasise both, integration of PHC services by overcoming fragmentation of service delivery through various vertical programs, as well as ensuring improvements in access and quality of integrated PHC services. Activities within Outputs 2.1 and 2.3 will be enabled by progress within improved health governance and financing (Outputs 1.1 and 1.2) while being implemented at local (district) level. Concept of integrated PHC and mechanism of integration will be elaborated and adopted by regulation (link to Output 1.1). 
Integration of services within the PHC will contribute to improving access to essential health services for the population. While improving access and quality of services at PHC level, strong linkage to the secondary sector will be considered in implementation approach (e.g.  new regulation on patient referrals to ensure continuum of care, joint training, facility level quality management systems). Furthermore, investments in human resources development and management at PHC to be made considering continuation and sustainability of previous work done in the sector by development partners. Support to the development of family medicine based PHC, the development of the Continuous Medical Education (CME) and Continuous Professional Development (CPD) programmes will be in the focus of capacity building of Human Resources for Health. Geographic scope of the action will be determined in coordination with other components. 
SO/Outcome 3:  Promotion of healthy lifestyles and improved prevention of NCDs 
Output 3.1 The population has improved health seeking behaviour and reduced NCDs risk behaviour to reduce the impact of the most significant risk factors for non-communicable diseases
Output 3.2 Prevention of non-communicable diseases strengthened, and screening programmes prepared and implemented
SO. 3 – Proposed implementation measure: Indirect management with an EU Member State organisation. 
Output 3.1 focuses on building capacities of multi-sectoral teams to facilitate the development of a sustainable model at community level to carry out health promotion activities to reduce the burden of NCDs among their population. The teams will elaborate a community health profile and facilitate and support the creation of community-based teams to validate the profile and develop community-based action plans. The action plans will be designed to create a local “healthy community” platform, whether through existing or new platforms and structures to raise awareness of NCD risk and increases diagnosis and care seeking that in turn help to change unhealthy lifestyle and behaviours. The community groups will establish, under the leadership of the PHC teams, patient groups to facilitate support for self-care and work for the emergence of a structured patients’ voice in order to make the health system responsive to patients’ needs. 
Output 3.2. focuses on preparing and implementing screening programmes for main disease categories of non-communicable diseases. Analysis of demographic/epidemiological data and information will be conducted for preparation of screening programs. The results of the research will also be used for the development of feasibility studies and increasing adherence of the target audience. The action will help to develop the guidelines and procedures on organizing screening programmes. Information systems will be strengthened. Legislation will be reviewed and revised. The capacity building of professionals engaged in screenings will be strengthened through different training programmes and on job trainings. 
4.3 		Mainstreaming
All activities included in this action will be designed and implemented in accordance with the principles of the rights-based approach, human rights, gender equality, environmental sustainability and the inclusion of socially or economically deprived groups, wherever these issues are of particular relevance to the institutions being assisted. 
This action promotes non-discrimination and equal access to health services, focusing on the most vulnerable groups. Human rights and inclusion will be promoted through the reinforcement of affordable, quality health services for all contributing to universal health coverage. Gender equality will be reinforced through integration of maternal health and sexual and reproductive health programmes into primary health care and through training health workers to ensure women throughout Georgia have access to essential health services. Environmental sustainability will be promoted through medical waste management by ensuring safe disposal of medical waste avoiding air and soil pollution and infections. 
4.4 		Contribution to Sustainable Development Goals
This intervention is relevant for the United Nations 2030 Agenda for Sustainable Development. It contributes primarily to the progressive achievement of SDGs 3 (Good Health and Well-Being), 5 (Gender Equity), 16 (Peace, Justice and Strong Institutions) and 17 (Partnership for the Goals) through increased access to quality health care services by reducing out of pocket expenditure, providing integrated and comprehensive PHC services including immunization and preventive care. It is also contributing to SDGs 1 (End Poverty) and 10 (Reduced Inequalities).
SDGs 16 and 17 will be addressed primarily through component 1 for the effective governance and financing of the health sector whilst components 2 and 3 will address issues of quality and accessibility of care required for the achievement of SDGs 3 and 5. 
Specific targets such as 'Universal Health Coverage Tracer Index (0-100)' (under SDG 3) and 'Demand for family planning satisfied by modern methods' (under SDG 5) are expected to be improved through the achievements of this action.  
Implementation 
[bookmark: _Ref399942547]5.1	Financing agreement
In order to implement this action, it is foreseen to conclude a financing agreement with the partner country.
5.2	Indicative implementation period 
The indicative operational implementation period of this action, during which the activities described in Section 4 will be carried out and the corresponding contracts and agreements implemented, is 48 months from the date of entry into force of the financing agreement. Extensions of the implementation period may be agreed by the Commission’s responsible authorising officer by amending this Decision and the relevant contracts and agreements. 
The timing of this action will align with the new National Health Strategy (NHS). It is expected that the MoIDPLHSA and the MoF will show impetus for focused actions to further support mentioned implementation.

5.3 		Implementation modality 
The Commission will ensure that the EU appropriate rules and procedures for providing financing to third parties are respected, including review procedures, where appropriate, and compliance of the action with EU restrictive measures[footnoteRef:22]. [22:  www.sanctionsmap.eu Please note that the sanctions map is an IT tool for identifying the sanctions regimes. The source of the sanctions stems from legal acts published in the Official Journal (OJ). In case of discrepancy between the published legal acts and the updates on the website it is the OJ version that prevails.] 

5.3.1	Indirect management with an international organisation
Component 1 of this action may be implemented in indirect management with an entity, which will be selected by the Commission’s services using the following criteria: international organisation involved in health sector policy and financing (Component 1) with existing strong collaboration with the MoIDPLHSA. The organisation must have proven operational capacity to implement the assigned outputs of the action, proven an added value in terms of expertise and internal resources, transparency and absence of conflict of interest. The implementation by this entity entails the implementation of Component 1 of the proposed action for the achievement of governance and financing as well as collaboration with the Components 2 and 3 of the action to ensure coherence and complementarity of the action. In case the envisaged entity would need to be replaced, the Commission’s services may select a replacement entity using the same criteria. If the entity is replaced the decision to replace it needs to be justified.
WHO works worldwide to promote health, keep the world safe, and serve the vulnerable. Its goal is to achieve universal health coverage, to protect people from health emergencies, and to provide people with better health and well-being. To achieve UHC in particular, WHO focuses on primary health care strengthening to improve access to quality essential service in conjunction and by the means of achieving (i) sustainable financing and financial protection of population, (ii) improved access to essential medicines and health products; (iii) improving governance and leadership. In Georgia, WHO has supported institutional development and implementation of health policies and reforms. The EU’s support to WHO through direct projects and the UHC-P enabled WHO to provide timely and scaled technical assistance (TA). 
The WHO Country Office will be the main implementing arm of the action with technical support from the Division of Health Systems and Public Health of the WHO Regional Office for Europe. WHO is ideally placed to play a convening and coordinating role in the context of the action in Georgia, notably to ensure full coherence and synergy between the activities as well as the national policy programmes and activities. 
WHO is the coordinating agency of the Health Development Programme as a whole. WHO's unique convening and coordinating role in the health sector, not least during outbreaks and emergencies, allows the Organization to facilitate the dialogue with the governmental national counterparts and across development partners, other agencies of the United Nations and non-state actors. WHO is well-positioned as privileged interlocutor with the MoIDPLHSA and the MoF to voice concerns and provide options for ensuring the protection of the most vulnerable ones while keeping focused on population health improvements tackling the causes of ill-health upstream.  
Indirect management with WHO as an international organization will allow the delivery of a component of a multi-component assistance programme (combining TA and programme coordination) through one contract with increased efficiency at reduced cost. The UHC Partnership, financed by the EU and other partners and implemented by WHO, aims to promote UHC by fostering policy dialogues on strategic planning and health systems governance, developing health financing strategies and supporting their implementation, and enabling effective development cooperation. To complement the existing UHC-Partnership efforts in Georgia, this action proposes to accelerate the work of WHO and the MoIDPLHSA in achieving the objectives of their UHC-Partnership through an indirect management contract with an international organisation. The outputs will focus on supporting the evidence based strategic planning efforts of the MoIDPLHSA, coordination of aid especially in HSS efforts between GHIs, international and national partners and stakeholders as well as improving human resources, pharmaceutical and HMIS regulation and processes.
5.3.2	Indirect management with a Member State Organisation
Components 2 and 3 of this action may be implemented in indirect management with entities, which will be selected by the Commission’s services using the following criteria: Member State organisations involved in the health sector with existing effective collaboration with the MoIDPLHSA. The organisations must have proven operational capacity to implement the outputs of the action, proven added value in terms of expertise and internal resources, transparency and absence of conflict of interest. The implementation by these entities entails the implementation of Components 2 and 3 of the proposed action for the strengthening of health system focusing on integrated primary health care as well as collaboration with the other components of the action to ensure coherence and complementarity of the action. In case the envisaged entity would need to be replaced, the Commission’s services may select a replacement entity using the same criteria. If the entity is replaced the decision to replace it needs to be justified.
[bookmark: _Ref399941441][bookmark: _Ref399942709][bookmark: _Ref401138063][bookmark: _Ref401138064][bookmark: _Ref401138111]5.4 	Indicative budget
	Items
	EU contribution
(amount in EUR)
	Indicative third-party contribution, in currency identified

	Outcome 1 –  Strengthened health sector governance and financing mechanisms

	Indirect management with the WHO - cf. section 5.3.1
	EUR …M
	N.A

	Outcome 2 – Integrated primary health care of improved access and service quality and strengthened primary health system to effectively address prevention of NCDs

	Indirect management with EU MS organization - cf. section 5.3.2
	EUR …M
	N.A.

	Outcome 3  – Promotion of healthy lifestyles and improved prevention of NCDs

	Indirect management with EU MS organization - cf. section 5.3.2
	EUR …M
	N.A.

	Evaluation (cf. section 5.8), Audit (cf. section 5.9) 
	EUR …M
	N.A.

	Communication and visibility (cf. section 5.10)
	EUR …M
	N.A.

	Total
	EUR …M
	N.A. 


[bookmark: _Toc391992328][bookmark: _Toc391999078]5.6 		Organisational set-up and responsibilities
The EU Delegation will pay specific attention to the overall progress in achieving the objectives of the action fostering cooperation and synergies between the entities implementing its three components. It will be a contractual requirement for each entity in charge of implementation to ensure and demonstrate this cooperation. A specific requirement of the contract with WHO will be the provision of the necessary coordination support for the entire program implementation enabling an effective steering capacity for the EU and the government. Among other activities, this support will ensure the formal coordination of the three components through the organisation of steering committees at the action level twice a year.
5.7 		Performance and results monitoring and reporting 
The day-to-day technical and financial monitoring of the implementation of this action will be a continuous process, and part of the implementing partner’s responsibilities. To this aim, the implementing partner shall establish a permanent internal, technical and financial monitoring system for the action and elaborate regular progress reports (not less than annual) and final reports. Every report shall provide an accurate account of implementation of the action, difficulties encountered, changes introduced, as well as the degree of achievement of its results (outputs and direct outcomes) as measured by corresponding indicators, using as reference the Logical Framework Matrix. 
Reports shall be laid out in such a way as to allow monitoring of the means envisaged and employed and of the budget details for the action. The final report, narrative and financial, will cover the entire period of the action implementation.
The Commission may undertake additional project monitoring visits both through its own staff and through independent consultants recruited directly by the Commission for independent monitoring reviews (or recruited by the responsible agent contracted by the Commission for implementing such reviews).
[bookmark: _Toc392858026][bookmark: _Ref399942520][bookmark: _Toc391022375][bookmark: _Toc391537218]5.8 		Evaluation 
Having regard to the importance of the action, a mid-term and ex-post evaluation will be carried out for this action or its components via independent consultants contracted by the Commission. 
The mid-term evaluation will be carried out for learning purposes, in particular with respect to further EU support or other donor support in the area. The ex-post evaluation will be carried out for accountability and learning purposes at various levels (including for policy revision).
The evaluation reports shall be shared with the partner country and other key stakeholders. The implementing partner and the Commission shall analyse the conclusions and recommendations of the evaluations and, where appropriate, in agreement with the partner country, jointly decide on the follow-up actions to be taken and any adjustments necessary, including, if indicated, the reorientation of the project.
The financing of the evaluation shall be covered by another measure constituting a financing decision.
[bookmark: _Toc391999081][bookmark: _Toc392858027][bookmark: _Ref399942528]5.9		Audit
Without prejudice to the obligations applicable to contracts concluded for the implementation of this action, the Commission may, on the basis of a risk assessment, contract independent audits or expenditure verification assignments for one or several contracts or agreements. The financing of the audit shall be covered by another measure constituting a financing decision.
[bookmark: _Toc391999082][bookmark: _Toc392858028][bookmark: _Toc391022376][bookmark: _Toc391537219][bookmark: _Ref399942534]5.10 		Communication and visibility
Communication and visibility of the EU is a legal obligation for all external actions funded by the EU. This action shall contain communication and gender-aware visibility measures, which shall be based on a specific Communication and Visibility Plan of the action, to be elaborated at the start of implementation.
In terms of legal obligations on communication and visibility, the measures shall be implemented by the Commission, the partner country, contractors, grant beneficiaries and/or entrusted entities. Appropriate contractual obligations shall be included in, respectively, the financing agreement, procurement and grant contracts, and delegation agreements. 
The Communication and Visibility Requirements for European Union External Action (or any succeeding document) shall be used to establish the Communication and Visibility Plan of the action to fulfil the appropriate contractual obligations.

List of abbreviations
	AIDS
	Acquired Immune Deficiency Syndrome

	AoG
	Administration of Government

	CDC
	United States Center for Disease Control and Prevention

	CHE
	Current Health Expenditure

	CIS
	Commonwealth of Independent States

	CME
	Continuous Medical Education

	COPD
	Chronic Obstructive Pulmonary Disease

	CPD
	Continuous Professional Development

	DCC
	Donor Coordination Council

	DRG
	Diagnosis Related Groups

	EU
	European Union

	GDP
	Gross Domestic Product

	GFATM
	Global Fund to Fight Aids, Tuberculosis and Malaria

	GHI
	Global Health Initiatives

	HDL
	High Density Lipoproteins

	HDP
	Health Development Programme

	HF
	Health Financing

	HIV
	Human Immunodeficiency Virus

	HMIS
	Health Management Information System

	HSS
	Health Systems Strengthening

	IMF
	International Monetary Fund

	LEPL
	Legal Entity of Public Law

	MCH
	Maternal and Child Health

	MFF
	Multiannual Financial Framework

	MoF
	Ministry of Finance

	MoIDPLHSA
	Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia

	MS
	Member States

	NCD
	Non-Communicable Diseases

	NCDC
	National Centre for Disease Control and Public Health

	NGO
	Non-Governmental Organization

	NHS
	National Health Strategy

	OOP
	Of-Pocket Payment

	PAR
	Public Administration Reform

	PHC
	Primary Health Care

	SDG
	Sustainable Development Goal

	SO
	Specific Objective

	SSA
	Social Service Agency

	STEPS
	WHO STEPwise Approach to Non-Communicable Diseases Risk Factors Surveillance

	TB
	Tuberculosis

	THE
	Total Health Expenditures

	UHC
	Universal Health Coverage

	UNGA
	United Nations General Assembly

	USAID
	US Agency for International Development

	WHO
	World Health Organization
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