
1. Health System
1.1. Organization and Governance
Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs is formally accountable for the health of the population, policy development, oversight of the health system, the quality of health services and equity in relation to access to health care throughout the country. (Suggested Figures – (1) Organization of the overall healthcare system with main actors, and (2) Organogram of the ministry)

The Social Services Agency (SSA) is a state subordinated institution under the administration of the ministry and, among other roles, it administers service purchasing of services for the UHC program and other healthcare programs. From the budget perspective, this is the largest subordinated agency under the ministry and it is responsible for provision the social protection benefits as well as pensions (Suggested Figure - Organogram of the SSA).   

National Center of Disease Control and Public Health (NCDC and PH) is another subordinated structure under the ministry. The mandate of the agency was established in 1996.is: Early detection and prevention of diseases; Monitoring, evaluation and analysis of health status of the population and risks; Health promotion, education and awareness raising of population; Assessment of environmental hazards affecting human health; Science and education promotion in public health; Promotion of development of state rules, standards and regulations for public health, biosecurity and laboratory activity; Preparing for and responding to public health emergencies and disasters. It covers all public health related activities throughout the country, including the monitoring and security of the epidemiological situation, early detection and prevention of diseases, prevention of public health emergencies and addressing them on a timely manner, prevention of environmental hazards, development of applied and fundamental bio-medical research, etc. (Suggested Figure – (1) Organogram of the NCDC and PH).	Comment by Nana Kavtaradze: The National Center for Disease Control and Public Health (NCDC) – under the state control of the Ministry of Labour, Health and Social Affairs of Georgia was created in 2007, after a merger of the Public Health Department and the Center for National Disease Control and Medical Statistics. NCDC is responsible for the public health of the entire population, including security and monitoring of epidemiological situation in the country, immunization, surveillance, disease prevention and timely response to public health emergencies, health promotion, information support, prevention of environmental hazards and behavioral risk-factors, development of applied and fundamental bio-medical scientific researches in Public health and coordinates the public health lab services based on the “One Health” principle together with the Ministry of Agriculture.
There are other, smaller agencies under the subordination of the ministry, e.g. agency on human trafficking, healthcare regulations agency, etc that are not relevant for this report.

1.2. Major Reforms
Georgia has been implementing economic and social reforms since mid-90th aiming at the economic growth and poverty reduction. 

In early 2000 Georgia started rethinking social protection system with more efficient and fair distribution of welfare considering the level of economic development and challenges that the country was facing at that time. Actual and very comprehensive reforms started in 2004 when the Government replaced inefficient universal social insurance schemes (so called categorical benefits) with targeted social assistance (TSA) mechanisms putting more effective social safety net as a cornerstone of a new model of social protection. Social protection system reforms also triggered substantial revision of the health care system, especially health care financing schemes. 

Introduction of the Medical Insurance Program (MIP) -  in 2007 the MIP was launched. Eligibility was based on the proxy means testing approach used for targeted social assistance. The MIP targeted poor households, teachers, orphaned children and some others groups[footnoteRef:1]. Its benefits package covered: (i) urgent outpatient and inpatient treatment, including necessary diagnostic laboratory tests; (ii) planned inpatient services, with an annual limit of 15,000 GEL, excluding expenses for cosmetic treatment, resort treatment, sexual disorders, infertility, treatment abroad, sexually transmitted infections, HIV and hepatitis C; (iii) chemotherapy and radiation therapy up to 12,000 GEL per year; (iv) outpatient visits and limited diagnostic and laboratory tests prescribed by the primary health care (PHC) doctor; (v) delivery (up to 400 GEL); (vi) outpatient prescription drugs on the essential drugs list up to 50 GEL per year and with a 50% co-payment. In addition to the MIP program, so called vertical programs were accessible to whole population, including immunisation, dialysis, diabetes, TB, HIV and treatment for other infectious diseases. [1:  Smith O (2013) Georgia’s Medical Insurance Program for the Poor, Washington DC: The World Bank. Available at: http://documentsworldbankorg/curated/en/2013/01/17207976/georgias-medical-insurance-program-poor ] 


In its early stages, the MIP was implemented by a single public purchaser. In September 2007, the government contracted out the MIP to private insurance companies (fourteen insurance companies in total). The MIP led to an increase in population coverage from about 100,000 persons in 2006 (mostly in Tbilisi) to 200,000 in September 2007 and over 700,000 by April 2008[footnoteRef:2]. In 2008, the government moved to a voucher-based system which gave the beneficiary the right to choose one out of few participating private insurance companies. The voucher-based system – a flat rate per person insured – gave insurance companies an incentive to be attractive to beneficiaries and to provide additional benefits.  [2:  Transparency International (2012) The Georgian Health Insurance Industry. Berlin: Transparency International. Available at: http://www.transparency.ge/sites/default/files/post_attachments/The%20Georgian%20Health%20Insurance%20Industry.pdf ] 


State-funded Voluntary Health Insurance Scheme - In February 2009, the government introduced an additional state-funded voluntary health insurance (VHI) program to encourage non-MIP beneficiaries to enrol with private insurance companies. The VHI program targeted people aged 3-60 not benefitting from the MIP or any private insurance scheme. It covered the primary, outpatient and inpatient care and emergency care up to 8,000 GEL per year. 

There were two major changes of the MIP, one took place in 2010 the government divided the country into twenty six (26) medical regions and beneficiaries (about 900,000 – roughly 20 percent of the population). Private insurance companies were tasked to operate only in specific regions and serve beneficiaries only from that region.  Private insurers for each region were selected through public tender and granted a three year contract. Private insurers were required to build or to renovate hospitals in their regions. 

In September 2012, prior to national elections, another major of the MIP change took place - the MIP was extended to all pensioners[footnoteRef:3], children aged 0-5, students and people with disabilities. Thus, the program covered additional 800,000 beneficiaries. Although the content of the benefits package was the same for all MIP beneficiaries, there were differences in co-payments, with the most recent beneficiaries paying 10-20% of the cost of services, and 50% of the cost of essential medicines (up to a maximum coverage amount of 100 GEL per year for medicines)[footnoteRef:4].  [3:  Pension age for women – 60, for men – 65 years old ]  [4:  WHO Purchasing situation analysis, 2017] 


Introduction of the Universal Health Care Program - following the 2012 elections, the new government announced that all Georgians would be eligible for publicly financed coverage through the UHC program, which was introduced in February 2013 for those not covered by the MIP or private health insurance schemes. 

The SSA became an administrator of the UHC, thus turned into a single purchaser of the medical services in the country. The decision to shift the purchasing function from private insurers to a public agency was triggered by the high profit margins enjoyed by private insurers. In order to reduce the fragmentation, some of the vertical programs[footnoteRef:5] were incorporated into the UHC program.  [5:  Oncological care, cardio surgery, anti-rabies care, urgent and inpatient care for children under 3 years, urgent care, general ambulatory care.] 


In its early phase, the UHC program provided a minimal benefits package (primary and emergency care) to beneficiaries who registered with the primary care provider of their choice[footnoteRef:6]. This was then expanded in July 2013, to include elective surgery, oncology and childbirth (Suggested table with variable limits and co-payments).  [6:  WHO, USAID, World Bank (2014). A review of UHC reforms introduced in Georgia since February 2013; Smith (2013).] 

In March 2017, the next wave of health care reforms was announced and this brought further differentiated packages for those covered under the UHC. The most striking feature of this set of reforms was that the highest income group of around 43,000 people was excluded from the UHC from July 2017, as they are expected to purchase VHI. 

There are lots of positive trends associated with the introduction of the UHC program, just to mention few[footnoteRef:7]: [7:  Health and Utilization Expenditure Survey (HUES), 2017] 

1. Health care service coverage – increased from 14,1 percent in 2007 to almost 100 percent in 2014,
2. Level of satisfaction with health care services improved - 80.3 percent of the surveyed beneficiaries were satisfied with the outpatient service and 96.4% expressed satisfaction with hospital level emergency care within the universal health care program (WHO European Health Report, 2015) 
3. Utilization of health care services, especially PHC improved - იn 2016, the number of contacts with out-patient facilities per capita reached 3.9 while during the past decades this indicator did not exceed 2.2.

1.3. Financing
Public spending on health in Georgia is mainly drawn from general tax revenues and allocated to the UHC Program and vertical programs, all of which are administered by the SSA and NCDC and Public Health. The UHC Program accounts for the largest share of public spending on health (over 70 percent in past three years) and has been increasing over time due to the expansion of UHC benefits	and largely attributed to curative care services provided at hospitals.	

Between 2012 and 2014, the public share of total health spending increased substantially from 19 percent to 28.2 percent (Suggested Figure with Total Health Expenditures by Source of Financing), with much of the increase associated with the introduction of the UHC Program as mentioned above. 

In Georgia, the total health care expenditures are growing each year. Georgia, from its own economy, spends on healthcare almost as much, as the European Region’s high income countries (8%-9%). Total health spending in Georgia at 7.6 percent of GDP in 2017 is higher than the average for upper-middle-income countries (7.0 percent) and approaching the EU average (10 percent)[footnoteRef:8]. [8:  Overview of the Health and Public Health System of Georgia, NCDC, 2019] 

Since 2013 with the introduction of the UHC program, state budget allocations for the health sector substantially increased (in 2012 - 450 million GEL; in 2016 – 1,017 million GEL; in 2018 – XXX GEL). State expenditure on health, as a share of the GDP is growing annually (in 2012 - 1.7%, in 2016 - 3%), although, this share is still lower than in the Western Europe (EU15) - 8%, EU (EU28) – 7.3%, and the average for European 53 countries – 5.7%.   
In 2014-2015, the state spending on health per capita substantially increased: in 2014 - 186 GEL; in 2015 - 246 GEL[footnoteRef:9].  [9:  Georgia Healthcare Highlights, 2017] 

(Suggested Table with Dynamics on Health Care Expenditures with (i) health expenditure, public, (ii) health expenditure, public as a % of GDP, and (iii) general governmental expenditures on health as a percentage pf total state budget)
(Suggested Table on state spending on health per capita, showing dynamics over past 5-10 years)
(Suggested Table on State Health programs Expenditure). 
Despite rising public spending on health, out of pocket (OOP) payments for health remains the leading source of financing for health in Georgia. Although the UHC Program has been related with a reduction in the OOP share of total health spending (from 73 percent in 2010 to 66 percent in 2016, Source???), it is far higher than in other countries in the region (Suggested Figure comparing Georgia with other countries). There are two main causes of high OOP, i.e. limited coverage of drugs and a very complex co-payment scheme under the UHC. 

1.4. Provision of Services
1.4.1. Public Health
The government health budget covers the public health protection programs. Those are administrated by the NCDC, and Public Health through its 9 regional branches and public health centers in 61 municipalities. There are number of so called public health related “vertical” state programs that the NCDC is in charge ofimplementing, namely:  
· Early Detection and  screening of diseases
· Immunization
· Epidsurveillance
· Blood safety
· Prevention Promotion of existing commitments in the sphere of public health, environmental and occupational diseases’ health
· Management Infectious diseases
· Management of TB
· Management of HIV/AIDS
· Management of Hepatitis C
· Treatment of drug abuse
· Maternal and Child health
· Health promotion
State Program budget administered by the NCDC and PH has been almost tripled from 2012 to 2017 and equaled to 279,839089 mln GEL. There are number of different international organizations that passed their obligations to the state and NCDC and Public Health became an implementer (e.g. Gavi Alliance, GFTAM, US CDC).  It is also worthy to mention that this institution is implementing one of the most successful public health programs on Hepatitis C elimination.  	Comment by Nana Kavtaradze: ეს რიცხვი აღნიNავს რაც დაიხარჯა ფაქტიური 2017 წლის სახელმწიფო საზ. ჯანდაცვის პროგრამებზე. 2018 წლის მონაცემი თუ გინდა - არის 34,969 mln GEL	Comment by Nana Kavtaradze: NCDC-ის ვალდებულება ძირითადად სკრინინგის, ინფორმირების და ჯამრთლობის ხელშეწყობის სფეროა, მკურნალობა არა და  სამინისტრომ ჩაასწოროს ეს წინადადება 

1.4.2. Primary Health Care (PHC)
A large range of providers deliver primary health care services in various settings. The current primary health care services include maternal and child services, immunization, reproductive health, screening, some activities in health promotion and disease prevention at the population and individual levels, basic laboratory tests, diagnostics, palliative care, rehabilitation, psychiatric community-based care and health check-ups (Suggested table on PHC services, providers and settings, see below)

Table X. Primary health	care services, providers	and settings
	Services
	Providers
	Settings

	Promotion of healthy lifestyles and health literacy
	Family practices
	Rural ambulatory hospitals
Outpatient centers

	Vaccination and immunization
	Rural doctors
Family doctors
	Rural ambulatory hospitals
Outpatient centers at hospitals 

	Preventive check-ups of adults
	Specialists 
	In-patient at multi-profile hospitals

	Antenatal and postpartum care
	Specialists
	Maternity hospitals
Hospitals

	Reproductive health
	Specialists
	Hospitals

	Medical services for acute conditions, incl. diagnostics, treatment and minor surgical procedures
	Specialists
	Outpatient centers
Hospitals

	Management of chronic conditions
	Rural doctors
Family practices
	Outpatient

	Diagnosis and prescription
	NA
	Outpatient 

	Cardiovascular risk assessment
	Family practices
	Some outpatient centers

	Medical services delivered at home, including home	visits	
	Rural doctors
Family practices
	Home 

	Rehabilitation
	Specialists
	Home 

	Psychiatric community-based care
	Specialists
	Residential

	Palliative care
	Specialists
	Outpatient centers
Hospitals
Palliative care centers


Source: WHO European Centre for PHC, WHO, Quality of PHC in Georgia, 2018.

The Rural Doctors’ Program was set up in 2008 to upgrade facilities and health workforce skills in primary care facilities in about 900 villages and it covers around 1.1 million people living in rural areas. However, as a vertical program, it runs in parallel with the rest of the primary care. From 2009, in rural regions, individual doctors became budget holders and the SSA started to contract with them directly. Their location varies from public - owned or municipality - owned health facilities to private hospitals, where they work side by side with specialists. In 2016, there were 1,258 rural physician entrepreneurs that were providing services[footnoteRef:10].   [10:  NCDC, 2017] 


Under the UHC program, all beneficiaries have to register with a primary care provider. This does not apply to those covered by VHI. Approximately 80 percent of the Georgian population is registered with a primary care provider[footnoteRef:11]. The patient lists are held electronically and used by the SSA to calculate monthly capitation payments, unless the provider is an individual doctor covered by the Rural Doctors’ Program as they are financed by salaries. The salary level is quite high relative to the number of patients these doctors have on their lists and they are paid more than doctors working elsewhere in primary care. [11:  WHO, Habicht & Thomson, 2016] 


Since 2012, many PHC providers have been integrated with private insurance companies and are now essentially ‘owned’ by the local hospital.

Utilization increased from 2.1 outpatient contacts per year in 2010 to 4 contacts per year in 2015 (NCDC and PH), nevertheless this figure is relatively low in comparison with other WHO European region countries. 	Comment by Nana Kavtaradze: NCDC-ის წყაროდ მითითება აქ და შემდეგაც რამდენად სწორია არ ვიცი, ალბათ მტკიცებულებაზე დაფუძნებულია? 

There are 1,043 outpatient facilities (2016) across the country, and 274 antenatal centers providing PHC services across the country. Not all of them staffed based on best-international practices of physician-nurse ratios. 

1.4.3. Hospital sector
Specialized care in Georgia is provided by secondary and tertiary care institutions – general multi-profile and referral hospitals, scientific-research institutes, specialized hospitals and specialized clinics (dispensaries). Very few hospitals are in public ownership as successive waves of liberal reforms have increased the autonomy of hospitals, with full-scale privatization occurring between 2008 and 2012. 

There is relatively good geographical coverage of specialized services, but tertiary services are concentrated in the big cities. Waiting times for treatment are not an issue. Utilization of inpatient care is high relative to the utilization of primary care. As the UHC program increased access to services, there was a jump in utilization because the system had to cope with a lot of previously unmet need. According to NCDC data, in 2015, there were 11.9 hospitalizations per 100 population, which is low in comparison with other European countries[footnoteRef:12]. [12:  HiT, 2018, NCDC and PH, 2017] 


The geographical access to the hospitals is adequate with 258 in-patient facilities across the country mainly privately owned by pharmaceutical businesses, subsidiaries of the banks (e.g. Evex Corporation) or insurance companies. Number of beds is 15,569 with bed occupancy rate 52 percent which is substantially low in comparison with EU region 86,7 percent[footnoteRef:13]. Average length of stay is also low with 5.9 percent compared to EU region with 8.7 percent[footnoteRef:14]. [13:  NCDC, 2017]  [14:  NCDC, 2017] 


1.5. Human Resources
The Health Care System of Georgia is characterized by the excess of doctors and the lack of nurses and uneven geographical distribution of health care workforce mainly concentrated in the large cities. 
(Suggested table with number of doctors and nurses, number of physicians per 100,000 population)

