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Executive Summary
There have been extensive reforms to the health sector in the last decade, with a transition to a more privatised system of service providers, and the development of the health insurance industry and a system of ‘family doctors’ at the primary level. World Bank and EU-supported projects gave additional support to the development of primary services in a number of pilot regions. The Health Utilisation and Expenditure Survey (HUES) was commissioned to monitor changes in health service utilisation and in out-of-pocket expenditure, with a first survey in 2007 and a follow-up in 2010. 

The survey was based on a nationally representative sample of households, with around 3,200 households analysed in each round. The samples were largely drawn from households that had already been interviewed in the Integrated Household Survey (IHS) undertaken by Geostat. This provided information on their consumption that could be linked with the data collected in the HUES.

The questionnaire collected information current and past sickness episodes, including chronic diseases. It collected information on the use of services in three different time periods. This included information on all sickness and use of services in the last thirty days, to capture expenditure in a defined time period. It also included the last use of services for anyone who had used services in the last six months, to provide a sufficient sample to ask about users’ experience of various types of service. Information on hospitalisation was collected for the preceding year. 
Information was also collected on whether households had been assigned a score in the targeting system used by the Social Services Agency, which is used to identify households that had been classed as ‘vulnerable’ and entitled to assistance. The 2010 survey also asked whether the household had a health insurance policy through the linked Medical Insurance Programme (MIP). 

Changes in the utilisation of health services are complex. In part this is due to a change in the type of conditions that are reported, with a higher proportion of individuals reporting chronic complaints and fewer reporting acute conditions. Some 41% of individuals reported a chronic complaint in 2010, compared with 37% in 2007. This is a large change over such a short period, and is balanced by a decline in the proportion reporting an additional sickness in the preceding 30 days. It is possible that this reflects a difference in respondents’ understanding of these questions between the two surveys. The overall proportion reporting any illness in the preceding six months is unchanged between the two surveys. 

The distribution of the specific conditions that were reported is very similar between the two surveys, with hypertension and other circulatory diseases being the most commonly reported chronic conditions, accounting for around one third, and respiratory and cardiovascular diseases accounting for nearly 55% of occurrences of acute sicknesses reported in 2010. 

Trends in the use of services when sick differ between the two groups. Individuals with acute sicknesses in the preceding 30 days are more likely to report using health services and also report a substantial increase in utilisation from 2007, with some 66% consulting a health care provider in 2010 compared with 57% in 2007. However, when all types of conditions are considered, there is no overall increase in the use of services. For individuals who were sick in the preceding six months, with any type of condition, some three-fifths consulted a health care provider the last time they were ill, with proportions very similar in urban and rural areas. This proportion was unchanged from 2007. 

The overall level of utilisation of health care services in the population as a whole, considering contact with any type of provider, is slightly lower in 2010, at 1.9 contacts per person per annum, than it was in 2007, when it was 2.0. However, this difference is not statistically significant. It appears an increase in utilisation in rural areas from an initially lower level is balanced by a decline in urban areas, with both of these changes significant. Utilization of some specific sources of care, including hospitalization, has increased in the population as a whole. 
There has not been the intended increase in the utilisation of primary-level services, either in overall per capita terms or in terms of the facilities that individuals report consulting when they are ill. For consultations undertaken in the preceding six months, some 51% of all first consultations in 2010 took place at primary level, slightly lower than in 2007. The main sources of consultation are hospitals (as an outpatient), providing some 30% of consultations and polyclinics, providing 24%. Even in rural areas these two sources are used in over 50% of consultations. 

While village ambulatories are the third most important source of consultations in rural areas, they accounted for just 18% in 2010, lower than in 2007. Although this decline is not statistically significant, it is clear that the intended increase in the use of village ambulatory facilities has not occurred. Consultations with specialist and hospital doctors still account for more than two thirds of first consultations, overall and in rural areas. It is possible that the growth of the MIP has tended to discourage the use of primary services, since people who are covered by the programme show an increasing tendency to use hospitals for their first consultations. 

Most people have access to a health facility within 30 minutes by their usual means of transport and the proportion of households that do has increased significantly in rural areas, reaching 78%, and for the population as a whole. There has also been a significant increase in the proportion of respondents who report that doctors are present for at least 5 days a week at the relevant health facility. For village ambulatory centres, the proportion of households reporting this has increased significantly from 65 to 80 percent. 

Although most users reported that tests and medicines prescribed could be obtained at (or near) the place they were prescribed, there has been no general improvement in availability since 2007.  While there has been a small improvement in the availability of tests in urban areas, the availability of medicines appears to have declined slightly overall.

There has been a striking increase in the coverage of health insurance since 2007, with some 30% of individuals covered by 2010. This is largely state-financed and is mostly due to growth in the state Medical Insurance Programme, targeted at poor households. The MIP now covers around one fifth of the population (21%), and has higher coverage in rural areas than in urban areas.  Knowledge of the MIP is widespread in the population, with 93% of respondents saying that they knew it, although only 65% said they knew what benefits it provided. Both surveys suggest that there are concerns around both under-coverage of the poorest households and inclusion of better-off households in the MIP. These findings need to be considered in the light of some limitations to the data, including that the Social Services Agency programme includes a cash transfer which may itself lift some households into a higher quintile.

Despite the growth of the MIP, indicators of affordability for outpatient services do not appear to have improved overall. In around 16% of cases, an individual with an acute illness in the preceding 30 days did not undertake a medical consultation for reasons of cost, a proportion unchanged between the surveys. The proportion of individuals who said that they did not purchase all the medicines prescribed because they could not afford them is slightly higher in 2010, at 13%, compared with 12% in 2007, although this difference is not significant. However, the proportion of individuals who said that they required hospitalisation but were not hospitalised because they could not afford it is small and has declined slightly, but significantly, from 3.9 to 2.6%.

An increasing proportion of the poorest households say that they could not afford to have a consultation or buy medicines due to the cost. This may reflect rising costs in the health sector making it harder for those households that are not protected by the MIP to afford services, and possibly the same has happened for MIP-insured households who are unable to afford medicines, which were not covered by the MIP at the time of the survey. 

Most respondents report being broadly happy with the health services that they receive. Over two thirds state that they have high trust in the nearest health facility and over three-quarters feel that they were properly involved in their care, although the trends in these indicators are mixed. Some two-thirds of respondents said that services had improved since 2007, and this reached three-quarters in rural areas. There has also been a significant increase in the proportion of adults over 30 who report having their blood pressure measured in the last twelve months, from 39 to 44%. An increasing proportion of payments are receipted.

There appear to be some improvements in access, availability and utilisation that have taken place in one or both of the groups of pilot regions, but not in the rest of the rural population. There have not been improvements in the availability of medicines and tests in these areas, and in some cases it had declined. Respondents report that services have improved, although many report the same in non-programme areas. There appears to have been some improvements in the proper receipting of payments in both of the pilot regions. This should provide some encouragement to the support programmes, although it is not possible to confidently attribute changes observed to them.

The surveys collected detailed information on out-of-pocket expenditure on health by households. They showed that, between 2007 and 2010, annualized per capita expenditure increased by to some 59%, from 203 to 324 Gel (in nominal prices). This was substantially more than the general increase in prices in the Georgian economy. The largest increase was in expenditure on pharmaceuticals, which increased by 85% in per capita terms, from 105 to 194 Gel. Inpatient and outpatient expenditure per capita expenditures also increased, by 31% and 54% respectively, while expenditure on ancillary services appears to have declined. 

The overall structure of household expenditure on health has shifted as a result, with some 60% being on pharmaceuticals in 2010, compared with around 50% in 2007. The share of expenditure on inpatient services declined slightly, from 13% to 11%.

There were also increases in the mean expenditure per service use. Mean expenditure per outpatient consultation increased significantly, both for payments made at the facility and for the purchase elsewhere of prescribed drugs. For inpatient services, expenditure per hospitalization also increased from 599 Gel to 684 Gel, although this increase was not statistically significant.  

While mean expenditures have increased, an increasing proportion of patients also report receiving inpatient care that is free at the time of service, increasing from 17% to 25% of those hospitalized. This will reflect the expansion of medical insurance, and particularly the MIP. MIP households are more likely than others to report receiving free inpatient services in the 2010 survey, with some 54% reporting it compared with 11% of non-beneficiaries. Households classed as vulnerable by the Social Services Agency are substantially more likely to report receiving free inpatient services in 2010 than in 2007. 

Some 38% of outpatient consultations were not paid for in 2010, a very similar proportion to 2007; there was a small and insignificant increase in the proportion not paying amongst those from vulnerable households. In 2010, MIP policy holders are significantly more likely to report receiving free services than non-beneficiaries, as are individuals in the poorest two consumption quintiles.

Expenditure reported by individuals with chronic complaints and for self-treatment also increased. Annualized per capita expenditure by individuals with chronic complaints increased significantly, from 267 Gel to 411 Gel. Some 87% of this expenditure is on drugs. The higher prevalence of chronic conditions amongst older people means that 61% of the total national expenditure on chronic conditions is made by individuals over the age of 55 years. These costs will not be substantially addressed by the MIP, even with the recent introduction of drug benefits. Alternative approaches to protecting these households might need to be explored. 

1 Introduction

The Government of Georgia (GoG) has undertaken extensive reforms to the health sector since 2003, when the new government came to power. A number of previously state-provided services have been privatised to varying degrees, and the development of a private health insurance industry has been promoted. The government has developed a publicly-financed health insurance scheme targeted at poor households and linked with a system of cash benefits for the poorest. It has moved some groups of state employees onto an employment-based health insurance system and has promoted subsidised private individual insurance. 

The government has also sought to strengthen primary care services and encourage users to make more use of them. It has developed a system of ‘family doctors’ to this end, with the provision of training in general family medicine and changes in the contractual relationship of providers at lower level facilities -  the village ambulatories and polyclinics. The improvement to primary services and the development of a ‘gatekeeper’ role for family doctors was intended to reduce the high levels of self-referral to secondary services, although in practice the gatekeeper role has not been effectively implemented to date.
The strengthening of primary care was given particular focus in a number of ‘pilot’ regions that received additional support from external partners, both the World Bank and the EU. These are the populations of: Shida Kartli, Ajara, Imereti; and Kakheti, Kvemo Kartli and Samegrelo, respectively. Information was collected to monitor the impact of reforms and investment at the national level and in these regions, focussing specifically on the rural population of the pilot regions where most of the support was targeted. 
The Ministry of Labour, Health and Social Affairs (MOLHSA) and its partners are also undertaking ongoing work on national health accounts, which has generated a need for detailed and reliable data on private health expenditure. 

The GoG therefore decided to undertake a household survey to meet these information needs, which gave rise to the Health Utilisation and Expenditure Survey (HUES). The first, baseline survey took place in May and June 2007 and a follow-up survey was conducted in June 2010. This report presents the results from the 2010 survey, where relevant comparing them with the 2007 survey. 

The objectives of the surveys were to: 

· provide information on reported health status, use of services and satisfaction with services;

· provide information on changes in these measures at the national level and in the pilot regions;

· estimate household health expenditure and compare it with the Integrated Household Survey (IHS) estimates (the latter being addressed in the baseline survey).
The survey was based on a nationally representative sample of households. Around 3,200 households were analysed in each round of the survey, from initial samples of around 3,500 households (Table 1.1). The proportion of sampled households that were interviewed was 95 percent in 2007 and 89 percent in 2010. 

The samples were largely drawn from households that had already been interviewed in the Integrated Household Survey (IHS) undertaken by Geostat. For those households, information on household consumption and expenditure was available from the IHS. This allowed the analysis of sickness, utilisation and health expenditure data, collected in the HUES, by household consumption level, which provides a proxy for income and is the basis of poverty measurement in the IHS. For each such household, information was used from the most recent quarter for which it had been interviewed under the IHS.
 In the baseline survey, some households were sampled from a separate sample frame that was not based on IHS interviewees. This was done to ensure that there was an adequate sample size for the pilot regions. It was not required for the 2010 survey because the IHS sample was expanded after 2007.  

The analysis was undertaken using analytical weights that are specified in the same way as the IHS weights. While drawing the sample in this way had some advantages, it also meant that it suffered the limitations of the IHS sample, including a limited effectiveness at capturing households in newly built dwellings. Further details on the sampling and weights are given in Annex D. 

Table 1.1 Number of households sampled and interviewed
	
	2007
	2010

	
	Frequency
	Percent
	Frequency
	Percent

	Interviewed and analysed
	3,218
	94.8
	3,127
	89.3

	Ineligible for interview
	65
	1.9
	41
	1.2

	Non-response
	112
	3.3
	332
	9.5

	Total
	3,395
	100.0
	3,500
	100.0


The questionnaire was structured into seven main sections, outlined in the Table 1.2. It listed all household members and asked about current and past sickness episodes, including chronic diseases. It collected, separately, information on sickness and use of services in three different time periods. This included information on all sickness and use of services in the last thirty days, to capture all expenditure in a defined time period. It also included the last use of services for anyone who had used services in the last six months, to provide a sufficient sample to ask about the experience of the users of various types of service. In addition, information on hospitalisation was collected for the preceding year. 
The baseline questionnaire was developed by drawing on a number of existing questionnaires that had already been used in Georgia. The first draft was pre-tested extensively and improved as a result. The questionnaire used in the follow-up survey was very similar to the baseline survey to ensure comparability. Some additional information was collected on topics that had become of increasing importance since the baseline survey, such as health insurance. 

Fieldwork was conducted by Geostat in 2010 and by its predecessor, the then Department of Statistics, in 2007. In each case, fieldwork was implemented by a sub-set of the interviewers who normally conduct the Integrated Household Survey, after training sessions of four to five days. The training was conducted in multiple separate sessions led by central office staff who had been closely involved in the piloting of the questionnaire. At follow-up, the survey benefited from the fact that many interviewers and central office staff had already participated in the baseline survey. The fieldwork was generally believed to have proceeded reasonably well, though the level of direct field supervision was lower than desirable. Incoming questionnaires were checked for consistency by the central ‘logical control’ team and any problems identified were followed up with the field team. Double data entry was carried out and inconsistencies resolved, after which more general consistency checks were conducted. 

Table 1.2 Questionnaire sections
	Section of questionnaire
	Unit covered 

	A. Control information
	

	B. General information about the household and its members
	Each household member

	C. Health of household members
	Each household member

	D. Household’s local health facilities and insurance status 
	Each household

	E. Last medical services used in last 6 months
	Completed for each household member who had a medical consultation (including preventive service) in the last six months

	F. Illness, services and expenditures on health in the last 30 days
	Completed for each person who has been sick, has used health services or has spent any money on health care in the last 30 days.

	G. Hospitalisation in the last year
	Completed for anyone who has been hospitalised within the last one year but not in the last 30 days

	H. Occasions when individuals were not hospitalised but should have been
	Each occasion


The data was analysed with SPSS and the preliminary results for the follow-up survey were presented in October 2010. In undertaking the analysis in 2010 and ensuring comparability with 2007, a small number of the 2007 estimates were also revised, most notably the information on the coverage of the then Medical Assistance Programme. 
The body of this report is divided into four chapters. Chapter 2 presents information on levels of illness and on service utilisation. Chapter 3 reports findings on household expenditure on health, while Chapter 4 identifies key conclusions. The annexes provide additional information. This includes a more detailed tabulation of indicators for various population groups, including the pilot regions. Details of sampling and weights in the HUES and the IHS are also given. 
2 Illness and use of health services
This chapter describes the survey findings on self-reported illness and the use of health services. 

Respondents were asked about their experience of illness and about their use of services in three different time periods. This included detailed information on all sickness and use of services in the last thirty days, which was used to collect expenditure information. Information was also collected on the last time a service was used, for anyone who had used services in the last six months. In this case, respondents were asked about their experience of the services, including whether drugs and tests were available. In both cases, information was collected on all services used for that particular condition. Information on hospitalisation was collected for the preceding year. 

Respondents were also asked about times when services were not used, despite illness, and the reasons for this. 
2.1 Sickness rates and conditions

Respondents were asked whether they suffered from any chronic illness, defined as one that had lasted or was expected to last more than one year. They were also asked whether, in addition to those conditions, whether they had been ill with anything else in the last thirty days – these were considered to be acute conditions. 

The proportion of people reporting suffering from a chronic illness is high – some 41% reported it in 2010, an increase from 37% in 2007. Almost 15% reported suffering a second chronic illness. Differences between the urban and rural populations are small. The apparent increase in the prevalence of chronic illness in the population is statistically significant. However, this appears to be a large change over such a short period, and it is balanced by a decline in the proportion reporting an additional sickness in the preceding 30 days. The overall proportion reporting any illness in the preceding six months is unchanged between the two surveys (see Figure 2.1 and Annex A). Although the questions, interviewer instructions and training were identical, it is possible that respondents’ interpretation of the two questions varied between the two surveys. 

Table 2.3 Proportion of individuals reporting sickness
	 
	Year
	Total
	
	Urban
	
	Rural
	

	Individuals with any chronic disease (%)
	2007
	37.1 
	
	     37.5 
	
	     36.7 
	

	
	2010
	41.2
	***
	41.6
	***
	40.7
	***

	Individuals with more than one chronic disease (%)
	2007
	       11.0 
	
	    12.3 
	
	     9.9 
	

	
	2010
	14.5
	***
	15.0
	***
	14.0
	***

	Individuals with one acute sickness last 30 days (%)
	2007
	15.6
	
	18.9
	
	12.6
	

	
	2010
	12.2
	***
	11.8
	***
	12.7
	

	Individuals with more than one acute sickness during the last 30 days (%)
	2007
	1.0
	
	1.4
	
	0.7
	

	
	2010
	0.5
	***
	0.4
	***
	0.6
	


Note: Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1.
A wide range of chronic conditions are reported. The most common chronic diseases are hypertension and other heart or circulatory diseases, which account for about a third of occurrences. The distribution of complaints reported in the follow-up survey is very similar to that reported at baseline.

Table 2.4 Distribution of chronic conditions, 2010 
	% of occurrences 
	Total
	
	Urban
	
	Rural
	

	
	 
	
	 
	
	 
	

	Diabetes
	3.9
	
	4.5
	
	3.4
	

	Hypertension
	20.8
	
	20.5
	
	21.1
	

	Other heart of circulatory system
	13.8
	
	13.1
	
	14.6
	

	Rheumatism, arthritis
	7.4
	
	6.5
	
	8.3
	

	Goitre
	2.9
	
	3.1
	
	2.8
	

	Neurological disorder
	4.9
	
	5.1
	
	4.8
	

	Psycho-emotional disorders
	1.1
	
	1.0
	
	1.3
	

	Tuberculosis
	0.4
	
	0.3
	
	0.6
	

	Cancer
	1.2
	
	1.4
	
	1.1
	

	Asthma
	2.0
	
	2.0
	
	2.1
	

	Gallstones
	1.3
	
	1.0
	
	1.6
	

	Allergy
	2.3
	
	2.9
	
	1.8
	

	Ulcers
	1.1
	
	0.9
	
	1.2
	

	Other gastrointestinal
	5.5
	
	5.6
	
	5.4
	

	Other hepatic, biliary
	4.7
	
	5.1
	
	4.2
	

	Other respiratory
	2.0
	
	2.0
	
	2.0
	

	Other musculo-skeletal
	6.3
	
	5.7
	
	6.9
	

	Gynaecological
	2.6
	
	3.2
	
	2.0
	

	Eye chronic diseases
	4.4
	
	4.2
	
	4.6
	

	Other chronic diseases
	11.2
	
	12.0
	
	10.3
	

	Total
	100.0
	
	100.0
	
	100.0
	


Most of the acute sicknesses reported were respiratory diseases (40% of all occurrences) and cardiovascular diseases, which between them make up nearly 55% of occurrences. Rural and urban distributions are broadly similar. Again, this distribution is similar to that observed in the 2007 survey, although respiratory and cardiovascular complaints make up a slightly lower proportion than in the baseline survey (58%). 
It should be noted that conditions and complaints for both chronic and acute conditions are self-reported and while they may sometimes be based on diagnoses given by doctors to the respondents, in other cases they may not be. They also depended, sometimes, on interviewers interpreting and classifying what the respondent reported.  They cannot be considered to be of equivalent quality to statistics on medical conditions reported through the health system. They are nevertheless informative, particularly since they include conditions where the individual may not have had any contact with the health services.

Table 2.5 Acute conditions during last 30 days, 2010
	% occurrences 
	 Total 
	 Urban 
	 Rural 

	
	 
	 
	 

	Respiratory: pneumonia, influenza, bronchitis, pharyngities
	39.8
	41.6
	38.2

	Cardiovascular: chest pain, cardialgia, hypertension attacks
	14.1
	14.2
	14.1

	Abdominal: cramps, abdominal pain. nausea,
	6.7
	4.6
	8.6

	Neurological: attack of migraine, stroke, myositis, neuralgi
	7.1
	5.9
	8.3

	Road traffic accidents
	0.1
	0.1
	0.1

	Harm purposely inflicted by others
	0.1
	0.0
	0.2

	Other trauma/injury
	4.0
	3.5
	4.4

	Poisoning/intoxication
	0.9
	0.6
	1.1

	Skin problems: rash, other skin diseases (dermatitis)
	1.6
	1.7
	1.5

	Urogenital: cystitis, pyelonephritis, endometritis, prostate
	5.7
	4.1
	7.1

	Other infectious diseases: diphtheria, tetanus, hepatitis
	0.9
	0.9
	0.9

	Pregnancy related problems: abortion, delivery complications
	0.2
	0.0
	0.3

	Psychological/mental problems: acute neurosis, depression
	0.8
	0.9
	0.8

	Dental care (curative)
	6.4
	8.2
	4.8

	Other acute illness
	11.6
	13.8
	9.6

	Total
	100.0
	100.0
	100.0


Overall, slightly under half of the population (48%) rated their health as good, or better than good, over the last four weeks. This was slightly lower than in 2007, a decline which is statistically significant (p<0.01; see Annex A). The rural population was less likely to say their health was good than the urban population in both surveys. 

Figure 2.1 Trends in the proportion of individuals reporting sickness in the last six months and in self-reported health status in the last four weeks
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As would be expected, chronic illness is particularly high among older people, with 74% of men and 85% of women over 60 reporting a chronic illness. The baseline survey showed that, as a result of higher prevalence and their share of the population, females report some 62% of all occurrences of chronic illness; and women over age 60 account for 30%. Differences between male and female in the type of illness reported are not generally large, however. 

Table 2.6 Age and sex differences in reported illness, 2010 
	Indicator
	
	0-14 yrs
	15-60 yrs
	60+ yrs
	Total

	Percentage of population with chronic disease 
	Male
	10.5
	32.3
	74.2
	36.0

	
	Female
	9.7
	39.1
	85.3
	45.8

	Percentage of population with acute sickness during last 30 days 
	Male
	14.0
	10.1
	15.0
	11.8

	
	Female
	11.5
	10.6
	18.6
	12.7


2.2 Service utilisation and place of consultation

The survey collected information on utilisation of services using a number of different recall periods. As a result, interpreting the findings can sometimes be complex. 

The information on the use of all services in the preceding 30 days is probably the most comprehensive. This can be used to estimate the total number of consultations by place of consultation on an annualised basis, although it does not allow for the fact that utilisation may be slightly lower at the time of the survey because it was conducted in the early summer. The measures should be comparable across the two surveys, however. The overall level of utilisation of health care, considering contact with any type of provider, appears to have declined slightly between 2007 and 2010, with 1.9 contacts per person per annum in 2010 compared with 2.0 in 2007 (Table 2.5). However, this change is not statistically significant. A decline in utilisation has occurred in urban areas, while there was an increase in utilisation in rural areas, from an initially lower level. Both of these changes are statistically significant.
A similar trend is seen if only outpatient consultations are considered, when all sources of care are included. However, the trends observed vary also depending on which particular services are considered. Per capita outpatient consultations at hospitals increase slightly, for example.

Overall utilisation levels depend on the frequency with which individuals fall sick, and their propensity to consult with a provider if they are sick. When all cases of individuals who reported being sick in the preceding six months are considered, some three-fifths of individuals who were sick consulted a health care provider the last time they were ill, with proportions very similar in urban and rural areas. This proportion was unchanged from 2007, and so presents a similar picture to the indicators based on overall utilisation per capita. 
Table 2.7 Utilisation of services when sick

	Indicator
	Year
	Total
	
	Urban
	
	Rural
	

	Average number of consultations / contacts per person per annum (all sources of care) (2)
	2007
	2.01
	
	2.36
	
	1.67
	

	
	2010
	1.91
	
	1.85
	***
	1.97
	**

	Average number of outpatient consultations (all types) per person per annum (1)
	2007
	1.74
	
	2.03
	
	1.46
	

	
	2010
	1.66
	
	1.60
	
	1.72
	

	Percentage of total population who reported being sick with any condition in last 6 months and consulted a healthcare provider (2)
	2007
	59.5
	
	59.8
	
	59.3
	

	
	2010
	60.3
	
	59.6
	
	60.9
	

	Percentage of occurrences of acute illness in the past 30 days where a healthcare provider was consulted  (2)
	2007
	56.5
	
	55.6
	
	57.9
	

	
	2010
	66.0
	***
	68.0
	***
	64.3
	*


Notes: (1) Significance of difference not tested; (2) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1.
However, this measure includes both chronic and acute conditions. The analysis above (Table 2.1) showed the individuals were more likely to report a chronic condition and less likely to report an acute condition in 2010 compared with 2007. Individuals with an acute condition are more likely to report consulting a health care provider. Information reported on the preceding six months show an increase in the proportion consulting for individuals who report an acute condition, but a decline in the proportion consulting for those reporting a chronic condition. 

The reports based on illness in the last six months are less exact on this issue than the information based on acute illnesses in the preceding 30 days.
 When the latter is considered, then the proportion of cases with an acute condition where a health care provider was consulted shows a substantial increase from 2007, with some 66% consulting a provider in 2010 compared with 57% in 2007. There has been an increase in both urban and rural areas, although it is larger in urban areas, and significant only in the total and urban populations.

This suggests that the limited change or decline in the overall utilisation of health services identified here reflects a combination of changes in the balance of conditions that are reported and in the tendency to consult for these conditions.

A key objective of health sector reforms has been to strengthen primary health care (PHC) and increase utilisation at this level, reducing self-referral to hospitals. The survey showed that, for consultations undertaken in the preceding six months, some 51% of all first consultations in 2010 took place at primary level (Table 2.6)
. This is slightly lower than in 2007, when it was 53%, although the difference is not statistically significant. Similar trends are observed in both urban and rural populations.

Table 2.8 First place of consultation reported for the last use of services in the preceding six months
	
	2007
	2010

	Place of consultation (last 6 months, based on E2)1
	Total
	Urban
	Rural
	Total
	Urban
	Rural

	Home visit
	8.5
	10.2
	6.8
	7.0
	8.9
	5.1

	Village Ambulatory Centre
	9.7
	0.3
	19.7
	8.9
	0.2
	17.6

	Polyclinic
	24.2
	28.7
	19.3
	23.8
	27.4
	20.2

	Dispensary
	0.4
	0.5
	0.4
	0.5
	0.5
	0.5

	Women's consultation clinic
	1.4
	1.6
	1.2
	1.5
	1.5
	1.5

	Hospital (as an outpatient)
	28.8
	27.3
	30.3
	29.5
	28.5
	30.5

	Hospital (as an inpatient)
	4.4
	3.6
	5.1
	5.2
	4.7
	5.7

	Dental clinic
	5.2
	7.0
	3.2
	4.2
	6.2
	2.2

	Diagnostic centre
	1.9
	2.7
	0.9
	2.8
	3.8
	1.8

	Private office/professional's home
	5.3
	6.9
	3.5
	5.1
	4.8
	5.4

	Pharmacy
	4.8
	4.8
	4.9
	4.0
	5.0
	3.0

	Abroad
	0.2
	0.2
	0.3
	0.4
	0.3
	0.4

	Ambulance - treated only there
	3.6
	4.4
	2.9
	5.2
	5.7
	4.7

	Other
	1.6
	1.6
	1.6
	1.7
	2.3
	1.0

	Don’t know/Refuses to answer
	0.1
	0.0
	0.1
	0.2
	0.1
	0.3

	Total
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0

	
	
	
	
	
	
	

	Percentage of all first consultations that are at PHC level2
	52.7
	52.4
	53.1
	50.9
	50.2
	51.5


Notes: (1) Statistical significance of difference with baseline figures tested for % at village ambulatory centre and % at hospital (as an outpatient); none are significant. (2) Statistical significance of difference with baseline figures tested for % of first consultations at PHC level: none are significant.
The main sources of consultation are hospitals (as an outpatient), providing some 30% of consultations and polyclinics, providing 24%. Even in rural areas these two sources are used in over 50% of consultations. While village ambulatories are the third most important source of consultations in rural areas, they accounted for just 18% in 2010, lower than in 2007. While this decline is not statistically significant, it is clear that the intended increase in the use of village ambulatory facilities has not occurred. Information on the place of consultation for all consultations in the preceding 30 days suggests a broadly similar picture: in the rural population, the average number of outpatient visits per capita to hospitals increases slightly, while the per capita utilisation of village ambulatory facilities remains unchanged (see Annex A).

The findings on place of consultation are also reflected in the person who undertook the consultation. The proportion of first consultations with district and family doctors is unchanged between the two surveys. Consultations with specialist and hospital doctors still account for more than two thirds of first consultations, overall and in rural areas.
 The 2007 survey showed that the vast majority (90%) of consultations with a specialist doctor at non-PHC facilities are self-referred. 
Table 2.9 Person consulted in the last use of services in the preceding six months (first place of treatment only) 
	Main person consulted for a sickness during the last 6 month
	2007
	2010

	
	Total
	Urban
	Rural
	Total
	Urban
	Rural

	District (and family) doctor1
	18.4
	15.3
	21.8
	18.6
	16.7
	20.5

	Specialist (incl. hospital) doctor
	68.5
	69.8
	67.0
	67.6
	64.9
	69.5

	Nurse
	0.9
	0.1
	1.8
	0.4
	0.2
	0.7

	Pharmacist
	4.7
	4.7
	4.8
	3.9
	4.9
	3.0

	Dentist/dental technician
	5.5
	7.7
	3.2
	4.6
	6.9
	2.3

	Lab/diagnostic technician
	0.3
	0.4
	0.1
	0.4
	0.5
	0.2

	Alternative provider
	0.6
	0.9
	0.2
	0.4
	0.4
	0.4

	Other
	1.0
	0.9
	1.0
	4.4
	5.4
	3.4

	Don't know/Refuses to answer
	0.1
	0.1
	0.1
	0.0
	0.1
	0.0

	 Total
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


Note: (1) the differences between the percent of first consultations with a district/family doctor in 2007 and in 2010 are not statistically significant for total, urban or rural populations.

Although it is not certain why this is the case, it is possible that the growth of the coverage of the MIP has tended to reduce financial incentives to use lower level facilities. Amongst MIP beneficiaries, the use of ambulatory facilities for a first consultation, for most recent consultation in the last six months, declines by some 4% points while the use of hospitals increases by a similar proportion between the two surveys (to 26%, similar to the national level). The latter significant at the 10% level, and a similar increase is seen in reports of the preceding 30 days (see Annex A). Since the two groups of beneficiaries – those at baseline and follow-up – may be different from one another in various ways due to the expansion of the programme, this does not necessarily show that becoming a beneficiary increases the extent of hospital consultations in itself, but it nevertheless suggests that the MIP should consider whether it encourages the utilisation of primary services.

2.3 Physical and financial access to services

The period since 2007 has seen ongoing efforts to improve primary health facilities and encourage patients to use them. Much of the focus has been on ambulatory facilities which serve rural areas, where there has been a considerable investment in training to develop practitioners of family medicine, intended to act increasingly as the first point of contact with the health system.

Respondents were asked about the health facility that they would normally use to see a doctor, which could be the one nearest to them or another one. Answers were reported for the household as whole. Most people have access to a health facility within 30 minutes by their usual means of transport. In most cases this refers to taking the bus or walking. Even in rural areas, some 78% of the population live within 30 minutes of the health facility that is the nearest and/or normally visited, although for a small fraction of the population travel times are much longer. 
The proportion of households that report using a facility within 30 minutes travel time has increased significantly in rural areas and for the population as a whole, representing an increase in access. Examining the data behind this, it is because a higher proportion of households in 2010 refer to lower level facilities as the place where they would normally go to see a doctor. In urban areas, respondents were more likely to refer to polyclinics as the usual place of consultation than they were in 2007, and in rural areas they were more likely to refer to polyclinics and village ambulatory facilities in 2010 compared with 2007. It is possible that it is due to the revision of the IHS sample between the two surveys, or that it reflects changes in the perceptions of these lower level facilities. In any case it is surprising, given that utilisation patterns reported above do not show an increase in utilisation of lower level facilities as a place of first consultation. It is possible that individuals report these facilities as the nearest place that they would ‘normally’ go to see a doctor, but in practice their consulting patterns do not reflect this.

Figure 2.2 Trends in access to facilities and the presence of doctors, rural population 
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There has also been a significant increase in the proportion of respondents who report that doctors are present for at least 5 days a week at the relevant health facility. For village ambulatory centres, the proportion of households reporting this has increased significantly from 65 to 80 percent. This represents a substantial improvement in the availability of doctors at these facilities, and for the rural population overall (Figure 2.2).
 There were also some improvements in the availability at other facility types, although doctors were generally available for five days or more at these facilities in 2007, so changes are small.

Although most users reported that tests and medicines prescribed could be obtained at (or near) the place they were prescribed, there has been no general improvement in availability since 2007.  While there has been a small improvement in the availability of tests in urban areas, the availability of medicines appears to have declined slightly overall.

Table 2.10 Indicators of physical access and service availability
	Indicator
	Year
	Total
	
	 Urban
	
	 Rural
	

	Percentage of total population with access within 15 minutes by normal means of travel to a facility where they would normally see a doctor 
	2007
	42.4
	
	55.6
	
	31.4
	

	
	2010
	49.7
	***
	62.6
	**
	37.6
	**

	Percentage of total population with access within 30 minutes by normal means of travel to a facility where they would normally see a doctor 
	2007
	81.9
	
	93.5
	
	72.5
	

	
	2010
	85.5
	**
	93.6
	
	77.8
	*

	Mean number of days per week a doctor is reported to be present at polyclinics. 
	2007
	5.10
	
	5.16
	
	4.90
	

	
	2010
	5.23
	***
	5.22
	**
	5.27
	***

	Mean number of days per week a doctor is reported to be present at ambulatory facilities. 
	2007
	--
	
	--
	
	4.50
	

	
	2010
	--
	
	--
	
	4.92
	***

	Percent of ambulatory facilities where a doctor is reported to be present for 5 or more days a week. 
	2007
	--
	
	--
	
	65.1
	

	
	2010
	--
	
	--
	
	79.7
	***

	Percent of health facilities (other than ambulatory) where a doctor is reported to be present for 5 or more days a week. 
	2007
	98.1
	
	99.3
	
	95.9
	

	
	2010
	99.0
	*
	99.4
	
	98.0
	

	Percentage of patients who were able to obtain medications prescribed by doctor during last consultation
	2007
	84.3
	
	83.7
	
	84.9
	

	
	2010
	82.1
	*
	81.5
	
	82.6
	

	Percentage of patients who were able to get needed lab tests at the same place they went for last consultation.
	2007
	84.4
	
	84.1
	
	84.7
	

	
	2010
	85.7
	
	90.1
	***
	81.6
	


Note: Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1.
The government has promoted the use of health insurance as a means to finance health services in the face of high out-of-pocket expenditure. This has included the development of the state-financed Medical Insurance Programme (MIP), which is a publicly-financed health insurance scheme targeted at poor households. It is linked with a system of cash benefits for the poorest of the households, and targeting is based on a score assigned through a proxy means test administered by the Social Services Agency using information collected during a home visit. The government has also supported a publicly subsidised health insurance scheme open to other households, who contribute 5 GEL per month and so is known as the 5-Lari scheme. It has moved some groups of state employees onto an employment-based health insurance system: the military, teachers, and police officers are all covered through such a scheme. Employment based and unsubsidised individual private individual insurance have been encouraged.

There has been a striking increase in the proportion of the population that is covered by health insurance (Figure 2.3). Overall, some 30% of individuals are covered by health insurance, with the MIP representing the majority of coverage, covering some 21% of the population as a whole. It has highest coverage in rural areas, covering almost 28% of the population (see Annex A). Insurance coverage in urban areas is lower and is constituted by a wider range of schemes, mostly employment-based. The 5-Lari scheme currently has very low coverage.

This information is based on coverage reported for each individual. The survey also collected some additional information about the coverage of the MIP at the household level. This found that some 25% of households reported being insured under the MIP in 2010, with around 23% of the population living in these households.
   

Knowledge of the MIP is widespread, with 93% of respondents saying that they knew it. However, respondents were less sure of the benefits that it provided, with only 65% of all respondents saying that they knew them. 

Figure 2.3 Trends in health insurance coverage 
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Despite this substantial increase in the coverage of insurance, there is little change in the reported affordability of health services. In around 16% of cases, an individual with an acute illness in the preceding 30 days did not undertake a medical consultation for reasons of cost. This proportion is unchanged between the surveys.

Medicine and lab tests were prescribed in some 80 and 44 percent of consultations respectively, and these proportions were similar in 2007 and 2010. The proportion of individuals who said that they did not purchase all the medicines prescribed because they could not afford them is slightly higher in 2010 (at 13%) than in 2007, but this difference is not significant. The same measure for lab tests is unchanged and is much lower than for medicines, at around 4% of all consultations.

The proportion of individuals who said that they required hospitalisation but were not hospitalised, is small and has declined slightly but significantly.
  The proportion who said the same, but gave the reason that they could not afford it, also declines significantly from 3.9 to 2.6%. This suggests that changes implemented since 2007 have reduced the frequency with which people are excluded from hospitalization due to cost. 
Table 2.11 Insurance coverage, payments and affordability 

	Indicator
	Year
	 Total 
	
	 Urban 
	
	 Rural 
	

	Percentage of population reporting being covered by health insurance (government, private or employer) (1)
	2007
	14.1
	
	6.9
	
	18.5
	

	
	2010
	29.5
	***
	13.9
	***
	33.7
	***

	Percentage of occurrences of acute sickness in last 30 days, where no consultation was undertaken because it was too expensive/not enough money  (% of all reasons) (1)
	2007
	16.1
	
	15.3
	
	17.3
	

	
	2010
	16.7
	
	14.3
	
	18.9
	

	Percentage of consultations where medicine was prescribed (1)
	2007
	82.1
	
	77.8
	
	86.6
	

	
	2010
	80.4
	*
	75.4
	
	85.4
	

	Percentage of consultations where medicine was prescribed but not purchased because it was too expensive (base: all consultations) (1)
	2007
	11.8
	
	11.8
	
	11.9
	

	
	2010
	13.1
	
	12.6
	
	13.6
	

	Percentage of consultations where a lab test was prescribed (2)
	2007
	43.5
	
	42.5
	
	44.5
	

	
	2010
	45.1
	
	44.7
	
	45.5
	

	Percentage of consultations where a lab test was prescribed but not done because it was too expensive (base: all consultations) (2)
	2007
	4.2
	
	3.2
	
	5.3
	

	
	2010
	4.2
	
	3.6
	
	4.8
	

	Percentage of population who were reported to need hospitalisation in the last year but were not hospitalised (1)
	2007
	4.4
	
	3.6
	
	5.2
	

	
	2010
	3.4
	***
	3.2
	
	3.6
	***

	Percentage of total population who reported needing hospitalisation in the last year but  were not hospitalised because it was too expensive/they did not have enough money (1)
	2007
	3.9
	
	3.2
	
	4.5
	

	
	2010
	2.6
	***
	2.7
	
	2.5
	***

	Percentage of respondents who expect to pay for a consultation with a doctor at the nearest facility (1)
	2007
	72.6
	
	80.9
	
	65.5
	

	
	2010
	73.5
	
	86.1
	**
	60.0
	

	Percentage of consultations where users got a receipt for all payments made (1)
	2007
	35.4
	
	41.1
	
	28.0
	

	
	2010
	44.5
	***
	52.8
	**
	37.4
	**


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1 
(2) Significance of difference not tested
Most users – around three quarters - expected to pay for a consultation at their nearest facility. This proportion is unchanged overall, but appears to have increased in urban areas and has declined in rural areas, although the latter is not statistically significant. 

There has been a substantial increase in the proportion of consultations where users obtained a receipt for all payments made – from 35 to almost 45 percent. This increase is significant in both urban and rural areas. In rural areas and overall, it remains less than half of all users, however. 
Table 2.12 Key indicators by consumption quintile 

	Indicator
	Year
	Poorest
fifth
	
	Second
	
	Middle
	
	Fourth
	
	Richest
 fifth
	

	Percentage of total population who reported to be sick in last 6 months and consulted healthcare provider
	2007
	55.2
	
	58.0
	
	60.3
	
	61.4
	
	64.6
	

	
	2010
	56.6
	
	56.6
	
	59.6
	
	63.6
	
	64.7
	

	Percentage of occurrences of acute illness in the past 30 days where a healthcare provider was consulted 
	2007
	54.6
	
	58.1
	
	56.5
	
	57.4
	
	58.8
	

	
	2010
	62.1
	*
	60.0
	
	65.3
	**
	68.2
	**
	75.3
	***

	Total consultations / contacts per capita per annum(2)
	2007
	1.69
	
	1.88
	
	1.97
	
	2.17
	
	2.56
	

	
	2010
	1.67
	
	1.71
	
	1.95
	
	2.02
	
	2.19
	

	Percentage of occurrences of acute sickness in last 30 days, where no consultation was undertaken because it was too expensive/not enough money  (% of all reasons)
	2007
	21.5
	
	18.7
	
	23.7
	
	15.2
	
	11.3
	

	
	2010
	27.7
	**
	21.9
	
	21.6
	
	20.5
	*
	7.3
	**

	Percentage of patients who were able to obtain medications prescribed by doctor during last consultation
	2007
	79.1
	
	83.8
	
	85.2
	
	83.0
	
	90.1
	

	
	2010
	71.6
	**
	80.5
	
	84.1
	
	86.5
	
	86.4
	*

	Percentage of consultations where medicine was prescribed but not purchased because it was too expensive (base: all consultations)
	2007
	16.4
	
	11.6
	
	11.6
	
	12.2
	
	7.3
	

	
	2010
	21.7
	**
	14.2
	
	11.1
	
	9.4
	*
	10.3
	*

	Percentage of consultations where a lab test was prescribed but not done because it was too expensive (base: all consultations)
	2007
	6.0
	
	4.6
	
	3.8
	
	4.0
	
	3.6
	

	
	2010
	6.3
	
	4.0
	
	4.2
	
	4.2
	
	2.9
	

	Percentage of population who were reported to need hospitalisation in the last year but were not hospitalised
	2007
	5.3
	
	4.3
	
	3.8
	
	5.3
	
	4.0
	

	
	2010
	4.5
	
	2.3
	
	2.9
	
	3.8
	
	3.6
	

	Percentage of population who were reported to need hospitalisation in the last year but  were not hospitalised because it was too expensive/they did not have enough money (base: total)
	2007
	4.7
	
	3.9
	
	3.3
	
	4.7
	
	3.4
	

	
	2010
	3.5
	
	1.8
	
	2.3
	
	2.8
	
	2.6
	

	Percentage of population reporting being covered by health insurance (government, private or employer)
	2007
	18.5
	
	14.8
	
	12.5
	
	14.4
	
	8.6
	

	
	2010
	39.9
	***
	31.1
	***
	26.6
	***
	23.7
	***
	26.2
	***

	Percentage of the population in households covered by the MIP/MAP(3)
	2007
	14.3
	
	13.2
	
	8.3
	
	9.3
	
	4.2
	

	
	2010
	39.2
	
	26.8
	
	20.1
	
	16.7
	
	13.1
	


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1; 

(2) Statistical significance of difference with baseline figure not tested ; (3) Estimates of the coverage of the MAP for 2007 have been revised in this report. 
Table 2.10 shows a range of key indicators by household consumption quintile. The quintiles divide the population into five equally size groups based on the level of consumption-expenditure reported in their household over the preceding quarter. This consumption data provides a proxy for households’ income, and is used by Geostat to produce official statistics on consumption and poverty levels. Since the sample is divided into five groups, the number of observations is smaller for these tables and estimates are a little more likely to vary by chance. 

As in the baseline survey, richer households are slightly more likely to report a chronic illness than poor households (see Annex B), although this might reflect different perceptions of illness. 
Richer households are also more likely to consult a health care provider when they are sick. For consultations undertaken in the last six months, the percentage undertaking a consultation by quintile is very similar between the two surveys, with around 65% of the wealthiest quintile compared with around 56% of the poorest quintile reporting a consultation. 

The trends in that measure reflect the different trends for chronic and acute illnesses discussed above. For acute illnesses in the past 30 days, there is an increase in the proportion of individuals who consulted a health care provider when they were ill in all quintiles. The increase is much the largest in the richest quintile, at 17 percentage points. Differentials in the proportion seeking care between the richest and poorest quintiles are substantially larger in 2010 than in 2007. Differentials are also larger in the proportion who say that they did not seek care because it was too expensive, and the increase for the poorest quintile (and the fourth) is statistically significant. For the richest quintile, there is a significant decline in the proportion saying that they could not afford care. 

The changes are complicated. One possible explanation is that the better off quintiles are able to continue to use services in the face of rising costs by financing them through their own income and, sometimes, through insurance. Utilisation of services by the poor is supported by the MIP. However, for poorer households that are not covered by the MIP, and for services that are excluded, then the costs may be a more important barrier than they were as a result of price increases. The significant increase in the proportion of the poorest households who say that they could not afford to purchase all the medicines that were prescribed seems to support this interpretation. 

This pattern is not observed for hospitalisation, where all groups show a small decline in the proportion who say that they needed hospitalisation but were not hospitalised. This might be due in part to the coverage of services under the MIP, since medicines are not covered but (selected) inpatient services are, although these estimates are based on quite a small numbers of cases.

Considering overall utilisation levels, better off households have the highest average number of consultations per capita, while it is lowest in the poorest households. The average number of consultations per capita declines in the richest households between 2007 and 2010; it remains largely unchanged for the others. This decline, despite the increase in the proportion consulting when sick, reflects the decline in the proportion of the richest households that report an acute illness in the past 30 days between the two surveys (see Annex A). 

It is possible to examine the coverage of the MIP by consumption quintile. It should be noted that, as presented above, this is the consumption quintile of the household including the effect of the cash transfer that is given to the poorest households under the programme, which may raise some of the poorest households into a higher consumption quintile. The consumption measure also refers to the last time that the household was interviewed in the IHS, rather than at the time of the HUES. This means that the results have some important limitations which must be borne in mind, but are nevertheless of interest. They show that the MIP has extended it coverage most in the poorest quintiles, with almost 40% of the poorest quintile covered by the MIP. However, they also suggest that the inclusion of better-off households in the programme still seems to be a concern.
 The undercoverage of the poorest households, with more than half not currently covered by the programme, also provides grounds for concern. It would be useful to undertake further analysis to assess the impact of adjusting for the transfers received by (some) beneficiary households on these findings. 

2.4 Satisfaction with health services

As was found in the 2007 survey, most respondents in 2010 report being broadly happy with the health services that they received. Over two thirds state that they have high trust in the nearest health facility and over three-quarters feel that they were properly involved in their care. 

However, the trends in these indicators from 2007 to 2010 are mixed. In urban areas, and in the population as a whole, there has been a significant decline in the proportion who say that the reasons for the treatment given were completely explained to them, and in the proportion who feel that they were properly involved in decisions about their care. In contrast, users were significantly more likely to say that facilities were clean or very clean. In rural areas, there has been a significant increase in the proportion who say that they trust the services from their nearest/usual clinic. 

Table 2.13 User satisfaction with services

	Indicator
	Year
	Total 
	
	 Urban 
	
	 Rural 
	

	Percentage of consultations where patients report that doctor/nurse completely explained reasons of treatment 
	2007
	81.0
	
	81.4
	
	80.5
	

	
	2010
	77.4
	**
	74.0
	***
	80.7
	

	Percentage of patients reporting that they were involved as much as they wanted to be in decisions about their care and treatment
	2007
	86.5
	
	87.8
	
	85.3
	

	
	2010
	78.9
	***
	78.6
	***
	79.3
	

	Percentage of patients reporting that they spent more than 12 minutes with the main medical professional they saw
	2007
	91.1
	
	91.0
	
	91.3
	

	
	2010
	90.3
	
	89.3
	
	91.3
	

	Percentage of population reporting that the health care facility they last visited was clean or very clean.
	2007
	93.1
	
	92.1
	
	94.0
	

	
	2010
	95.4
	***
	95.1
	**
	95.7
	

	Percentage of respondents reporting trust in services for nearest / usual clinic
	2007
	65.5
	
	63.4
	
	67.2
	

	
	2010
	66.5
	
	60.5
	
	72.3
	**

	Percentage of respondents reporting that services at their nearest / usual clinic are better or much better than three years previously
	2010
	67.4
	
	58.8
	
	75.5
	


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1

(2) Statistical significance of difference with baseline figure not tested

The 2010 survey also asked respondents to say whether services at their nearest/usual facility were better, the same or worse than they were three years ago. Encouragingly, two thirds of them thought that services had improved, and this reached three quarters of respondents in rural areas, although it should be noted that most of them reported that services were ‘a little better’ rather than ‘much better’ (59 versus 16% in rural areas).
Respondents were asked whether the received some selected preventive services. There has been a significant increase in the proportion of adults over 30 who report having their blood pressure measured in the last twelve months, from 39 to 44%. There also appear to have been some improvements in antenatal services, including the proportion of women who had four or more antenatal consultations and the proportion who had their blood pressure measured, although this is based on a relatively small number of observations (see Annex A). 
2.5 Pilot region baseline estimates

In addition to providing national estimates, the survey provides information on trends for the pilot regions where additional support to reform is being provided through the Georgia Health and Social Projects Implementation Centre (GHSPIC). This support is financed by both the World Bank and the EU, and is directed at the rural populations of: Shida Kartli, Ajara, Imereti (WB); and Kakheti, and  Kvemo Kartli and Samegrelo (EU).
 It was agreed that the entire rural population of these regions would be treated as the pilot population since this is the focus of the support, although in practice there is some variation in the extent of coverage of the rural population and there are some activities in urban areas. Overall, however, assessing trends in the rural population is considered to be the best overall measure of progress in the pilot regions. 
Changes observed in the indicators cannot necessarily be attributed to the support provided by the programme. This is because many other, national-level changes have been undertaken outside of the programme, such as the extension of the MIP, which might cause changes in the programme areas. Furthermore, the comparison with trends in the non-pilot rural population does not necessarily provide a rigorous ‘control’ population against which the impact of the programme’s additional investments can be assessed, since the remaining non-pilot regions are a relatively small fraction of the rural population and may not have been comparable to the pilot regions before the programme began. Nevertheless, an assessment of change in the pilot populations is essential to monitoring progress in the programme indicators and a comparison with the non-pilot regions is sometimes informative. 

The proportion of individuals who report a chronic illness increases in all rural regions, while the trends in the proportion reporting an acute illness in the preceding 30 days are more variable (see Annex A). The proportion of acute illnesses where a healthcare provider was consulted increases in the pilot regions; the increase of 11 percentage points in the WB-supported regions is statistically significant. There is also some increase in the average number of consultations per capita in those regions (though the statistical significance of this change was not tested). However, there is no significant increase in the proportion of individuals whose first consultation was at a village ambulatory centre for any of the regions, and this declines (insignificantly) for some.

The increase in the proportion of households within 30 minutes of where they would normally see a doctor is significant in both the WB- and EU-supported regions, with increases from 72 to 80% and 74 to 82% respectively. There is also an increase in the proportion of ambulatory facilities where a doctor is reported to be present for five or more days in a week in both areas, although this is statistically significant only in the EU-supported regions. 

There is no overall change in the proportion of patients who were able to obtain the prescribed medications at the facility, and this declines significantly in non-pilot regions. The proportion able to obtain the lab tests needed declines significantly in both WB-supported and non-pilot regions. Despite this, three quarters of respondents said that services at their nearest/usual facility had improved, with the lowest proportion in areas without programme support, although again they were mostly said to be ‘a little better’ rather than much better. Respondents trust in services has also increased in the pilot regions; this is significant in the EU-supported regions (see Annex A).

Table 2.14 Selected indicators for pilot and other rural populations

	Indicator
	Year
	All rural
	
	WB regions rural
	
	EU pilot regions rural
	
	Other
rural
	

	Percentage of total population who reported to be sick in last 6 months and consulted healthcare provider (1)
	2007
	59.3
	
	59.5
	
	57.5
	
	62.8
	

	
	2010
	60.9
	
	64.9
	
	55.0
	
	63.8
	

	Percentage of occurrences of acute illness in the past 30 days where a healthcare provider was consulted (1)
	2007
	57.9
	
	57.0
	
	54.9
	
	70.6
	

	
	2010
	64.3
	*
	68.4
	**
	59.7
	
	63.3
	

	Total consultations / contacts per capita per annum(2)
	2007
	1.67
	
	1.66
	
	1.71
	
	1.61
	

	
	2010
	1.97
	
	2.10
	
	1.59
	
	2.46
	

	Place of first consultation at village ambulatory centre, for most recent consultation in previous six months (1)
	2007
	19.7
	
	19.1
	
	18.7
	
	22.8
	

	
	2010
	17.6
	
	18.4
	
	17.6
	
	15.9
	

	Percentage of total population access within 15 minutes by normal means of travel to a facility where they would normally see a doctor(1)
	2007
	31.4
	
	28.2
	
	36.1
	
	27.8
	

	
	2010
	37.6
	**
	35.7
	**
	43.3
	
	30.3
	

	Percentage of total population access within 30 minutes by normal means of travel to a facility where they would normally see a doctor (1)
	2007
	72.5
	
	72.3
	
	74.0
	
	69.2
	

	
	2010
	77.8
	*
	79.7
	*
	81.8
	*
	66.0
	

	Mean number of days per week a doctor is reported to be present at ambulatory facilities. (1)
	2007
	4.50
	
	4.42
	
	4.51
	
	4.64
	

	
	2010
	4.92
	***
	4.65
	
	5.16
	***
	4.90
	

	Percent of ambulatory facilities where a doctor is reported to be present for 5 or more days a week. (1)
	2007
	65.1
	
	60.7
	
	65.7
	
	72.4
	

	
	2010
	79.7
	***
	70.6
	
	91.8
	***
	72.5
	

	Percentage of patients who were able to obtain medications prescribed by doctor during last consultation(1)
	2007
	84.9
	
	82.2
	
	86.1
	
	88.4
	

	
	2010
	82.6
	
	82.1
	
	84.2
	
	81.2
	**

	Percentage of patients who were able to get needed lab tests at the same place they went for last consultation. (1)
	2007
	84.7
	
	87.3
	
	81.3
	
	85.0
	

	
	2010
	81.6
	
	82.0
	**
	84.9
	
	75.7
	*

	Percentage of respondents reporting that services at their nearest / usual clinic are better or much better than three years previously
	2010
	75.5
	
	76.6
	
	77.1
	
	69.8
	

	Percentage of respondents who expect to pay for a consultation with a doctor at the nearest facility(2)
	2007
	65.5
	
	65.8
	
	71.0
	
	52.9
	

	
	2010
	60.6
	
	62.8
	
	59.3
	**
	58.9
	

	Percentage of patients who got a receipt for all  payments made(1)
	2007
	28.0
	
	35.7
	
	13.1
	
	43.9
	

	
	2010
	37.4
	**
	44.4
	*
	28.2
	***
	37.7
	


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1; 
(2) Statistical significance of difference with baseline figure not tested (3) the estimates in this table are across users of all types of facilities and are not limited only to users of ambulatories.

The proportion of individuals who expect to pay for a consultation declines overall, although this decline is only significant in EU-supported regions, and it increases in the non-pilot regions. The proportion of patients who obtained a receipt for all payments increases significantly in the WB-supported regions and more than doubles in the EU-supported regions, although the latter was from a very low base. It declines (insignificantly) in non-pilot regions. 

While the provisos outlined above about attributing changes to the support of the programme are important, there do appear to be some improvements in access, availability and utilisation that have taken place in one or both of the groups of pilot regions, but not in the rest of the rural population. There have not been improvements in the availability of medicines and tests, and in some areas this had declined. Respondents report that services have improved, although many report the same in non-programme areas. There appears to have been some improvements in the proper receipting of payments. This should provide some encouragement to the support programmes. 

3 Health expenditure and finances

3.1 Introduction

This section describes household out-of-pocket health expenditure captured by the two rounds of the HUES. It provides annualized per-capita estimates for various services in 2010 (in current prices) and compares them with similar estimates derived from HUES 2007 (in 2007 prices). It compares mean expenditures between a number of different groups for 2010. It also compares the probability of receiving free benefits for ‘vulnerable’ groups between 2007 and 2010, based on the score assigned by the Social Services Agency
. For 2010, comparisons are also made between MIP insurance holders and non-holders, who include individuals without any insurance or those being insured under various other schemes. 

3.2 Cases captured by the survey

The survey instrument recorded expenditures related to hospitalizations during the 30-day period prior to the survey as well as during last 12 month
, expenditures related to chronic diseases (monthly and annual recurrent costs), to self-treatment and to acute illnesses occurring during last 30 days prior to survey. The estimates are based on the number of cases shown in Table 3.1.

Table 3.15 Total number of cases captured by the survey 

	Type of care received
	HUES 2007
	HUES 2010

	
	Unweighted number of cases
	Cases per 1,000 population(1)
	Unweighted number of cases
	Cases per 1,000 population(1)

	All hospitalizations (during past 12 month)
	486
	43.1
	635(3)
	54.2 

	Use of outpatient services during last 30 days (2)
	1,594
	137.1
	1,698
	141.4 

	Dental care during last 30 days
	139
	13.8
	92
	8.7 

	Ambulance during past 12 month
	210
	18.3
	241
	20.4 

	Cases of chronic conditions facing expenditure
	2,358
	193.4
	3,606
	310.1 

	Self-treatment episodes during last 30 days
	956
	80.3
	690
	59.3  


Notes: (1) weighted estimates; (2) The measure of outpatient services in this table is narrower than that presented in chapter 2, because use of dental services and ambulances are presented separately here, while the estimates in chapter 2 include a wide variety of sources of care; (3) While 635 hospitalization cases were captured by the survey, only 587 valid cases were used for expenditure estimations.
This table reveals that in some instances number of cases captured by the HUES 2010 have increased, including hospitalization, use of outpatient services, and (particularly) chronic conditions. For others, such as dental care and self-treatment, the number of cases declined. Overall health status and health utilization trends are described earlier in this report. In this section we concentrate on the health expenditure estimates made on an out-of-pocket basis by households, which are based on the cases detailed in Table 3.1.
3.3 Household health expenditure estimates for 2010
The survey data gave the household expenditure estimates for 2010 detailed in Table 3.2. More details on this expenditure broken down by population groups and by type of facility are provided in Annex C. When these estimates are compared with the HUES 2007 (Table 3.3) it can be seen that household health expenditure over period of three years increased by 59% in nominal terms, which amounts to 16.7% annual growth year-on-year. This is significantly higher than general price inflation observed in the Georgian economy during 2007-2010, which gives a cumulative increase in prices of around 21% over the period
.   

Table 3.16 Annualized per capita expenditure for 2010 (current 2010 prices) 
	Type of Expenditure
	Total annualized per capita expenditure (Gel)
	Out of Total


	
	
	Per capita expenditure on drugs (Gel)
	Per capita expenditure on diagnostics (Gel)

	Recurrent expenditure for chronic conditions
	127.5
	110.3
	5.1

	Expenditure for self-treatment
	12.2
	10.8
	0.5

	Expenditure for outpatient services
	148.5
	71.8
	28.3

	Expenditure for inpatient services
	34.7
	0.44
	-

	Total per capita expenditure
	323.5
	193.3
	33.9


Expenditure has increased at a different pace for various services. For inpatient care, the average expenditure per head of population grew by 31%, while for outpatient services the increase was 54%. The most significant increase is seen for pharmaceuticals and medical nondurables – 85%, which amounts to annual 22.7% growth year on year. Per capita spending increased from 105 Gel to 194 Gel in current terms.

Table 3.17 Total annualized per capita expenditure HUES 2007 vs. HUES 2010 (current Gel) 
	Health Care Functions
	ICHA-HC code

	HUES 2007
	HUES 2010
	Per Cent Change

	Services of Curative Care
	HC 1
	67.7
	101.8
	51%

	Inpatient curative care (1)
	HC 1.1
	26.5
	34.7
	31%

	OB & Gyn
	HC 1.1.3
	3.1
	8.1
	

	Oncology
	HC 1.1.4
	-
	-
	

	Tuberculosis
	HC 1.1.5
	0.1
	-
	

	Pediatrics
	HC 1.1.8
	1.2
	1.4
	

	Other 
	HC 1.1.9
	22.2
	25.2
	

	Day cases of curative care
	HC 1.2
	-
	
	

	Outpatient curative care
	HC 1.3
	41.2
	63.3
	54%

	Basic medical and diagnostic services
	HC 1.3.1
	17.7
	17.8
	

	Outpatient dental care
	HC 1.3.2
	9.4
	5.4
	

	All other specialized medical services
	HC 1.3.3
	11.6
	15.0
	

	All other outpatient curative care
	HC 1.3.9
	1.1
	25.1

	

	Services of Curative Home Care
	HC 1.4
	1.4
	3.9
	178%

	Services of rehabilitative care
	HC 2
	-
	-
	

	Services of Long-Term Nursing Care
	HC 3
	-
	-
	

	Ancillary services to medical care
	HC 4
	29.6
	25.8
	-13%

	Clinical laboratory
	HC 4.1
	4.6
	8.9
	

	Diagnostic imaging
	HC 4.2
	1.9
	7.9
	

	All other miscellaneous ancillary services
	HC 4.9
	23.1
	9.0
	

	Medical goods dispensed to outpatients
	HC 5
	106.0
	195.9
	85%

	Pharmaceuticals and other medical nondurables
	HC 5.1
	104.6
	194.3
	

	Therapeutic appliances and other medical durables
	HC 5.2
	1.4
	1.5
	

	Total
	
	203.4
	323.5
	59%


 Note (1) Estimate for 2007 revised in this report.
3.4 Expenditure for inpatient services

Overall household expenditure for inpatient services across the population as a whole increased compared to 2007, which was driven by increased hospitalizations and increase in the mean cost per case of hospitalization from 599 Gel to 684 Gel. However, the latter increases were not statistically significant, with the exception of maternity hospitals (significant at 10% level). Changes are not significant when disaggregated for particular groups (Table 3.4). While mean costs per case of hospitalization increased almost for all groups it has to be noted that a statistically insignificant decline was observed among vulnerable and poorest groups (Table 3.4). 

Table 3.18 Mean cost per case of hospitalization in current prices 
	 

Population Groups
	2007 HUES
	2010 HUES

	
	Mean Per Patient per Hospitalization
	Mean Per Patient per Hospitalization

	Urban
	680.5
	
824.3

	Rural
	490.7
	
555.7

	
	
	

	Poorest fifth
	519.3
	
464.5

	2
	473.5
	
672.4

	3
	489.1
	
543.1

	4
	602.5
	
890.8
*

	Richest fifth
	817.6
	
772.2

	
	
	

	Tbilisi
	
	

	East Georgia
	698.1
	
798.1

	West Georgia
	532.9
	
688.0
*

	
	551.9
	
607.6

	
	
	

	Non-vulnerable household
	636.8
	
730.7

	Vulnerable household
	414.5
	
399.4

	
	
	

	General hospital
	561.8
	
694.6

	Maternity hospital
	407.9
	
626.7
***

	Children's hospital
	281.4
	
324.4

	Other specialist hospital
	149.5
	
269.2

	Total for the sample
	599.2
	
684.4


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1;
The means presented in Table 3.4 are for all users, both those who paid something or those who did not pay. In 2010, out of those who sought inpatient service from hospital facilities, some 25% benefited from free care which has increased from 2007 – 17% (p<0.05). Some 66% of individuals from vulnerable households reported receiving free hospital treatment in 2010, compared with 31% in 2007. Consequently, the odds of obtaining free hospital treatment by a vulnerable individual increased 4.4 times by 2010. 

The share of those receiving free hospital care in 2010 was also higher among MIP beneficiaries, at 54%, than for non-beneficiaries (11%). The odds of receiving free hospital treatment was 9.8 times higher among those with MIP insurance policy and these findings had high degree of statistical significance (χ2 p <0.01). A similar difference was detected for individuals from vulnerable households that had 8.8 times higher odds of obtaining free inpatient treatment compared to non-vulnerable in 2010. Most likely this is due to the fact that benefits included in the state funded MIP program cover acute hospitalizations and some planned hospitalizations. 

Figure 3.1 Free hospital benefits among various groups in 2010
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Logistic regression by consumption quintiles for 2010 revealed that those in the poorest quintile were 2.7 times more likely to receive free hospital services than the ones in the richest quintile (p<0.05), which points to the fact that in the current system, the poorest groups seem to be benefiting more from free hospital services then rich. For 2010, differences in obtaining free hospital services between urban/rural locations or different geographical parts of the country were not statistically significant.   

3.5 Expenditure for outpatient services

The mean amount paid for outpatient services has increased since 2007. Expenditure has risen faster for mean provider fees (48%) than for the mean amount paid for drugs purchase outside the facility (37%). The observed increases in mean amounts were generally statistically significant when disaggregated for different groups (see Tables 3.5 and 3.6).

These increases in the mean costs per consultation have not resulted in a proportional growth in household level expenditure for drugs and services (measured in current per capita terms). The total amount spent per capita by households at outpatient facilities increased proportionately less than for drugs

Table 3.19 Mean fee paid to a provider per outpatient visit (current Gel).
	Population Groups
	HUES 2007
	HUES 2010

	
	Mean per Outpatient Visit to Facility
	Mean per Outpatient Visit to Facility

	Urban
	36.7
	
52.2
**

	Rural
	36.4
	
56.0
***

	
	
	

	Poorest fifth
	24.7
	
35.9

	2
	29.8
	
39.2

	3
	34.3
	
57.7
**

	4
	41.8
	
59.8
*

	Richest fifth
	46.4
	
70.0
**

	
	
	

	Male
	34.0
	
47.4
**

	Female
	38.2
	
59.0
***

	
	
	

	Tbilisi
	42.1
	
46.8

	East Georgia
	27.9
	
47.0
***

	West Georgia
	38.2
	
63.9
***

	
	
	

	
	
	

	Non-vulnerable household:
	40.1
	
59.5
***

	Vulnerable household:
	19.2
	
21.8

	
	
	

	Home visit
	12.3
	
32.2
*

	Village Ambulatory Centre
	5.1
	
10.8
**

	Polyclinic
	25.2
	
32.1

	Women's consultation clinic
	59.8
	
83.7

	General hospital (as an outpatient)
	53.4
	
76.2
**

	Maternity hospital (as an outpatient)
	70.8
	
73.2

	Children's hospital (as an outpatient)
	47.7
	
28.6
*

	TB/infection dis. hospital (outpatient)
	14.2
	
28.5

	Other specialist hospital (outpatient)
	118.7
	
235.2
**

	Dentist/dental technician
	69.2
	
52.9

	Diagnostic centre
	79.7
	
146.2

	Private office/professional's home
	24.2
	
47.5
**

	Total population
	36.6
	
54.2
***


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1;
In 2010, of those that sought service from outpatient providers, some 38% reported paying nothing to the provider i.e. receiving free services. This percentage has not changed since 2007, when it was 37%. In 2010, the share of those among the vulnerable who reported paying nothing slightly increased to 22% from 18% in 2007. Among the non-vulnerable the opposite was noted and share of those receiving free OP care declined from 12% in 2007 to 10% in 2010, although the changes were not statistically significant.

.
Table 3.20 Mean cost per prescribed drug purchased elsewhere (current Gel) 
	 

Population groups
	HUES 2007
	HUES 2010

	
	Mean per Prescription (Gel)
	Mean per Prescription (Gel)

	Urban
	24.0
	
35.7
***

	Rural
	28.5
	
35.0
***

	
	
	

	Poorest fifth
	22.9
	
25.2

	2
	25.7
	
33.2
**

	3
	25.2
	
34.7
**

	4
	27.0
	
38.2
***

	Richest fifth
	29.3
	
42.0
***

	
	
	

	Male
	27.0
	
33.5
**

	Female
	25.2
	
36.7
***

	
	
	

	Tbilisi
	23.1
	
30.0
**

	East Georgia
	24.9
	
33.1
***

	West Georgia
	28.9
	
40.3
***

	
	
	

	
	
	

	Non-vulnerable household:
	26.8
	
36.5
***

	Vulnerable household:
	21.3
	
28.6
**

	Total population
	25.9
	
35.4
***


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1;
In 2010, the proportion receiving free service was substantially higher among MIP beneficiaries, at 56%, compared with 31% in the non-MIP beneficiary group. Consequently MIP policyholders were 2.9 times more likely to receive free services from an outpatient care provider then those without MIP policy (χ2 p <0.01). The poorest and those in second quintile were almost also 1.7 times more likely to benefit from free outpatient services than those in the richest quintile (p<0.01). 

While in 2010 some patients received free outpatient care, all had to purchase the drugs prescribed by the provider. The mean amount paid per prescription was slightly higher for non-MIP beneficiaries at 37 Gel, compared with 32 Gel for beneficiaries, on drugs purchased outside the facility of consultation (see Annex C). However, the difference was not statistically significant. This finding suggests that in 2010 the MIP had not affected levels of outpatient drug expenditure. This is not surprising, because outpatient pharmaceutical benefits were not included in the MIP benefit package at the time of the survey. Consequently at the time of the survey MIP policyholders and non-MIP beneficiaries faced comparable out-of-pocket costs when they purchased drugs prescribed by the outpatient care provider.    

3.6 Recurrent expenditure for chronic conditions

During the three-year period since 2007, the mean annual recurrent expenditure for a chronic patient grew by 54%. Table 3.7 below shows the mean expenditure for chronic illnesses by various population groups. All changes in the mean cost per chronic patient detailed in the table are statistically significant. The increase in the reported prevalence of chronic conditions (with qualifications noted earlier in the report) and the increase in the mean cost per chronic patient drove growth in the total spending by households on chronic conditions. The latter rose from 49 Gel per capita in 2007 to 127 Gel per capita in 2010. Such growth amounts to 160% increase in the total amount spent by chronic patients. Some 87% of total spending by chronic patients is devoted to drug purchases and the remaining is spent on providers of care, diagnostics services and other inputs.     
Table 3.21 Annualized expenditure per chronic patient (in current Gel) 
	 

Population Groups
	2007 HUES
	2010 HUES

	
	Mean Per individual with Chronic Complain per Annum
	Mean Per individual with Chronic Complain per Annum

	Urban
	262.5
	
477.0
***

	Rural
	271.6
	
347.5
***

	
	
	

	Poorest fifth
	203.3
	
297.8
***

	2
	271.1
	
365.0
***

	3
	241.0
	
348.4
***

	4
	276.7
	
517.4
***

	Richest fifth
	313.2
	
481.8
***

	
	
	

	
	
	

	Tbilisi
	278.1
	
508.0
***

	East Georgia
	267.9
	
322.4
***

	West Georgia
	260.6
	
412.4
***

	
	
	

	Non-vulnerable household
	276.2
	
426.0
***

	Vulnerable household
	227.1
	
307.2
***

	Total population
	267.1
	
411.1
***


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1
Figure 3.2 Expenditure for chronic conditions in 2010
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In 2010 the mean annual expenditure for chronic conditions per patient is higher for children and younger adults than for older people (Figure 3.2). However, the share of population that faces costs resulting from chronic conditions gradually increases from younger ages to older ones, and among 65+ almost 82% face these costs. Consequently the higher prevalence of chronic conditions among older age population results in a higher annual per-capita spending. As a result, 61% of the total national expenditure for chronic conditions is made by people older than 55 years (see Annex C). 

A comparison of mean annual recurrent expenditure on chronic conditions in 2010 among MIP and non-MIP beneficiaries revealed that non- beneficiaries face higher costs (446 Gel) than MIP policyholders at 322 Gel; the difference is statistically significant (p<0.001). Since outpatient drugs, which comprise the largest share of annual expenditure for chronic patients, are not included in the MIP benefit package, the reason for the observed differences is not clear and further research would be useful. 

3.7 Expenditure for self-treatment

The number of cases of self-treatment
 captured by the HUES was significantly lower in 2010 compared with 2007. The mean amount spent by a self-treating individual was 20 Gel in 2010, which is significantly higher than the amount observed in 2007 - 13 Gel (Table 3.8). Mean expenditure for self-treatment has increased for all categories of the population as detailed in the table below. The largest portion of the amount spent on self-treatment is spent on drugs and herbal remedies and the rest on medical supplies and on diagnostic tests (when performed).  

Table 3.22 Mean expenditure per case of self-treatment (current Gel) 
	 

Population Groups
	2007 HUES
	
	2010 HUES
	

	
	Mean Per Patient
	
	Mean Per Patient
	

	Urban
	14.9
	
	21.6
	***
	

	Rural
	11.5
	
	19.4
	***
	

	
	
	
	
	
	

	Poorest fifth
	11.0
	
	14.8
	**
	

	2
	12.7
	
	19.7
	***
	

	3
	11.6
	
	19.3
	***
	

	4
	12.3
	
	19.3
	***
	

	Richest fifth
	20.1
	
	30.4
	**
	

	
	
	
	
	
	

	
	
	
	
	
	

	Tbilisi
	15.4
	
	20.0
	
	

	East Georgia
	11.5
	
	17.2
	***
	

	West Georgia
	13.6
	
	23.1
	***
	

	
	
	
	
	
	

	Non-vulnerable household:
	13.5
	
	20.6
	***
	

	Vulnerable household:
	12.9
	
	19.0
	**
	

	Total population
	13.4
	
	20.4
	***
	


Note: (1) Statistical significance of difference with baseline figure:  *** p<0.01; ** p<0.05; * p<0.1
The total household expenditure on self-treatment in current per capita terms has not increased significantly between 2007 and 2010 and it stood at around 12 Gel in both years. This is true, despite the increase in the mean cost per case of self-treatment because of the reduced incidence of self-treating cases reported in the HUES 2010.  

3.7.2 Expenditure on ambulance services

The survey captured 241 cases of ambulance service utilization among the surveyed population or 20.4 per 1,000 individual in the sample. The mean amount paid per event amounted to 2.8 Gel and in current per capita terms 0.02 Gel was spent when averaged across the population as a whole. However, the number of ambulance calls captured by the survey is ten times less then reported in official government statistics for 2009
, which raises concerns about the comparability of these two sources and consequently about national level spending estimates on ambulance services.
3.8 Structure of total expenditure

The HUES 2010 revealed that household expenditure in current terms increased significantly over three years from 2007. The annualised growth rate of expenditure was higher compared to general inflation Expenditure on pharmaceuticals grew at a pace of 23.7% year on year (in current terms). Findings of the HUES 2010 are further confirmed with Consumer Price Index published by Geostat for general consumer goods and services and for medicines (see Figure 3.3). Geostat data shows that price increases for pharmaceuticals far outpaced price increases for general goods and services in the Georgian economy between October 2007 – October 2009. This might be partly due to to an unregulated and oligopolistic pharmaceutical market
, which long has concerned policy makers. 
Figure 3.3 Consumer price indices and drug price inflation
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Source: Geostat 2010
Figure 3.4 Structure of Household Health Spending
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Over the three years, the structure of household health spending changed and the share of pharmaceutical expenditure increased from around 50% to more than 60% in 2010. The share of household resources devoted to outpatient curative care increased slightly, but only around 1%. The resources devoted to inpatient services declined in the overall structure of household health spending from 13 to around 11%.

4 Conclusions

The surveys collected detailed information on illness, the utilisation of services and expenditure in 2007 and 2010. This was a period of considerable change in the health sector, and the findings point to a complex picture. In part this is due to a change in the composition of conditions that are reported, with a higher proportion of individuals reporting chronic complaints and fewer reporting acute conditions. Trends in the use of services when sick differ between the two groups, with patients with acute sicknesses in the preceding 30 days being more likely to report using health services, while use of services over the preceding six months across all types of conditions is unchanged.

Overall utilisation per capita in the population as a whole, in terms of total contacts with any provider, appears to have remained largely constant between 2007 and 2010. An increase in utilization in rural areas has been balanced by a decline in urban areas. 
There has not been the intended increase in the utilisation of primary-level services, either in overall per capita terms or in terms of the facilities that individuals report consulting when they are ill. However, there has been an increase in hospitalisation (inpatient) rates and in the frequency of outpatient consultations at hospitals. It is possible that the growth of the MIP has tended to encourage these trends, since people who are covered by the programme show an increasing tendency to use hospitals for their first consultations. The nature of the benefits package under the MIP could be driving these changes. 

Respondents reported an increased access to health facilities, in terms of travel times, compared with 2007. This appears to be due to more often making reference to lower level facilities as the place where they would normally consult a doctor, although consultation patterns suggest that this is not reflected in their actual behaviour when ill. Doctors are reported to be more commonly present at village ambulatory facilities for five or more days per week, also representing an increase in the accessibility of services, although medicines and tests are no easier to obtain.

There has been an enormous increase in the coverage of health insurance since 2007. This is largely state-financed and is mostly due the MIP. This scheme now covers around one fifth of the population, and has higher coverage in rural areas than in urban areas. 
Possibly as a consequence of this, there is a small but significant reduction in the proportion of individuals who say that they required hospitalization but were not hospitalized because of the cost. However, indicators of the affordability of outpatient services do not appear to have improved, and an increasing proportion of the poorest households say that they could not afford to have a consultation or buy medicines due to the cost. This may reflect rising costs in the health sector making it harder for those households that are not protected by the MIP to afford services, and possibly doing the same for MIP-insured households who are unable to afford medicines, which were not covered by the MIP at the time of the survey. 

As in 2007, the survey suggested that there are remaining concerns around both under-coverage of the poorest households and inclusion of better-off households in the MIP. These findings need to be considered in the light of limitations to the data, particularly that transfers from the programme itself may move some beneficiary households into higher quintiles.

Some two-thirds of respondents said that services had improved since 2007, and this reached three-quarters in rural areas. Most said that they had improved ‘a little’ however, and the trends in other indicators of quality were mixed. An increasing proportion of payments are receipted. 

There have been improvements in some of the utilisation and service quality indicators in some of the pilot regions, although the pattern is mixed, and it is not possible to confidently attribute changes observed to the support programmes themselves. 

The surveys collected detailed on information out-of-pocket expenditure by households. They showed that, between 2007 and 2010, per capita expenditure increased by some 59%, substantially more than the general increase in prices in the Georgian economy. The largest increase was in expenditure on pharmaceuticals, which increased by 85% in per capita terms. Inpatient and outpatient expenditure annual per capita expenditures also increased, by 31% and 54% respectively, while expenditure on ancillary services appears to have declined. The overall structure of household expenditure on health has shifted as a result, with some 60% being on pharmaceuticals in 2010. 

There were also increases in the mean expenditure per case for outpatient consultations and inpatient services, although the changes were not significant for the latter. Expenditure reported by individuals with chronic complaints and for self-treatment also increased. 

While mean expenditures have increased, an increasing proportion of patients report receiving inpatient care that is free at the time of service – that is, report paying zero out-of-pocket for services. This will reflect the expansion of medical insurance, and particularly the MIP. MIP beneficiaries are more likely than others to report receiving free inpatient and outpatient services in the 2010 survey. Households classed as vulnerable are also more likely to report receiving free services in 2010 than in 2007, for both inpatient and outpatient services, although only the increase in free inpatient services is significant. 

Those suffering from chronic illnesses and facing significant recurrent expenditure for outpatient drugs did not feel the benefits of the MIP and are subjected to a significant financial burden. Those above 55 years contribute almost 61% of total private (household) expenditure spent on chronic illnesses and on average pay 411 Gel annually for drugs and in various service fees. In the light of such costs, the Government’s intent to include 25 Gel pharmaceutical benefits in the MIP may not result in a substantial positive impact on this group. Alternative approaches might be explored, which could include providing financial protection above any pharmaceutical expenditure limit, to protect high spenders. Focusing pharmaceutical benefits on the drugs required for most prevalent health conditions among older age groups (e.g. hypertension and other heart or circulatory diseases, etc.) might also be considered. 
Annex A Additional tables: illness and use of health services
Table A.1 Sickness rates and conditions

	Indicator 
	Year

	 Total 
	
	 Urban 
	
	 Rural 
	
	 WB Pilot region Rural
	
	EU Pilot region Rural
	
	Other rural 
	
	MIP benef-iciaries

	Non benefic-iaries

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Percentage of total population with chronic disease 
	2007
	37.1 
	
	37.5 
	
	36.7 
	
	36.4
	
	35.6
	
	40.1
	
	51.8
	34.9

	
	2010
	41.2
	***
	41.6
	***
	40.7
	***
	39.3
	*
	39.9
	**
	45.1
	*
	47.3
	39.3

	Percentage of total population with acute sickness during last 30 days 
	2007
	15.6
	
	18.9
	
	12.6
	
	13.1
	
	13.4
	
	9.5
	
	16.3
	15.5

	
	2010
	12.2
	***
	11.8
	***
	12.7
	
	13.5
	
	10.4
	**
	15.6
	***
	14.7
	11.5

	People with two or more chronic diseases
	2007
	       11.0 
	
	       12.3 
	
	         9.9 
	
	9.2
	
	9.6
	
	12.0
	
	17.7
	10.0

	
	2010
	14.5
	***
	15.0
	***
	14.0
	***
	13.0
	***
	12.7
	**
	18.7
	***
	18.0
	13.5

	People with an additional acute sickness during the last 30 days
	2007
	1.0
	
	1.4
	
	0.7
	
	0.5
	
	0.9
	
	0.3
	
	0.6
	1.0

	
	2010
	0.5
	***
	0.4
	***
	0.6
	
	0.6
	
	0.5
	
	1.1
	
	0.7
	0.5


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1  
Table A.2 Chronic diseases (Year 2010)
	 
	Total
	Urban
	Rural
	WB pilot rural
	EU pilot rural
	other rural
	MIP benef-iciaries
	Non benefic-iaries

	% of occurrence
	 
	 
	 
	
	 
	 
	 
	 

	Diabetes
	3.9
	4.5
	3.4
	3.7
	2.9
	3.6
	3.0
	4.8

	Hypertension
	20.8
	20.5
	21.1
	22.1
	20.4
	20.6
	20.3
	21.0

	Other heart of circulatory system
	13.8
	13.1
	14.6
	13.3
	16.0
	14.4
	14.1
	13.7

	Rheumatism, arthritis
	7.4
	6.5
	8.3
	9.6
	6.7
	8.9
	8.3
	7.1

	Goitre
	2.9
	3.1
	2.8
	2.2
	2.6
	3.9
	2.4
	3.1

	Neurological disorder
	4.9
	5.1
	4.8
	5.9
	4.0
	4.2
	5.8
	4.6

	Psycho-emotional disorders
	1.1
	1.0
	1.3
	1.0
	1.6
	1.1
	1.8
	0.9

	Tuberculosis
	0.4
	0.3
	0.6
	0.4
	0.9
	0.3
	0.4
	0.5

	Cancer
	1.2
	1.4
	1.1
	1.0
	0.7
	1.9
	2.1
	0.9

	Asthma
	2.0
	2.0
	2.1
	2.1
	1.9
	2.2
	2.2
	2.0

	Gallstones
	1.3
	1.0
	1.6
	1.9
	1.5
	1.5
	1.5
	1.3

	Allergy
	2.3
	2.9
	1.8
	1.4
	2.1
	1.5
	1.5
	2.7

	Ulcers
	1.1
	0.9
	1.2
	0.8
	1.9
	0.6
	0.6
	1.2

	Other gastrointestinal
	5.5
	5.6
	5.4
	5.6
	5.8
	5.2
	5.2
	5.6

	Other hepatic, biliary
	4.7
	5.1
	4.2
	4.7
	4.7
	3.9
	3.9
	4.9

	Other respiratory
	2.0
	2.0
	2.0
	2.2
	2.0
	2.0
	2.0
	2.0

	Other musculo-skeletal
	6.3
	5.7
	6.9
	7.1
	7.8
	5.6
	5.6
	6.5

	Other gynaecological
	2.6
	3.2
	2.0
	1.9
	1.9
	2.6
	2.6
	2.6

	Other eye chronic diseases
	4.4
	4.2
	4.6
	3.7
	4.4
	5.7
	5.7
	3.9

	Other chronic diseases
	11.2
	12.0
	10.3
	9.4
	10.1
	11.0
	11.0
	11.2

	Total
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


QC1 “Does name suffer from any chronic disease – that is one that has lasted or will last more than one year?” QC2 “What is it?”  Base: 11.848 cases, weighted 
Table A.3 Acute sickness during last 30 days (Year 2010)
	 
	 Total 
	 Urban 
	 Rural 
	 WB pilot 
	EU pilot
	 other rural 
	MIP benef-iciaries
	Non benefic-iaries

	% occurrence of sickness
	 
	 
	 
	 
	
	 
	 
	 

	Respiratory: pneumonia, influenza, bronchitis, pharyngities
	39.8
	41.6
	38.2
	40.5
	33.3
	40.6
	37.7
	40.6

	Cardiovascular: chest pain, cardialgia, hypertension attacks
	14.1
	14.2
	14.1
	12.0
	18.4
	12.2
	16.4
	13.2

	Abdominal: cramps, abdominal pain. nausea,
	6.7
	4.6
	8.6
	9.2
	11.0
	4.3
	7.0
	6.5

	Neurological: attack of migraine, stroke, myositis, neuralgi
	7.1
	5.9
	8.3
	7.7
	10.2
	6.8
	6.9
	7.2

	Road traffic accidents
	0.1
	0.1
	0.1
	0.0
	0.0
	0.3
	0.0
	0.1

	Harm purposely inflicted by others
	0.1
	0.0
	0.2
	0.2
	0.4
	0.0
	0.2
	0.1

	Other trauma/injury
	4.0
	3.5
	4.4
	5.2
	4.1
	3.6
	6.5
	3.0

	Poisoning/intoxication
	0.9
	0.6
	1.1
	0.7
	2.1
	0.6
	1.3
	0.7

	Skin problems: rash, other skin diseases (dermatitis)
	1.6
	1.7
	1.5
	1.8
	1.4
	1.0
	0.9
	1.9

	Urogenital: cystitis, pyelonephritis, endometritis, prostate
	5.7
	4.1
	7.1
	8.3
	5.2
	7.4
	7.8
	4.8

	Other infectious diseases: diphtheria, tetanus, hepatitis
	0.9
	0.9
	0.9
	0.7
	0.0
	2.3
	0.4
	1.0

	Pregnancy related problems: abortion, delivery complications
	0.2
	0.0
	0.3
	0.0
	0.0
	1.1
	0.2
	0.2

	Psychological/mental problems: acute neurosis, depression
	0.8
	0.9
	0.8
	0.6
	0,4
	1.6
	0.3
	1.1

	DENTAL CARE (curative)
	6.4
	8.2
	4.8
	3.3
	4.8
	7.2
	3.6
	7.5

	Other acute illness
	11.6
	13.8
	9.6
	9.8
	8.8
	10.2
	11.9
	10.8

	Total
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


Table A.4 Additional acute sickness during last 30 days (Year 2010)
	Condition
	 Total 
	 Urban 
	 Rural 
	 WB pilot 
	EU pilot
	 other rural 
	MIP benef-iciaries
	Non benefic-iaries

	 Percentage of Occurrence
	
	
	
	
	
	
	
	

	Respiratory: pneumonia, influenza, bronchitis, pharyngities
	35.4
	36.6
	34.5
	36.0
	26.0
	41.1
	33.5
	36.3

	Cardiovascular: chest pain, cardialgia, hypertension attacks
	19.1
	19.8
	28.6
	16.2
	26.9
	13.6
	23.4
	17.2

	Abdominal: cramps, abdominal pain. nausea,
	7.2
	5.2
	9.0
	10.4
	12.4
	3.4
	8.1
	6.9

	Neurological: attack of migraine, stroke, myositis, neuralgi
	7.5
	6.4
	8.4
	6.7
	11.5
	7.8
	5.0
	8.6

	Road traffic accidents
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	Harm purposely inflicted by others
	0.1
	0.0
	0.1
	0.4
	0.0
	0.0
	0.3
	0.0

	Other trauma/injury
	3.5
	1.4
	2.1
	3.5
	4.6
	3.2
	4.9
	2.8

	Poisoning/intoxication
	0.2
	0.4
	0.6
	0.5
	1.6
	0.0
	0.6
	0.5

	Skin problems: rash, other skin diseases (dermatitis)
	1.5
	1.5
	1.4
	1.8
	0.6
	1.7
	0.4
	2.0

	Urogenital: cystitis, pyelonephritis, endometritis, prostati
	7.7
	6.0
	9.2
	9.9
	6.8
	10.5
	10.8
	6.4

	Other infectious diseases: diphtheria, tetanus, hepatitis, m
	0.6
	0.5
	0.6
	1.3
	0.0
	0.0
	0.3
	0.7

	Pregnancy related problems: abortion, delivery complications
	0.1
	0.0
	0.1
	0.0
	0.0
	0.4
	0.0
	0.1

	Psychological/mental problems: acute neurosis, depression, o
	0.9
	0.6
	0.3
	0.4
	0.0
	1.7
	0.5
	1.2

	DENTAL CARE (curative)
	4.9
	6.1
	3.8
	2.5
	3.1
	6.4
	2.6
	5.9

	Other acute illness
	11.0
	13.1
	9.2
	10.5
	6.4
	10.3
	9.9
	11.5

	Total occurance
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


Table A.5 Utilisation of health services 
	Indicator
	Year
	Total
	
	Urban
	Rural
	
	WB Pilot
	
	EU  pilot
	
	Other rural
	
	MIP benef-iciaries
	
	Non benefic-iaries

	Percentage of total population who reported to be sick in last 6 months (1)
	2007
	53.5
	
	56.2
	51.0
	
	51.1
	
	50.6
	
	51.9
	
	67.3
	
	51.7

	
	2010
	55.2
	*
	56.0
	54.5
	**
	54.3
	
	51.3
	
	61.3
	***
	60.6
	
	53.6

	Percentage of total population who reported to be sick in last 6 months who consulted healthcare provider (1)
	2007
	59.5
	
	59.8
	59.3
	
	59.5
	
	57.5
	
	62.8
	
	58.4
	
	59.8

	
	2010
	60.3
	
	59.6
	60.9
	
	64.9
	**
	55.0
	
	63.8
	
	62.2
	
	59.6

	Percentage of all first consultations, for last consultation in the last 6 months,  that are done at a PHC level(1)
	2007
	52.7
	
	52.4
	53.1
	
	48.0
	
	61.4
	
	47.4
	
	59.0
	
	49.8

	
	2010
	50.9
	
	50.2
	51.5
	
	50.1
	
	52.5
	**
	52.6
	
	55.2
	
	47.0

	Percentage of occurrences of acute sickness in last 30 days, where a health care provider was consulted (1)
	2007
	56.5
	
	55.6
	57.9
	
	57.0
	
	54.9
	
	70.6
	
	56.2
	
	63.3

	
	2010
	66.0
	
	68.0
	64.3
	
	68.4
	
	59.7
	
	63.3
	
	63.7
	
	72.1

	Place of first consultation at village ambulatory centre, for most recent consultation in previous six months(2)  
	2007
	9.7
	
	0.3
	19.7
	
	19.1
	
	18.7
	
	22.8
	
	17.3
	
	8.0

	
	2010
	8.9
	
	0.2
	17.6
	
	18.4
	
	17.6
	
	15.9
	
	13.1
	
	7.4

	Place of first consultation at hospital as an outpatient, for most recent consultation in previous six months(2)
	2007
	28.8
	
	27.3
	30.3
	
	35.7
	
	21.9
	
	36.1
	
	21.3
	
	29.9

	
	2010
	29.5
	
	28.5
	30.5
	
	31.5
	
	31.1
	
	27.9
	
	25.8
	*
	30.8

	Person consulted is village or district doctor, for most recent consultation in previous six months (all consultations)(2)
	2007
	17.9
	
	15.1
	20.9
	
	21.5
	
	18.5
	
	24.6
	
	26.1
	
	16.3

	
	2010
	18.1
	
	16.7
	19.5
	
	21.0
	
	15.0
	
	23.4
	
	23.7
	
	16.1

	Total consultations / contacts per capita per annum(3)
	2007
	2.01
	
	2.36
	1.67
	
	1.66
	
	1.71
	
	1.61
	
	2.52
	
	1.94

	
	2010
	1.91
	
	1.85
	1.97
	
	2.10
	
	1.59
	
	2.46
	
	2.47
	
	1.74

	Total outpatient consultations  per capita per annum(3)
	2007
	1.74
	
	2.03
	1.46
	
	1.45
	
	1.52
	
	1.32
	
	2.25
	
	1.66

	
	2010
	1.66
	
	1.60
	1.72
	
	1.82
	
	1.42
	
	2.12
	
	2.22
	
	1.49

	Hospital  outpatient consultations  per capita per annum(3)
	2007
	0.49
	
	0.56
	0.42
	
	0.56
	
	0.29
	
	0.38
	
	0.45
	
	0.48

	
	2010
	0.54
	
	0.53
	0.55
	
	0.64
	
	0.40
	
	0.66
	
	0.65
	
	0.50

	Consultations at village ambulatories per capita per annum(3)
	2007
	0.17
	
	0.01
	0.33
	
	0.29
	
	0.32
	
	0.44
	
	0.36
	
	0.13

	
	2010
	0.17
	
	0.00
	0.33
	
	0.36
	
	0.27
	
	0.37
	
	0.32
	
	0.12


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; all 2007-2010 differences tested;  (2) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; only total/urban/rural and beneficiary/non-beneficiary 2007-2010 differences tested; (3) 2007-2010 differences not tested for statistical significance.

Table A.6 Indicators of physical access and service availability 
	Indicator
	Year
	Total
	
	Urban
	
	Rural
	
	WB Pilot
	
	EU  pilot
	
	Other rural
	
	MIP benef-iciaries
	Non benefic-iaries

	Percentage of total population access within 15 minutes by normal means of travel to a facility where they would normally see a doctor 
	2007
	42.4
	
	55.6
	
	31.4
	
	28.2
	
	36.1
	
	27.8
	
	33.4
	44.0

	
	2010
	49.7
	***
	62.6
	**
	37.6
	**
	35.7
	**
	43.3
	
	30.3
	
	45.5
	51.1

	Percentage of total population access within 30 minutes by normal means of travel to a facility where they would normally see a doctor 
	2007
	81.9
	
	93.5
	
	72.5
	
	72.3
	
	74.0
	
	69.2
	
	82.7
	81.3

	
	2010
	85.5
	**
	93.6
	
	77.8*
	
	79.7
	*
	81.8
	*
	66.0
	
	81.0
	86.9

	Percentage of patients who were able to obtain medications prescribed by doctor during last consultation
	2007
	84.3
	
	83.7
	
	84.9
	
	82.2
	
	86.1
	
	88.4
	
	75.8
	86.1

	
	2010
	82.1
	*
	81.5
	
	82.6
	
	82.1
	
	84.2
	
	81.2
	**
	72.6
	85.5

	Percentage of patients who were able to get needed lab tests at the same place they went for last consultation.
	2007
	84.4
	
	84.1
	
	84.7
	
	87.3
	
	81.3
	
	85.0
	
	84.7
	84.3

	
	2010
	85.7
	
	90.1
	***
	81.6
	
	82.0
	**
	84.9
	
	75.7
	*
	82.4
	86.9


Notes: Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; all 2007-2010 differences tested
Table A.7 Payments and affordability 
	Indicator
	Year
	Total
	
	Urban
	
	Rural
	
	WB Pilot
	
	EU  pilot
	
	Other rural
	
	MIP benef-iciaries
	Non benefic-iaries

	Percentage of occurrences of acute sickness in last 30 days, where no consultation was undertaken because it was too expensive/not enough money  (% of all reasons)
	2007
	16.1
	
	15.3
	
	17.3
	
	21.7
	
	14.3
	
	13.9
	
	15.3
	16.2

	
	2010
	16.7
	
	14.3
	
	18.9
	
	16.7
	
	21.0
	
	20.0
	
	17.8
	13.9

	Percentage of consultations where medicine was prescribed but not purchased because it was too expensive (base: last consultations in previous six months, all consultation) (1)
	2007
	11.8
	
	11.8
	
	11.9
	
	14.3
	
	10.7
	
	9.2
	
	19.4
	10.3

	
	2010
	13.1
	
	12.6
	
	13.6
	
	14.1
	
	11.9
	
	15.2
	**
	21.4
	10.2

	Percentage of consultations where a lab test was prescribed but not done because it was too expensive (base: last consultations in previous six months, all consultation) (1)
	2007
	4.2
	
	3.2
	
	5.3
	
	6.3
	
	4.8
	
	4.6
	
	6.9
	3.7

	
	2010
	4.2
	
	3.6
	
	4.8
	
	4.9
	
	4.4
	
	5.5
	
	5.0
	4.0

	Percentage of population who were reported to need hospitalisation in the last year but were not hospitalised (3)
	2007
	4.4
	
	3.6
	
	5.2
	
	6.3
	
	4.5
	
	4.3
	
	--
	--

	
	2010
	3.4
	
	3.2
	
	3.6
	
	3.7
	
	3.4
	
	4.0
	
	4.3
	3.1

	Percentage of total population who were reported to need hospitalisation in the last year but  were not hospitalised because it was too expensive/not enough money (3)
	2007
	3.9
	
	3.2
	
	4.5
	
	5.5
	
	3.7
	
	3.7
	
	--
	--

	
	2010
	2.6
	
	2.7
	
	2.5
	
	2.6
	
	2.4
	
	2.8
	
	2.3
	2.7

	Percentage of patients who got a receipt for all  payments made (2)
	2007
	35.4
	
	41.1
	
	28.0
	
	35.7
	
	13.1
	
	43.9
	
	30.1
	36.5

	
	2010
	44.5
	***
	52.8
	**
	37.4
	**
	44.4
	*
	28.2
	***
	37.7
	
	40.6
	45.5

	Percentage of respondents who expect to pay for a consultation with a doctor at the nearest facility (2)
	2007
	72.6
	
	80.9
	
	65.5
	
	65.8
	
	71.0
	
	52.9
	
	57.0
	75.7

	
	2010
	73.5
	
	86.1
	**
	60.6
	
	62.8
	
	59.3
	**
	58.9
	
	51.5
	80.9


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; all 2007-2010 differences tested;  (2) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; only total/urban/rural and pilot region 2007-2010 differences tested; (3) 2007-2010 differences not tested for statistical significance.

Table A.8 Health insurance coverage 
	Indicator
	Year
	Total
	Urban
	Rural
	WB Pilot
	EU  pilot
	Other rural
	MIP benef-iciaries
	Non benefic-iaries

	Percentage of individuals in households covered by the Medical Assistance Programme  (‘07) or Medical Insurance Programme  (‘10) 
	2007
	9.3
	5.7
	12.7
	15.1
	12.6
	7.7
	100.0
	.0

	
	2010
	23.2
	16.3
	29.8
	34.9
	22.4
	34.5
	100.0
	.0

	
	
	
	
	
	
	
	
	
	

	Data on individuals:
	
	
	
	
	
	
	
	
	

	Percentage of population covered by any health insurance (government, private or employer)
	2007
	14.1
	9.5
	18.5
	20.5
	18.1
	14.7
	86.9
	6.6

	
	2010
	29.5
	25.2
	33.7
	40.0
	25.8
	36.9
	89.4
	11.5

	
	
	
	
	
	
	
	
	
	

	Percentage of individuals reporting being covered by the MAP/MIP
	2007
	12.7
	6.9
	18.2
	20.1
	18.0
	14.6
	86.7
	5.1

	
	2010
	20.8
	13.9
	27.5
	31.7
	20.9
	32.2
	87.0
	0.9

	Percentage of individuals reporting being covered by state voluntary health insurance (5 Lari)
	2007
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	
	2010
	0.6
	0.8
	0.3
	0.2
	0.5
	0.3
	0.1
	0.7

	Percentage of individuals reporting being covered by  teacher/ or military programme 
	2007
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	
	2010
	2.1
	1.9
	2.3
	2.2
	2.5
	2.2
	0.1
	2.7

	
	
	
	
	
	
	
	
	
	

	Percentage of individuals reporting being covered by employer health insurance
	2007
	0.3
	0.6
	0.0
	0.0
	0.0
	0.0
	0.0
	0.3

	
	2010
	3.6
	5.7
	1.4
	1.9
	0.9
	1.5
	0.4
	4.5

	Percentage of individuals reporting being covered by individual private health insurance
	2007
	1.0
	1.9
	0.1
	0.2
	0.0
	0.2
	0.2
	1.1

	
	2010
	0.7
	1.1
	0.3
	0.0
	0.7
	0.2
	0.5
	0.7

	Percentage of individuals reporting being covered by other health insurance
	2007
	0.1
	0.1
	0.1
	0.1
	0.1
	0.0
	0.0
	0.1

	
	2010
	1.8
	1.8
	1.8
	4.0
	0.3
	0.4
	1.3
	2.0


Table A.9 Women who gave birth during last 24 months

	Indicator
	Year

	 Total 
	 Urban 
	 Rural 
	WB pilot
	EU pilot
	 other rural 
	MIP benef-iciaries
	Non benefic-iaries

	Percentage of women who delivered a child in the last two years who had at least 4 prenatal visits.
	2007
	85.0
	93.0
	75.1
	88.5
	66.9
	n/a

	n/a
	84.9

	
	2010
	91.3
	95.2
	86.2
	96.8
	82.7
	n/a
	n/a
	91.5

	Percentage of women who delivered a child in the last two years who had at least 5 prenatal visits.
	2007
	55.2
	68.2
	39.4
	60.1
	28.4
	n/a
	n/a
	57.4

	
	2010
	60.2
	64.6
	54.4
	74.9
	50.2
	n/a
	n/a
	60.9

	Percentage of women who gave birth in the last 24 months who had a urine test during the pregnancy.
	2007
	94.7
	95.4
	93.6
	91.2
	91.2
	n/a
	n/a
	96.2

	
	2010
	98.8
	100.0
	97.2
	98.4
	95.9
	n/a
	n/a
	99.3

	Percentage of women who gave birth in the last 24 months whose blood pressure was measured during the pregnancy; and mean number of times
	2007
	97.5
	98.3
	96.4
	93.9
	97.1
	n/a
	n/a
	98.9

	
	2010
	99.3
	100.0
	98.4
	100.0
	97.7
	n/a
	n/a
	99.7

	Percentage of women who gave birth in the last 24 months whose blood pressure was measured during the pregnancy; and mean number of times
	2007
	6.3
	6.9
	5.4
	6.9
	4.6
	n/a
	n/a
	6.4

	
	2010
	6.5
	6.6
	6.5
	7.4
	6.2
	n/a
	n/a
	6.5


Table A.10 Self-reported health status and risk factors

	Indicator
	Year

	Total 
	
	 Urban 
	
	 Rural 
	
	WB Pilot
	
	EU pilot 
	
	 other rural 
	
	MIP benef-iciaries
	Non benefic-iaries

	Health status reported to be excellent/very good/good during last 4 weeks (rather than fair/poor/very poor)
	2007
	51.0
	
	52.4
	
	49.6
	
	51.2
	
	48.9
	
	47.5
	
	34.3
	53.5

	
	2010
	48.0
	***
	49.2
	**
	46.8
	**
	47.1
	*
	49.2
	
	41.1
	*
	41.1
	50.1

	Percentage of households with any member given advice on the health lifestyles (diet) in the last year
	2007
	18.4
	
	18.0
	
	18.8
	
	20.0
	
	18.4
	
	16.8
	
	20.4
	18.0

	
	2010
	17.6
	
	14.9
	*
	20.3
	
	25.7
	*
	13.8
	
	22.9
	
	16.8
	20.1

	Percentage of households with any member given advice on the health lifestyles (exercise) in the last year
	2007
	7.1
	
	8.3
	
	5.8
	
	4.1
	
	8.2
	
	4.1
	
	7.9
	6.9

	
	2010
	5.6*
	
	5.4
	**
	5.7
	
	7.5
	**
	3.8
	**
	6.2
	
	5.3
	6.3

	Percentage of adults aged 30 and over for whom blood pressure measured during last 12 months.
	2007
	38.7
	
	37.6
	
	39.7
	
	39.7
	
	35.8
	
	48.4
	
	49.1
	37.2

	
	2010
	43.6
	***
	44.3
	***
	42.9
	*
	42.8
	
	40.9
	*
	47.2
	
	48.5
	42.1

	Percentage of population aged 12 and over  that have smoked  in the last month
	2007
	21.2
	
	21.8
	
	20.6
	
	20.5
	
	19.8
	
	22.4
	
	18.8
	21.4

	
	2010
	20.1*
	
	20.9
	
	19.4
	
	19.3
	
	20.1
	
	18.4
	**
	18.3
	20.7


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1
Table A.11 Place of treatment, for consultations in preceding 30 days

Place where consultation or care was received for a sickness during the last 30 days, all consultations
	
	
	
	
	
	
	2007
	
	
	
	
	
	
	
	2010
	
	

	
	Total
	Urban
	Rural
	WB pilot
	EU pilot
	Other rural
	MIP benef-iciaries
	Non benefic-iaries
	Total
	Urban
	Rural
	WB pilot
	EU pilot
	Other rural
	MIP benef-iciaries
	Non benefic-iaries

	Home visit
	9.3
	10.6
	7.5
	5.9
	11.0
	2.5
	14.3
	8.4
	7.0
	8.1
	5.9
	4.6
	6.5
	7.3
	7.9
	6.5

	Village Ambulatory Centre
	8.7
	0.5
	19.7
	17.4
	18.8
	27.5
	14.4
	6.9
	8.7
	0.0
	16.7
	17.3
	17.2
	15.0
	12.7
	7.0

	Polyclinic
	24.0
	27.1
	19.8
	17.5
	25.0
	12.6
	25.3
	24.2
	23.7
	27.8
	19.9
	19.3
	20.7
	19.9
	27.9
	21.9

	Dispensary
	0.4
	0.5
	0.2
	0.2
	0.3
	0.0
	0.5
	0.4
	0.2
	0.0
	0.4
	0.8
	0.3
	0.0
	0.0
	0.3

	Women's consultation clinic
	2.2
	2.4
	2.0
	1.5
	2.3
	2.4
	1.8
	2.4
	1.8
	2.2
	1.4
	1.0
	2.0
	1.5
	0.6
	2.3

	Hospital (as an outpatient)
	24.2
	23.5
	25.0
	33.9
	17.2
	23.4
	17.8
	24.9
	28.2
	28.5
	28.0
	30.7
	25.4
	26.6
	26.5
	29.0

	Hospital (as an inpatient)
	3.8
	3.9
	3.7
	3.3
	4.1
	3.6
	3.1
	3.8
	4.5
	3.5
	5.4
	5.1
	5.4
	6.1
	4.5
	4.5

	Dental clinic
	8.4
	10.1
	6.0
	5.6
	4.9
	9.9
	6.4
	9.2
	5.5
	7.8
	3.5
	4.0
	2.8
	3.4
	2.3
	6.9

	Diagnostic centre
	2.2
	2.8
	1.3
	2.1
	0.7
	1.1
	0.4
	2.5
	2.5
	2.9
	2.1
	1.7
	3.6
	0.9
	1.5
	2.9

	Private office /professional's home
	5.5
	6.9
	3.7
	2.6
	5.6
	1.6
	6.1
	5.4
	6.6
	5.7
	7.5
	5.3
	6.8
	6.8
	4.8
	7.4

	Pharmacy
	4.9
	5.0
	4.7
	5.4
	4.6
	3.3
	5.0
	4.9
	3.4
	3.9
	3.0
	3.5
	5.4
	5.4
	3.1
	3.5

	Abroad
	0.5
	0.1
	1.0
	0.0
	0.0
	5.6
	0.0
	0.6
	0.1
	0.3
	0.0
	0.0
	0.0
	0.0
	0.0
	0.2

	Ambulance - treated only there
	3.9
	4.4
	3.2
	3.4
	3.5
	2.2
	2.6
	4.1
	5.5
	6.8
	4.3
	3.9
	5.6
	5.6
	7.2
	4.7

	Other – specify
	2.2
	2.2
	2.1
	1.4
	1.9
	4.3
	2.4
	2.2
	2.0
	2.4
	1.6
	2.5
	1.0
	1.0
	1.0
	2.4

	Don’t know/Refuses to answer
	0.1
	0.1
	0.0
	0.0
	0.0
	0.0
	0.0
	0.1
	0.2
	0.2
	0.3
	0.3
	0.5
	0.5
	0.0
	0.3

	
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


Notes: (1) QF25 “For this illness or other reason for using services, where did you have the consultation or received the care? Please tell me about all places where you had a consultation, including your home or a pharmacy if you received advice there in the order you used them, but only for treatments in the last 30 days.” 
(2) Statistical significance of differences not tested.
Table A.12 Person consulted, for consultations in preceding 30 days

Main person consulted for a sickness during the last 30 days (based on F26)
	
	
	
	
	
	
	2007
	
	
	
	
	
	
	
	2010
	
	

	
	Total
	Urban
	Rural
	WB pilot
	EU pilot
	Other rural
	MIP benef-iciaries
	Non benefic-iaries
	Total
	Urban
	Rural
	WB pilot
	EU pilot
	Other rural
	MIP benef-iciaries
	Non benefic-iaries

	District or family doctor
	16.8
	13.6
	21.0
	20.0
	19.0
	28.4
	24.6
	14.9
	18.1
	15.4
	20.6
	20.6
	15.6
	27.2
	24.3
	15.5

	Specialist or hospital doctor
	67.2
	68.6
	65.4
	63.9
	68.6
	61.0
	61.2
	68.5
	65.7
	64.1
	67.2
	67.4
	75.4
	56.4
	62.5
	67.1

	Nurse
	0.6
	0.5
	0.9
	1.4
	0.5
	0.7
	1.2
	0.6
	0.6
	0.6
	0.6
	0.6
	0.4
	0.7
	0.5
	0.6

	Pharmacist
	4.9
	5.0
	4.7
	5.4
	4.6
	3.3
	5.0
	4.9
	3.4
	3.9
	2.9
	3.5
	0.2
	5.4
	3.1
	3.5

	Dentist/dental technician
	8.3
	10.2
	5.9
	6.3
	5.5
	5.9
	7.6
	8.9
	5.8
	7.8
	3.8
	3.7
	4.0
	3.9
	2.5
	7.2

	Lab/diagnostic technician
	0.3
	0.3
	0.2
	0.3
	0.2
	0.0
	0.0
	0.3
	0.7
	1.2
	0.2
	0.1
	0.3
	0.0
	0.0
	1.0

	Alternative provider (e.g. chiropractor, sorcerer, acupuncture)
	0.7
	1.0
	0.3
	0.3
	0.4
	0.0
	0.0
	0.8
	0.5
	0.2
	0.8
	0.7
	0.2
	1.7
	0.4
	0.6

	Other –specify
	1.1
	0.8
	1.5
	2.3
	1.2
	0.6
	0.5
	1.0
	5.3
	6.8
	3.9
	3.4
	3.8
	4.7
	6.7
	4.6

	Don't know/Refuses to answer
	0.0
	0.0
	0.1
	0.2
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0
	100.0


Note: Statistical significance of differences not tested.
Table A.13 User reports of satisfaction with services

	Indicator
	Year

	 Total 
	
	 Urban 
	
	 Rural 
	
	WB Pilot
	
	EU pilot 
	
	 other rural 
	

	Percentage of consultations where patients report that doctor/nurse completely explained reasons of treatment (as opposed to some or no explanation)
	2007
	81.0
	
	81.4
	
	80.5
	
	82.5
	
	82.4
	
	72.3
	

	
	2010
	77.4
	**
	7.0
	***
	80.7
	
	84.7
	
	78.8
	
	75.8
	

	Percentage of patients reporting that they spent more than 12 minutes with the main medical professional they saw
	2007
	91.1
	
	91.0
	
	91.3
	
	90.1
	
	91.4
	
	93.6
	

	
	2010
	90.3
	
	89.3
	
	91.3
	
	93.5
	**
	91.9
	
	86.7
	***

	Percentage of population reporting that the health care facility they last visited was clean or very clean.
	2007
	93.1
	
	92.1
	
	94.0
	
	95.3
	
	95.9
	
	87.8
	

	
	2010
	95.4
	***
	95.1
	**
	95.7
	
	95.4
	
	97.3
	
	94.3
	

	Percentage of patients reporting that they were involved as much as they wanted to be in decisions about their care and treatment
	2007
	86.5
	
	87.8
	
	85.3
	
	87.4
	
	89.4
	
	73.7
	

	
	2010
	78.9
	***
	78.6
	***
	79.3
	**
	79.8
	**
	86.2
	
	69.5
	

	Percentage of respondents reporting trust in services for nearest / usual clinic
	2007
	65.5
	
	63.4
	
	67.2
	
	72.5
	
	65.0
	
	60.8
	

	
	2010
	66.5
	
	60.5
	
	72.3
	**
	77.0
	
	72.0
	*
	63.4
	


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1
Annex B Additional tables: indicators by household consumption level
Table B.1 Sickness rates and conditions

	Indicator
	Year

	poorest fifth
	
	second
	
	middle
	
	fourth
	
	richest fifth
	

	
	
	
	
	
	
	
	
	
	
	
	

	Percentage of total population with chronic disease 
	2007
	34.1
	
	37.0
	
	37.3
	
	38.0
	
	38.6
	

	
	2010
	40.5
	***
	41.3
	**
	40.5
	**
	40.7
	*
	42.7
	**

	Percentage of total population with acute sickness during last 30 days 
	2007
	14.3
	
	14.9
	
	16.7
	
	15.0
	
	17.5
	

	
	2010
	12.8
	
	11.9
	**
	12.2
	***
	12.9
	*
	11.5
	***


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1
Table B.2 Chronic diseases 

	 
	Year
	
	poorest fifth
	
	second
	
	middle
	
	fourth
	
	richest fifth
	

	 
	
	
	
	
	
	
	
	
	
	
	
	

	people with any chronic disease
	2007
	
	       34.1 
	
	       37.0 
	
	       37.3 
	
	       38.0 
	
	       38.6 
	

	
	2010
	
	40.5
	***
	41.3
	**
	40.5
	**
	40.7
	*
	42.7
	**

	people with two or more chronic diseases
	2007
	
	         9.7 
	
	       10.9 
	
	       10.8 
	
	       12.2 
	
	       12.0 
	

	
	2010
	
	12.6
	**
	14.4
	***
	15.3
	***
	14.0
	
	16.4
	***

	 
	
	
	
	
	
	
	
	
	
	
	
	

	% of occurrence (2010)
	
	
	
	
	
	
	
	
	
	
	
	

	Diabetes
	
	
	2.4
	
	4.1
	
	3.8
	
	4.9
	
	4.4
	

	Hypertension
	
	
	17.9
	
	20.8
	
	20.5
	
	21.2
	
	23.3
	

	Other heart of circulatory system
	
	
	12.3
	
	14.1
	
	12.6
	
	14.1
	
	15.9
	

	Rheumatism, arthritis
	
	
	6.8
	
	6.4
	
	8.4
	
	6.6
	
	8.7
	

	Goitre
	
	
	2.2
	
	3.1
	
	3.1
	
	3.2
	
	3.0
	

	Neurological disorder
	
	
	7.3
	
	5.6
	
	4.6
	
	4.0
	
	3.5
	

	Psycho-emotional disorders
	
	
	1.7
	
	1.9
	
	1.0
	
	0.4
	
	0.6
	

	Tuberculosis
	
	
	0.7
	
	0.5
	
	0.5
	
	0.4
	
	0.2
	

	Cancer
	
	
	1.9
	
	1.2
	
	1.1
	
	0.8
	
	1.3
	

	Asthma
	
	
	2.1
	
	2.3
	
	1.5
	
	1.0
	
	1.1
	

	Gallstones
	
	
	1.4
	
	1.7
	
	1.5
	
	1.0
	
	1.1
	

	Allergy
	
	
	2.0
	
	1.7
	
	1.4
	
	3.2
	
	3.3
	

	Ulcers
	
	
	1.1
	
	1.1
	
	1.2
	
	1.5
	
	0.5
	

	Other gastrointestinal
	
	
	6.1
	
	5.4
	
	5.9
	
	5.0
	
	5.0
	

	Other hepatic, biliary
	
	
	4.3
	
	4.3
	
	4.5
	
	5.5
	
	4.7
	

	Other respiratory
	
	
	2.9
	
	2.0
	
	2.1
	
	2.0
	
	1.0
	

	Other musculo-skeletal
	
	
	6.7
	
	6.3
	
	6.7
	
	6.4
	
	5.4
	

	Other gynaecological
	
	
	2.8
	
	2.5
	
	2.7
	
	3.0
	
	2.0
	

	Other eye chronic diseases
	
	
	4.9
	
	5.5
	
	4.1
	
	3.9
	
	3.6
	

	Other chronic diseases
	
	
	12.5
	
	9.4
	
	12.8
	
	10.9
	
	10.3
	

	Total
	
	
	     100.0 
	
	     100.0 
	
	     100.0 
	
	       99.7 
	
	     100.0 
	


QC1 “Does name suffer from any chronic disease – that is one that has lasted or will last more than one year?” QC2 “What is it?”  Base: 11.848 cases, weighted 

Table B.3 Sickness during last 30 days

	
	Year
	Total
	poorest fifth
	
	second
	
	Middle
	
	fourth
	
	richest fifth
	

	 
	
	
	
	
	
	
	
	
	
	
	
	

	people with one acute  sickness last 30 days (weighted base 587059)
	2007
	15.6
	14.3
	
	14.9
	
	16.7
	
	15.0
	
	17.5
	

	
	2010
	
	12.8
	
	11.9
	**
	12.2
	***
	12.9
	*
	11.5
	***

	people with an additional acute sickness during the last 30 days
	2007
	1.0
	0.8
	
	0.6
	
	1.2
	
	1.0
	
	1.4
	

	
	2010
	
	0.3
	*
	1.0
	
	0.6*
	
	0.6
	
	0.6
	**

	 
	
	
	
	
	
	
	
	
	
	
	
	

	% occurrence of sickness (2010)
	
	
	
	
	
	
	
	
	
	
	
	

	Respiratory: pneumonia, influenza, bronchitis, pharyngities
	
	
	45.4
	
	36.3
	
	40.2
	
	39.0
	
	38.0
	

	Cardiovascular: chest pain, cardialgia, hypertension attacks
	
	
	12.3
	
	14.0
	
	16.0
	
	14.7
	
	13.8
	

	Abdominal: cramps, abdominal pain. nausea,
	
	
	7.0
	
	6.3
	
	6.1
	
	6.0
	
	8.1
	

	Neurological: attack of migraine, stroke, myositis, neuralgi
	
	
	6.5
	
	9.4
	
	4.9
	
	5.6
	
	9.6
	

	Road traffic accidents
	
	
	0.0
	
	0.0
	
	0.3
	
	0.0
	
	0.0
	

	Harm purposely inflicted by others
	
	
	0.0
	
	0.5
	
	0.0
	
	0.0
	
	0.0
	

	Other trauma/injury
	
	
	3.3
	
	3.3
	
	5.6
	
	4.2
	
	3.4
	

	Poisoning/intoxication
	
	
	1.0
	
	1.0
	
	1.0
	
	1.0
	
	0.2
	

	Skin problems: rash, other skin diseases (dermatitis)
	
	
	0.9
	
	2.5
	
	1.0
	
	1.9
	
	1.7
	

	Urogenital: cystitis, pyelonephritis, endometritis, prostate
	
	
	4.1
	
	4.4
	
	7.9
	
	6.5
	
	5.4
	

	Other infectious diseases: diphtheria, tetanus, hepatitis
	
	
	0.4
	
	0.8
	
	0.8
	
	1.5
	
	0.9
	

	Pregnancy related problems: abortion, delivery complications
	
	
	0.0
	
	0.0
	
	0.7
	
	0.0
	
	0.1
	

	Psychological/mental problems: acute neurosis, depression
	
	
	1.0
	
	1.4
	
	1.1
	
	0.6
	
	0.0
	

	DENTAL CARE (curative)
	
	
	7.8
	
	6.5
	
	5.4
	
	5.8
	
	6.4
	

	Other acute illness
	
	
	10.3
	
	13.7
	
	9.0
	
	13.1
	
	12.3
	

	Total
	
	
	100.0
	
	100.0
	
	100.0
	
	100.0
	
	100.0
	


QC3+4 “Has (name) been sick with (anything else) in the last 30 days?” Base: 11.848 cases, weighted to reflect population size 

Table B.4 Utilisation of health services and service availability
	Indicator
	Year
	Poorest
 fifth
	
	Second
	Middle
	
	Fourth
	
	Richest
 fifth
	

	Percentage of total population who reported to be sick in last 6 months (1)
	2007
	49.5
	
	52.4
	53.4
	
	55.2
	
	57.1
	

	
	2010
	55.4
	**
	54.4
	53.9
	
	55.7
	
	56.9
	

	Percentage of total population who reported to be sick in last 6 months who consulted healthcare provider (1)
	2007
	55.2
	
	58.0
	60.3
	
	61.4
	
	64.6
	

	
	2010
	56.6
	
	56.6
	59.6
	
	63.6
	
	64.7
	

	Percentage of all first consultations, for last consultation in the last 6 months,  that are done at a PHC level(1)
	2007
	54.4
	
	58.0
	54.2
	
	52.8
	
	46.4
	

	
	2010
	57.5
	
	54.9
	51.0
	
	46.2
	**
	46.8
	

	Percentage of occurrences of acute sickness in last 30 days where a health care provider was consulted (1)
	2007
	58.4
	
	60.3
	57.3
	
	61.3
	
	63.7
	

	
	2010
	61.0
	
	60.4
	64.8
	**
	65.5
	
	75.3
	***

	Total consultations / contacts per capita per annum(2)
	2007
	1.69
	
	1.88
	1.97
	
	2.17
	
	2.56
	

	
	2010
	1.67
	
	1.71
	1.95
	
	2.02
	
	2.19
	

	Total outpatient consultations  per capita per annum(2)
	2007
	1.50
	
	1.71
	1.75
	
	1.87
	
	2.02
	

	
	2010
	1.44
	
	1.48
	1.73
	
	1.73
	
	1.94
	

	Hospital  outpatient consultations  per capita per annum(2)
	2007
	0.43
	
	0.37
	0.54
	
	0.54
	
	0.60
	

	
	2010
	0.31
	
	0.43
	0.62
	
	0.63
	
	0.70
	

	Consultations at village ambulatories per capita per annum(2)
	2007
	0.22
	
	0.16
	0.16
	
	0.20
	
	0.15
	

	
	2010
	0.19
	
	0.19
	0.16
	
	0.16
	
	0.13
	

	Percentage of patients who were able to obtain medications prescribed by doctor during last consultation(1)
	2007
	79.1
	
	83.8
	85.2
	
	83.0
	
	90.1
	

	
	2010
	71.6
	**
	80.5
	84.1
	
	86.5
	
	86.4
	*

	Percentage of patients who were able to get needed lab tests at the same place they went for last consultation. (1)
	2007
	86.6
	
	82.8
	82.4
	
	84.0
	
	85.2
	

	
	2010
	79.8
	**
	84.9
	83.7
	
	87.9
	
	89.8
	*


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; all 2007-2010 differences tested; (2) 2007-2010 differences not tested for statistical significance.
Table B.5 Payments and affordability 
	Indicator
	Year
	Poorest
 fifth
	
	Second
	Middle
	Fourth
	
	Richest
 fifth
	

	Percentage of occurrences of acute sickness in last 30 days, where no consultation was undertaken because it was too expensive/not enough money  (% of all reasons)
	2007
	21.5
	
	18.7
	23.7
	15.2
	
	11.3
	

	
	2010
	27.7
	**
	21.9
	21.6
	20.5
	*
	7.3
	**

	Percentage of consultations where medicine was prescribed but not purchased because it was too expensive (base: last consultations in previous six months, all consultation) (1)
	2007
	16.4
	
	11.6
	11.6
	12.2
	
	7.3
	

	
	2010
	21.7
	**
	14.2
	11.1
	9.4
	*
	10.3
	*

	Percentage of consultations where a lab test was prescribed but not done because it was too expensive (base: last consultations in previous six months, all consultation) (1)
	2007
	6.0
	
	4.6
	3.8
	4.0
	
	3.6
	

	
	2010
	6.3
	
	4.0
	4.2
	4.2
	
	2.9
	

	Percentage of population who were reported to need hospitalisation in the last year but were not hospitalised (2)
	2007
	5.3
	
	4.3
	3.8
	5.3
	
	4.0
	

	
	2010
	4.5
	
	2.3
	2.9
	3.8
	
	3.6
	

	Percentage of total population who were reported to need hospitalisation in the last year but  were not hospitalised because it was too expensive/not enough money (2)
	2007
	4.7
	
	3.9
	3.3
	4.7
	
	3.4
	

	
	2010
	3.5
	
	1.8
	2.3
	2.8
	
	2.6
	

	Percentage of respondents who expect to pay for a consultation with a doctor at the nearest facility (1)
	2007
	73.5
	
	74.9
	76.6
	70.3
	
	74.4
	

	
	2010
	68.2
	*
	72.6
	73.2
	73.0
	
	79.5
	*


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1; (2) 2007-2010 differences not tested for statistical significance.

Table B.6 Health insurance coverage
	Indicator
	Year
	Poorest

 fifth
	Second
	Middle
	Fourth
	Richest

 fifth

	Percentage of individuals in households covered by the Medical Assistance Programme  (‘07) or Medical Insurance Programme  (‘10) 
	2007
	14.3
	13.2
	8.3
	9.3
	4.2

	
	2010
	39.2
	26.8
	20.1
	16.7
	13.1

	Percentage of individuals in households covered by the Medical Insurance Programme  and able to show card and provide score
	2010
	17.9
	12.2
	10.0
	8.6
	5.1

	
	
	
	
	
	
	

	Data on individuals:
	
	
	
	
	
	

	Percentage of population covered by any health insurance (government, private or employer)
	2007
	18.5
	14.8
	12.5
	14.4
	8.6

	
	2010
	39.9
	31.1
	26.6
	23.7
	26.2

	
	
	
	
	
	
	

	Percentage of individuals reporting being covered by the MAP/MIP
	2007
	17.8
	13.9
	11.5
	13.1
	5.4

	
	2010
	35.3
	23.7
	19.2
	14.8
	10.9

	Percentage of individuals reporting being covered by state voluntary health insurance (5 Lari)
	2007
	0.0
	0.0
	0.0
	0.0
	0.0

	
	2010
	0.6
	0.5
	0.7
	0.3
	0.6

	Percentage of individuals reporting being covered by  teacher/ or military programme 
	2007
	0.0
	0.0
	0.0
	0.0
	0.0

	
	2010
	0.5
	1.2
	1.8
	2.8
	4.3

	Percentage of individuals reporting being covered by employer health insurance
	2007
	0.0
	0.1
	0.4
	0.4
	0.3

	
	2010
	0.7
	2.8
	3.5
	3.6
	7.2

	Percentage of individuals reporting being covered by individual private health insurance
	2007
	0.4
	0.9
	0.4
	0.8
	2.6

	
	2010
	0.3
	0.5
	0.6
	0.6
	1.4

	Percentage of individuals reporting being covered by other health insurance
	2007
	0.2
	0.0
	0.2
	0.0
	0.3

	
	2010
	2.4
	2.4
	0.9
	1.6
	1.9


Note: 2007-2010 differences not tested for statistical significance.
Table B.7 Self-reported health status and risk factors

	Indicator
	Year
	poorest fifth
	
	second
	
	middle
	
	fourth
	richest fifth

	health status reported to be excellent/very good/good during last 4 weeks (rather than fair/poor/very poor)
	2007
	50.9
	
	49.8
	
	51.0
	
	50.9
	52.0

	
	2010
	46.6
	
	46.9*
	
	48.4
	
	48.7
	49.4

	Percentage of adults aged 30 and over for whom blood pressure measured during last 12 months.
	2007
	32.9
	
	36.0
	
	38.1
	
	42.1
	45.7

	
	2010
	39.7
	***
	40.2
	**
	42.4
	*
	45.4
	49.6

	Percentage of population aged 12 and over  that have smoked  in the last month
	2007
	21.3
	
	23.0
	
	20.4
	
	19.6
	21.5

	
	2010
	19.1
	*
	20.8
	*
	20.3
	
	20.8
	19.5


Notes: (1) Statistical significance of difference between 2010 and 2007 estimates *** p<0.01; ** p<0.05; * p<0.1
Table B.8 Place of treatment 

Place where consultation or care was received for a sickness during the last 30 days (Year 2010)
	
	poorest fifth
	second
	Middle
	Fourth
	richest fifth

	
	
	
	
	
	

	Home visit
	6.7
	6.2
	7.5
	5.9
	8.2

	Village Ambulaory Centre
	11.6
	11.1
	8.3
	7.9
	5.8

	Polyclinic
	26.2
	26.9
	21.7
	22.9
	21.7

	Dispensary
	0.0
	0.8
	0.0
	0.2
	0.2

	Women's consultation clinic
	0.9
	1.4
	2.2
	1.3
	2.9

	hospital (as an outpatient)
	18.8
	25.5
	31.7
	31.2
	31.7

	hospital (as an inpatient)
	6.0
	6.2
	2.9
	5.0
	3.1

	Dental clinic
	5.9
	6.1
	6.2
	5.5
	4.1

	Diagnostic centre
	1.3
	1.9
	2.8
	2.7
	3.4

	Private office/professional's home
	6.6
	4.9
	6.7
	5.0
	9.2

	Pharmacy
	4.0
	4.4
	2.8
	4.3
	1.9

	Abroad
	0.0
	0.0
	0.0
	0.3
	0.3

	Ambulance - treated only there
	9.4
	3.8
	4.4
	5.7
	4.6

	Other – specify
	2.5
	0.6
	2.5
	1.3
	2.7

	Don’t know/Refuses to answer
	0.0
	0.3
	0.1
	0.7
	0.0

	Total
	100.0
	100.0
	100.0
	100.0
	100.0


QF25 “For this illness or other reason for using services, where did you have the consultation or received the care? Please tell me about all places where you had a consultation, including your home or a pharmacy if you received advice there in the order you used them, but only for treatments in the last 30 days.” 
Table B.9 Person consulted 

Main person consulted for a sickness during the last 30 days (2010)
	
	
	poorest fifth
	second
	middle
	Fourth
	richest fifth

	
	
	
	
	
	
	

	District or family doctor
	
	20.7
	25.2
	14.4
	15.8
	16.1

	Specialist or hospital doctor
	
	59.9
	57.9
	70.6
	67.1
	70.7

	Nurse
	
	0.5
	0.5
	1.0
	0.3
	0.5

	Pharmacist
	
	4.2
	4.4
	2.8
	4.1
	1.9

	Dentist/dental technician
	
	5.7
	6.6
	5.8
	5.8
	5.1

	Lab/diagnostic technician
	
	0.0
	0.9
	1.0
	0.6
	0.7

	Alternative provider (e.g. chiropractor, sorcerer, acupuncture)
	
	0.6
	0.0
	0.5
	1.1
	0.4

	Other – specify
	
	8.3
	4.4
	4.1
	5.2
	4.6

	Don't know/Refuses to answer
	
	0.0
	0.0
	0.0
	0.0
	0.0

	
	
	100.0
	100.0
	100.0
	100.0
	100.0


Annex C Additional tables: expenditure

Table C.1 Mean and annualized chronic recurrent costs
	By Population Groups
	Weighted Count
	Count
	Share of Population from this group that faced expenditure
	Mean Annual Recurrent Spending per Patient (Gel)
	Annualized Per Capita Expenditure

	Urban
	577,860
	1325
	30.9%
	442.8
	147.5

	Rural
	597,949
	2281
	31.1%
	343.6
	108.0

	
	
	
	
	
	

	Poorest fifth
	190,536
	679
	25.1%
	288.9
	74.8

	2
	220,535
	672
	29.1%
	352.2
	106.2

	3
	232,340
	719
	30.7%
	333.6
	107.0

	4
	244,814
	739
	32.3%
	448.2
	167.2

	Richest fifth
	287,583
	797
	37.8%
	459.8
	182.0

	
	
	
	
	
	

	Tbilisi
	323,944
	642
	32.8%
	484.4
	166.6

	East Georgia
	360,732
	1401
	29.0%
	312.2
	93.3

	West Georgia
	491,133
	1563
	31.5%
	398.0
	130.0

	
	
	
	
	
	

	Male
	418,989
	1,287
	23.5%
	430.9
	110.4

	Female
	756,819
	2,319
	37.7%
	351.8
	142.7

	
	
	
	
	
	

	0-4 Year old
	8,149
	29
	3.5%
	508.1
	14.7

	5-14 Year old
	19,170
	58
	4.6%
	521.0
	25.5

	15-24 Year old
	31,137
	89
	5.2%
	399.0
	21.8

	25-34 Year old
	48,047
	155
	9.8%
	413.8
	44.2

	35-44 Year old
	84,626
	266
	18.8%
	452.6
	108.9

	45-54 Year old
	212,505
	628
	38.7%
	400.7
	170.7

	55-65 Year old
	263,283
	796
	60.5%
	376.8
	240.1

	65 + Year old
	508,891
	1585
	81.6%
	349.4
	300.7

	
	
	
	
	
	

	Insurance status of the household
	
	
	
	
	

	No
	793,711
	2,369
	30.0%
	399.4
	131.3

	Yes
	376,455
	1,218
	33.9%
	341.0
	119.7

	
	
	
	
	
	

	 MIP Beneficiary 
	
	
	
	
	

	No
	845,780
	2,506
	29.5%
	409.3
	131.8

	Yes
	321,437
	1,060
	35.6%
	314.2
	114.8

	 Total 
	1,175,809
	3,606
	31.0%
	411.1
	127.5


Table C.2 Structure of recurrent expenditure for chronic conditions
	Total Annual Recurrent Cost
	Per Cent
	Annualized Per Capita (Gel)

	Cost of medications
	86.6
	110.3

	Cost of medical supplies
	0.5
	0.6

	Cost of herbal and/or homeopathic remedies
	0.5
	0.6

	Provider consultation fees
	6.5
	8.3

	Cost of nursing, physiotherapy and similar support services
	1.6
	2.0

	Cost of medical equipment (crutches, wheelchair,etc.).
	0.4
	0.5

	
	
	

	Total diagnostic costs
	4.0
	5.0

	Cost of clinical and laboratory diagnostics
	2.2
	2.9

	Cost of X-ray
	0.3
	0.4

	Cost of Ultrasound
	0.6
	0.8

	Cost of Tomography
	0.3
	0.3

	Other
	0.5
	0.6

	
	
	

	Total
	100.0
	127.3


Table C.3 Mean and annualized costs for self-treatment 
	By Population Groups
	Weighted Count
	Count
	Share of Population from this group that faced expenditure during a month
	Mean Annual Recurrent Spending per Patient (Gel)
	Annualized Per Capita Expenditure

	Urban
	102,774
	228
	5.5%
	21.6
	12.5

	Rural
	121,974
	462
	6.3%
	19.4
	12.0

	
	
	
	
	
	

	Poorest fifth
	46,826
	163
	6.2%
	14.8
	9.0

	2
	40,616
	122
	5.4%
	19.7
	10.0

	3
	47,938
	147
	6.3%
	19.3
	12.7

	4
	50,815
	149
	6.7%
	19.3
	13.2

	Richest fifth
	38,553
	109
	5.1%
	30.4
	16.2

	
	
	
	
	
	

	Tbilisi
	46,844
	93
	4.7%
	20.0
	9.0

	East Georgia
	80,482
	307
	6.5%
	17.2
	11.0

	West Georgia
	97,422
	290
	6.3%
	23.1
	15.3

	
	
	
	
	
	

	Male
	93,868
	283
	5.3%
	22.4
	12.1

	Female
	130,881
	407
	6.5%
	19.0
	12.4

	
	
	
	
	
	

	0-4 Year old
	8,034
	26
	3.4%
	19.3
	5.4

	5-14 Year old
	9,328
	26
	2.3%
	18.8
	4.1

	15-24 Year old
	14,291
	41
	2.4%
	11.6
	2.7

	25-34 Year old
	13,440
	45
	2.7%
	27.1
	7.8

	35-44 Year old
	27,973
	80
	6.2%
	22.5
	15.8

	45-54 Year old
	46,849
	140
	8.5%
	22.4
	20.3

	55-65 Year old
	44,285
	139
	10.2%
	18.4
	18.4

	65 + Year old
	60,548
	193
	9.7%
	20.0
	18.8

	
	
	
	
	
	

	Insurance status of the household
	
	
	
	
	

	No
	160,886
	478
	6.1%
	20.7
	13.0

	Yes
	63,377
	210
	5.7%
	19.7
	10.8

	
	
	
	
	
	

	 MIP Beneficiary 
	
	
	
	
	

	No
	168,781
	492
	5.9%
	21.4
	13.0

	Yes
	52,877
	184
	5.9%
	17.8
	9.7

	 Total 
	189,100
	690
	4.99%
	20.4
	12.2


Table C.4 Structure of self-treatment costs
	Total cost of self-treatment
	Per Cent
	Annualized Per Capita (Gel)

	Cost of drugs
	87.9
	10.8

	Cost of medical supplies
	0.7
	0.1

	Cost of herbal and homeopathic remedies
	7.2
	0.9

	Cost of diagnostics taken
	4.2
	0.5

	Total
	100.0
	12.3


Table C.5 Mean and annualized costs paid at outpatient facilities 
	By Population Groups
	Weighted Count
	Count
	Mean payment per visit to outpatient facility (Gel)
	Per Capita Gel per Annum (Gel)

	 Urban 
	250,789
	577
	52.2
	84.0

	 Rural 
	276,588
	1,064
	56.0
	96.6

	
	
	
	
	

	 Poorest fifth 
	87,283
	300
	35.9
	49.6

	 2 
	93,388
	296
	39.2
	58.0

	 3 
	111,714
	351
	57.7
	102.2

	 4 
	109,274
	341
	59.8
	103.5

	 Richest fifth 
	125,719
	353
	70.0
	138.7

	
	
	
	
	

	 Tbilisi 
	132,649
	268
	46.8
	75.5

	 East Georgia 
	169,818
	645
	47.0
	76.9

	 West Georgia 
	224,910
	728
	63.9
	110.7

	
	
	
	
	

	Male
	219,308
	685
	47.4
	70.0

	Female
	308,069
	956
	59.0
	108.6

	
	
	
	
	

	0-4 Year old
	46,874
	152
	20.7
	49.4

	5-14 Year old
	38,920
	122
	25.8
	29.1

	15-24 Year old
	54,627
	159
	86.2
	95.1

	25-34 Year old
	48,891
	154
	83.0
	99.4

	35-44 Year old
	58,380
	175
	38.5
	59.9

	45-54 Year old
	71,839
	211
	56.7
	89.0

	55-65 Year old
	64,288
	212
	73.5
	130.3

	65 + Year old
	143,559
	456
	47.3
	130.5

	
	
	
	
	

	Insurance status of the household
	
	
	
	

	No
	347,763
	1,076
	66.7
	105.1

	Yes
	178,888
	562
	29.8
	57.7

	
	
	
	
	

	MAP Beneficiary
	
	
	
	

	No
	365,167
	1,125
	64.1
	98.1

	Yes
	157,708
	499
	31.6
	66.4

	 Total 

	527,376
	1,641
	54.2
	90.4


Table C.6 Structure of OP costs
	Fees Paid to Outpatient Facility (including for Diagnostics test provided by the facility)
	Per cent of Total
	Annualized Per Capita (Gel)

	 Fees paid to staff 
	53.2%
	48.1

	 Fees paid for drugs provided at the facility 
	15.1%
	13.7

	 Fees for other non-durables 
	0.4%
	0.4

	 Fees for medical equipment & appliances 
	0.0%
	0.1

	Total cost of diagnostics services
	31.3%
	28.3

	Clinical and laboratory diagnostics
	11.4%
	10.3

	X-ray
	5.5%
	5.0

	Ultrasound
	5.0%
	4.5

	Tomography
	2.7%
	2.5

	Other
	6.7%
	6.0

	Total
	100.0%
	90.6


Table C.7 Mean and annualized costs for prescribed drugs at OP level purchased elsewhere
	By Population Groups
	Weighted Count
	Count
	Mean payment per drug purchase (Gel)
	Per Capita Gel per Annum (Gel)

	 Urban 
	247,698
	568
	35.7
	56.8

	 Rural 
	271,048
	1,040
	35.0
	59.3

	
	
	
	
	

	 Poorest fifth 
	84,271
	289
	25.2
	33.6

	 2 
	93,767
	296
	33.2
	49.2

	 3 
	107,504
	338
	34.7
	59.2

	 4 
	108,397
	335
	38.2
	65.5

	 Richest fifth 
	124,807
	350
	42.0
	82.7

	
	
	
	
	

	 Tbilisi 
	130,750
	264
	30.0
	47.6

	 East Georgia 
	165,620
	625
	33.1
	52.8

	 West Georgia 
	222,376
	719
	40.3
	68.9

	
	
	
	
	

	Male
	214,129
	667
	33.5
	48.3

	Female
	304,617
	941
	36.7
	66.8

	
	
	
	
	

	0-4 Year old
	45,472
	146
	25.5
	58.9

	5-14 Year old
	38,965
	122
	21.5
	24.3

	15-24 Year old
	53,388
	157
	35.6
	38.4

	25-34 Year old
	48,308
	151
	38.0
	44.9

	35-44 Year old
	57,755
	173
	32.3
	49.8

	45-54 Year old
	70,026
	206
	35.5
	54.2

	55-65 Year old
	63,464
	207
	41.4
	72.5

	65 + Year old
	141,368
	446
	39.9
	108.5

	
	
	
	
	

	Insurance status of the household
	
	
	
	

	No
	341,666
	1,054
	37.2
	57.6

	Yes
	176,355
	551
	31.8
	60.6

	
	
	
	
	

	MAP Beneficiary
	
	
	
	

	No
	358,671
	1,102
	36.9
	55.5

	Yes
	155,574
	489
	31.8
	65.8

	 Total 
	518,746
	1,608
	35.4
	58.1


Table C.8 Mean and annualized costs for hospital services

	Population Groups
	Weighted Count
	Count of those that faced cost
	Mean amount paid for case of hospitalization (Gel)
	Per Capita Gel per Annum (Gel)

	 Urban 
	92,066
	203
	824.3
	40.6

	 Rural 
	100,045
	384
	555.7
	28.9

	
	
	
	
	

	 Poorest fifth 
	33,384
	118
	464.5
	20.4

	 2 
	35,171
	114
	672.4
	31.2

	 3 
	35,886
	115
	543.1
	25.8

	 4 
	43,352
	121
	890.8
	51.0

	 Richest fifth 
	44,316
	119
	772.2
	45.0

	
	
	
	
	

	 Tbilisi 
	53,244
	103
	798.1
	43.0

	 East Georgia 
	57,453
	219
	688.0
	31.7

	 West Georgia 
	81,414
	265
	607.6
	31.7

	
	
	
	
	

	Male
	72,145
	225
	587.6
	23.8

	Female
	119,966
	362
	742.6
	44.4

	
	
	
	
	

	0-4 Year old
	15,836
	49
	339.3
	22.8

	5-14 Year old
	13,053
	42
	512.7
	16.2

	15-24 Year old
	35,805
	114
	682.6
	41.2

	25-34 Year old
	30,619
	87
	551.7
	34.5

	35-44 Year old
	14,776
	45
	436.6
	14.4

	45-54 Year old
	22,432
	64
	1,414.7
	57.8

	55-65 Year old
	19,163
	62
	733.1
	32.3

	65 + Year old
	40,426
	124
	639.4
	41.4

	
	
	
	
	

	Insurance status of the household
	
	
	
	

	No
	112,148
	341
	785.0
	33.2

	Yes
	76,561
	236
	520.6
	35.9

	
	
	
	
	

	 MIP Beneficiary 
	
	
	
	

	No
	128,173
	382
	809.7
	36.2

	Yes
	62,605
	199
	408.6
	28.3

	 Total 
	192,110
	587
	684.4
	34.7


Table C.9 Mean and annualized hospital costs by provider type
	By type of facility
	Weighted Count of Cases Paying for Services
	Count of Cases Paying for Services
	Mean Amount per Hospitalization (Gel)
	Per Capita Annualized Expenditure (Gel)

	 General hospital 
	74,367
	310.0
	694.6
	17.7

	 Maternity hospital 
	44,451
	142.0
	626.7
	8.1

	 Children's hospital 
	11,088
	50.0
	324.4
	1.4

	 Other specialist hospital 
	24,285
	85.0
	936.4
	7.5

	 Total 
	154,190
	587.0
	684.4
	34.7


Table C.10 Annualized per capita expenditure by providers of care

	Providers Of Health Care Services
	ICHA-HP Code
	

	Hospitals
	HP 1
	80.5

	General Hospitals
	HP 1.1
	45.2

	Mental health and substance abuse hospitals 
	HP 1.2 
	-

	Specialty (other than mental health and substance abuse) hospitals
	HP 1.3
	35.3

	Maternities
	HP 1.3.1
	10.0

	Pediatric Hospitals
	HP 1.3.2
	2.5

	TB Hospitals
	HP 1.3.4
	0.4

	Other Specialized Hospital
	HP 1.3.9
	22.4

	Providers of ambulatory health care
	HP 3
	46.5

	Offices of physicians and Village ambulatories
	HP 3.1
	1.7

	Offices of dentists
	HP 3.2
	5.4

	Outpatient care centers
	HP 3.4
	23.2

	Medical and diagnostic laboratories
	HP 3.5
	12.0

	Providers of home health care services
	HP 3.6
	4.2

	Other providers of ambulatory health care
	HP 3.9
	0.02

	Retail sale and other providers of medical goods
	HP 4
	196.6

	Dispensing chemists
	HP 4.1
	193.3

	Retail sale and other suppliers of hearing aids
	HP 4.3
	

	Retail sale and other suppliers of medical appliances (other than optical glasses and hearing aids)
	HP 4.4
	1.0

	All other miscellaneous sale and other suppliers of pharmaceuticals and medical goods
	HP 4.9
	1.5

	Total Annual Per Capita Expenditure in current Gel
	 
	323.5


Table C.11 Estimates of per capita health expenditure by (cross tab Providers by Function)
	Providers Of Health Care Services
	Total
	Hospitals
	General Hospitals
	Specialty (other than mental health and substance abuse) hospitals
	Maternities
	Pediatric Hospitals
	TB Hospitals
	Other specialized hospitals
	Providers of ambulatory health care
	Offices of physicians = Village ambulatories
	Offices of dentists
	Outpatient care centers
	All outpatient multi-specialty & cooperative service centers
	Polyclinics
	Women Consultations
	All other outpatient community and integrated care centers
	Medical and diagnostic laboratories
	Providers of home health care services
	Other providers of ambulatory health care
	Ambulances
	All other ambulatory health care services
	Retail sale and other providers of medical goods
	Dispensing chemists
	Retail sale and other suppliers of medical appliances (other than optical glasses and hearing aids)
	All other miscellaneous sale and other suppliers of pharmacy and medical goods

	ICHA-HP Code
	Total
	HP 1
	HP 1.1
	HP 1.3
	HP 1.3.1
	HP 1.3.2
	HP 1.3.4
	HP 1.3.9
	HP 3
	HP 3.1
	HP 3.2
	HP 3.4
	HP 3.4.5
	HP 3.4.6
	HP 3.4.7
	HP 3.4.9
	HP 3.5
	HP 3.6
	HP 3.9
	HP 3.9.1
	HP 3.9.9
	HP 4
	HP 4.1
	HP 4.4
	HP 4.9

	Services of Curative Care HC 1
	101.83
	70.9
	41.2
	29.7
	9.5
	2.4
	0.3
	17.5
	30.2
	1.5
	5.4
	19.4
	4.9
	11.4
	2.3
	0.8
	-
	3.9
	0.02
	0.02
	-
	0.7
	-
	-
	-

	Inpatient Curative Care HC1.1
	34.7
	34.7
	17.7
	17.0
	8.1
	1.4
	
	7.5
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	-
	
	
	

	OB& Gyn HC 1.1.3
	8.1
	8.1
	
	8.1
	8.1
	
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	Oncology HC 1.1.4
	-
	-
	
	-
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	Tuberculosis HC 1.1.5
	-
	-
	
	-
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	Pediatrics HC 1.1.8
	1.4
	1.4
	
	1.4
	
	1.4
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	Other HC 1.1.9
	25.2
	25.2
	17.7
	7.5
	
	
	
	7.5
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	Outpatient Curative Care HC 1.3
	63.3
	36.2
	23.5
	12.7
	1.4
	1.0
	0.3
	9.9
	26.3
	1.5
	5.4
	19.4
	4.9
	11.4
	2.3
	0.8
	-
	-
	0.02
	0.02
	-
	0.7
	-
	-
	-

	Basic medical & diagnostic services HC 1.3.1
	17.8
	-
	
	-
	
	
	
	
	17.8
	1.5
	
	16.3
	4.9
	11.4
	
	
	
	
	-
	
	
	
	
	
	

	Outpatient dental care HC 1.3.2
	5.4
	-
	
	-
	
	
	
	
	5.4
	
	5.4
	-
	
	
	
	
	
	
	-
	
	
	
	
	
	

	All other specialized medical services HC 1.3.3
	15.0
	12.7
	
	12.7
	1.4
	1.0
	0.3
	9.9
	2.3
	
	
	2.3
	
	
	2.3
	
	
	
	-
	
	
	
	
	
	

	All other outpatient curative care HC 1.3.9
	25.1
	23.5
	23.5
	-
	
	
	
	
	0.9
	
	
	0.8
	
	
	
	0.8
	
	
	0.02
	0.02
	
	0.7
	
	
	

	Services of Curative Home Care HC 1.4
	3.9
	-
	
	-
	
	
	
	
	3.9
	
	
	-
	
	
	
	
	
	3.9
	-
	
	
	-
	
	
	

	Ancillary services to medical care HC4
	25.8
	9.6
	4.0
	5.6
	0.5
	0.1
	0.1
	4.9
	16.2
	0.2
	0.0
	3.7
	0.7
	2.4
	0.4
	0.2
	12.0
	0.3
	-
	
	
	-
	
	
	

	Clinical laboratory HC 4.1.
	8.9
	3.5
	1.5
	2.0
	0.2
	0.0
	0.0
	1.8
	5.4
	0.1
	0.0
	1.4
	0.3
	0.9
	0.2
	0.1
	3.9
	0.1
	
	
	
	
	
	
	

	Diagnostic imaging HC 4.2
	7.9
	4.0
	1.7
	2.4
	0.2
	0.1
	0.0
	2.1
	3.9
	0.1
	0.0
	1.6
	0.3
	1.0
	0.2
	0.1
	2.1
	0.1
	
	
	
	
	
	
	

	All other miscellaneous services HC 4.9
	9.0
	2.0
	0.9
	1.2
	0.1
	0.0
	0.0
	1.0
	7.0
	0.0
	0.0
	0.8
	0.2
	0.5
	0.1
	0.0
	6.0
	0.1
	
	
	
	
	
	
	

	Medical goods dispensed to outpatients HC 5
	195.9
	-
	
	-
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	195.9
	193.3
	1.0
	1.5

	Pharmaceutical and other medical non-durable HC 5.1.
	194.3
	6.9
	4.2
	2.8
	0.3
	0.2
	0.1
	2.2
	6.2
	0.3
	0.8
	3.5
	0.9
	2.1
	0.4
	0.2
	1.0
	0.6
	-
	
	
	181.2
	180.2
	1.0
	

	Therapeutic appliances and med. Durables HC 5.2
	1.5
	-
	
	-
	
	
	
	
	-
	
	
	-
	
	
	
	
	
	
	-
	
	
	1.5
	
	
	1.5

	Per Capita (Gel)
	323.5
	80.5
	45.2
	35.3
	10.0
	2.5
	0.4
	22.4
	46.5
	1.7
	5.4
	23.2
	5.7
	13.7
	2.8
	1.0
	12.0
	4.2
	0.02
	0.02
	-
	196.6
	193.3
	1.0
	1.5


Annex D Outline of sampling and weights

This annex outlines the sampling strategy used by the HUES in the 2007 and 2010 rounds. Since it draws on the sampling strategy and sample used by the Integrated Household Survey (IHS), it also outlines the sampling of the IHS. The weights are also defined. 

Sampling in the Integrated Household Survey 

The Integrated Household Survey has a nationally representative sample of households in a pseudo-panel design
. These households are interviewed a total of five times over the period of their involvement in the survey, which is one year. After one year of inclusion, which thereby captures a full year of income-expenditure data, the household leaves the sample and a new household is included. One twelfth of the sampled households leave the sample each month so full panel rotation is achieved over one year. 

The sample was selected using a two-stage stratified procedure, with census enumeration areas (EAs) as the primary sampling unit and households as the second. The sample is stratified into a total of 49 strata, based on a classification of settlement types. This classifies settlements by urban / rural, distinguishing three categories: cities, towns and villages. It also distinguishes highland and lowland settlements. Region also acts as a stratifying variable, although some smaller regions are combined with larger ones. 

Enumeration areas were selected with probability proportional to size (PPS). Households are selected within the sampled EA using systematic sampling from a list of households/dwellings there. Each EA is allocated to one of three panels, so that households there are interviewed during one of the three months of each quarter. There is a resulting 147 stratum*panel combinations into which PSUs are allocated. 

The sampling has been reviewed twice in the last decade. In 2001/2002, it was reviewed to increase the efficiency of the sample and investigate any observations with extreme weight. This gave a revised sample of 300 EAs and around 3,300 households for the IHS at the time of the 2007 HUES. The sample design was revised again after the 2007 HUES baseline with support from Millennium Challenge Corporation, Georgia. The sample size was increased to over 6,000 households, the number of PSUs was increased from around 300 to 600, and the sample frame was revised. A stratum for new buildings in Tbilisi was created, while new buildings outside Tbilisi were added to existing PSUs, and the internally displaced population housed in specially constructed dwellings were added to existing PSUs.
There are a number of important concerns about the IHS sampling, which are outlined at the end of this section.  

Sampling for the HUES 

The terms of reference give the following objectives for the survey: 

· Estimate household health expenditure to adjust the findings of quarterly Integrated Household Survey (IHS
) that is implemented by the State Department of Statistics (SDS) since 1996.

· Obtain baseline and impact indicators to monitor and evaluate reforms implemented in PHC (in pilot regions) and in Health Care Financing;

· Provide Government of Georgia with critical information about population’s self-reported health status, health care utilization and patients’ satisfaction, which will help to formulate or adjust state policies. 

The sample was designed to ensure that national estimates are produced and that estimates of sufficient precision can be produced for the pilot regions. At the time of the baseline, only the WB-supported pilot regions were required to have separate estimates, while at follow-up separate estimates were required for WB- and EU-supported regions. The desired sample sizes for both samples were determined by calculating the expected confidence intervals around key estimates of utilisation and expenditure and around estimates of change (see OPM mission report 1), with allowance made for possible non-response.
The overall survey design was based around the Household Budget Survey. Specifically, for the main (national) sample, the sample consists of households that have left the IHS sample in a specified period prior to the HUES sample being drawn. This had the benefit of ensuring that complete consumption-expenditure information was available for all these households, so that their socioeconomic status was known without having to collect all of that data. The HUES could then focus on collecting health utilisation and expenditure data in more depth. Households that had been selected for the IHS, but refused, were not included in the sample frame.
For the 2007 sample, a sample was drawn from the 15 months (5 quarters) of IHS leavers. An additional sub-sample was also selected in the pilot regions to ensure an adequate sample for that population. All sampled households in these districts (in the core sample and the additional sample) were analysed together to provide a baseline for PHC reform in these regions. The 2010 sample was able to draw on a larger set of IHS leavers and so could use just four quarters of IHS leavers (ie those that had completed a final interview and had left the sample during the period Q2 2009 to Q1 2010). In each case, appropriate ‘super-strata’ were defined (urban, rural pilot, rural non-pilot) and samples were drawn with an appropriate sampling fraction using the SPSS random sampling function on a list sorted by stratum and PSU.

For the 2007 survey an additional sample was also drawn, sampling new PSUs for the pilot population. An additional 270 households in 18 new PSUs were selected. These PSUs were sampled from a list of PSUs that had already been sampled for the IHS for future fieldwork, when existing PSUs are exhausted. PSUs currently in the IHS were removed from this list through a matching process. Since the sample of future PSUs had been selected with probability proportional to size, the sub-sample needed for the HUES was selected with simple random sampling. Households were listed in these PSUs prior to sampling 15 households from each. 

The resulting samples are shown in Table D.1. 

The sample required was a sample of households, since the HUES data is linked to the household data from the IHS. This raises some conceptual challenges. For purposes of the fieldwork, households were considered to be the ‘same household’ if they had at least one member in common with the IHS sample
. 

Table D.1 Distribution of sample by region and urban/rural location

	Region
	Total sample, households, 2007
	Total sample, households, 2010

	
	Urban
	Rural
	Total
	Urban
	Rural
	Total

	Ajara
	107
	203
	310
	111
	219
	330

	Shida Kartli
	65
	281
	346
	58
	253
	311

	Imereti
	199
	387
	586
	174
	386
	560

	Kakheti
	58
	471
	529
	54
	373
	427

	Kvemo Kartli
	115
	205
	320
	107
	276
	383

	Samtskhe-Javakheti
	50
	111
	161
	60
	107
	167

	Guria
	37
	111
	148
	33
	130
	163

	Samegrelo
	83
	163
	246
	83
	216
	299

	Mtskheta-Mtianeti
	27
	99
	126
	35
	112
	147

	Tbilisi
	572
	0
	572
	639
	17
	656

	RL & KS
	17
	33
	50
	17
	40
	57

	Georgia
	1,330
	2,065
	3,395
	1,371
	2,129
	3,500


Note: Households that are classified as in Imereti region for IHS analysis purposes, but are in reality in another administrative region, have been removed to separate lines in this table (Mtskheta-Mtianeti and RL & KS). Note that after 2007 some rural populations were transferred within Tbilisi administrative boundaries during revisions to the sample frame.
The original sample design for the HUES had envisaged a panel survey in which interviewers returned to the same dwellings at follow-up. However, a review mission in September recommended that the design be re-considered and instead another sample be drawn in the same way as the 2007 survey. This was due to concerns about attrition, and in order to benefit from the revisions to the IHS sample and sample frame undertaken after the 2007 survey.

Weights for the IHS and for the HUES 

The weights for the HUES were calculated in the same way as the IHS. This makes use of information to which SDS has ready access and provides a consistent approach between the two surveys. The weights in HIS can be expressed as follows: 
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Where: 

Wijkl = final weight for a household in PSU l and panel k  of the j-th stratum of the i-th region

nij = initial number of households sampled in the j-th stratum of the i-th region

Hij = number of households listed in the pre-Census estimates the j-th stratum of the i-th region

Hijkl = number of households listed in the pre-Census estimates in PSU l and panel k of the j-th stratum of the i-th region

H*ijkl = revised number of households in PSU l and panel k of the j-th stratum of the i-th region

nijkl = initial number of households sampled PSU l and panel k of the j-th stratum of the i-th region

iijkl = number of closed dwelling in PSU l and panel k and of the j-th stratum of the i-th region

uijkl = number of non-responses (eligible sampled households not interviewed) in PSU l and panel k of the j-th stratum of the i-th region

Note that this uses an adjusted (inverse) stratum-level sampling fraction as a basis for the weights, rather than a probability specific to each household. There are two adjustments, given respectively by the second and third terms of the above expression. The first is a stratum-level adjustment, based on the ratio of the sum of the number of households in the pre-Census estimates used for the sample frame to the number found in the IHS listing process. The second is an adjustment for non-response. This is in fact a stratum*panel-level adjustment
.  The treatment of non-response codes in the specification of the weights was slightly different in the 2007 and 2010 surveys. This is outlined below.
Concerns about the IHS sampling and weights

During the development of the HUES sample, a number of concerns were identified about the IHS sampling, some of which are quite serious. These are of relevance to the HUES and are also of wider importance to the IHS. They are as follows: 

1. Household sample frame

There are a number of serious concerns about the household sample frame and resulting estimates of PSU size. 

i. The initial estimates of number of households used for the sample frame is actually the pre-Census estimates of number of households, and the household listing that is updated in also a pre-Census (administrative) listing, because the actual Census data has not been (and cannot be) linked to the enumeration area identifiers. This makes the initial estimates likely to be quite inaccurate. 

ii. The PSUs (enumeration areas) are defined as ‘address-based’ rather than geographically and there are no useable maps defining geographical boundaries for enumeration areas. The updating of the household listing cannot easily, and generally does not, add newly built dwellings as a result. This is less of problem in rural areas, where whole villages may sometimes constitute EAs and new dwellings might be captured. But it is a serious problem in urban areas, where new dwellings will generally be missed; in addition, it is in urban areas where most new dwellings are likely to appear. This will create two problems: most importantly, it may create bias in survey estimates in so far as new dwellings contain atypical households, which is likely. It will also mean that national totals estimated directly from the weighted survey data will be underestimates, and will particularly tend to underestimate urban components. 
This is visible in the fact that all of the listing adjustment factors are less than one. The sum of the IHS weights (multiplied by average household size) gives an estimated national population of 3.8 million compared with the Census estimate of 4.3 million, with most of the difference in urban areas. If the population projections overestimate the current population, then the problem would not be quite as bad as it appears from these figures, but it nevertheless raises serious concerns. The analysis does not present any estimates of national totals in the light of this issue.

iii. The revision of the sample and sample frame undertaken with support from Millennium Challenge Georgia Fund added a number of new dwellings to the sample frame for Tbilisi. However, the number added is quite small, and there were no changes to the adjustment factor that represent the impact of household listing on the implied population size. This means that the sample and weights are very similar to the situation in 2007, in this regard, and cannot be considered to provide usefully updated information on total population or on changes in the distribution of households. 

2. Non-response in the IHS. 

There are also concerns about the Ievel of non-response in the IHS. As outlined above, in the 2007 IHS sample, some 83% of the original sample was interviewed and this falls to 75% in urban areas. Since non-interviewed households are not likely to be typical, this also raises concerns about the representativity of the sample, particularly in urban areas. 
3. Calculation of the weights

There is a concern that the process of calculating the weights may underestimate the true variance in the sample. This is because the adjustments for the number of households listed and for non-response are done at the stratum and stratum*panel levels respectively, rather than at the PSU level. In addition, the ‘collapsing’ process, whereby the second adjustment is calculated across different strata if any panel*stratum unit has less than 50% response may introduce biases; it is also not clear why the aggregation is not across panels within a stratum rather than aggregating across strata within a panel.

Implications for the HUES

For reasons of comparability, the weights for the HUES were calculated in the same way as the IHS weights, except that nijkl, iijkl and uijkl refer to the HUES sample instead of the IHS. The panel subscript is irrelevant for the HUES. 

Relevant health sector estimates, including for health accounts, will continue to be derived from the IHS and so basing findings and adjustments on existing practice is appropriate. However, the potential biases need to be recognised. The sensitivity to alternative specifications and adjustments to address some of the concerns about the IHS weights was assessed briefly in the 2007 analysis using weight that are normalised to the Census urban/rural populations. However, little can be done to address biases due to the possible exclusion of certain types of household from the sample. A full revision of the IHS sample using a proper, geographically delimited sample frame of PSUs derived from the forthcoming Census preparations should be a priority for Geostat in the future.
HUES sample completion 

Almost 95% of sampled households were interviewed in the 2007 survey. In 2010, this was lower at 89%. A comparison of the distribution of reasons for non-response across the two surveys shows a similar distribution, but with a higher proportion of reasons giving ‘dwelling not found’. The war with Russia is also thought to have caused migration in some areas. It was decided to treat ‘dwelling not found’ and households that turned out to be non-IHS households (according to the definition given above) as non-response rather than ineligible in the calculation of the 2010 weights. This was because the total number was higher and there were concerns about the impact of the different adjustments on the overall weights and relative stratum sizes if they were treated as ineligible in the formula for weights given above.

Table D.2 Sample completion rate

	
	2007
	2010

	
	Frequency
	Percent
	Frequency
	Percent

	Interviewed and analysed
	3,218
	94.8
	3,127
	89.3

	Ineligible
	65
	1.9
	41
	1.2

	Non-response
	112
	3.3
	332
	9.5

	Total
	3,395
	100.0
	3,500
	100.0














� This is consistent with the approach currently used in analysing the IHS, in which each quarter of observations is analysed independently. It meant that consumption information was slightly out of date by the time of the HUES interviews, since households were sampled from those that had left the IHS over the preceding five quarters. However, this was judged to be better than trying to collect consumption expenditure information independently in the HUES. This limitation should be borne in mind when interpreting the results of the analysis by household consumption level. 


� A comparison of the distribution of complaints recorded in the baseline survey and in routine medical statistics was undertaken for the baseline survey report and showed that they were broadly similar.


� In particular, the information was used largely as a filter to identify cases for inclusion in a separate module on their experience of services, and for individuals who suffered from both a chronic and an acute condition, it is not possible to distinguish for which condition they consulted. 


� This refers to the most recent consultations by any individual who reported being sick in the preceding six months. The places of treatment are considered to be primary level care are: home visits, village ambulatory centres, polyclinics, women’s consultation clinic, dental clinic, ambulance (if treated there) and maternity hospitals (if used for preventive care).


� This is consistent with the statement that around half of consultations take place at primary care level because consultations at polyclinics, including those with specialist doctors at polyclinics, were treated as primary care level for this analysis. 


� Note, however, that around 15-18% of individuals were unable to say how many days a doctor was present at their local facility in each survey.


� In both surveys, information on the score assigned by the Social Services Agency was requested. In 2007 this was used to classify a household as covered by the then Medical Assistance Programme. At follow up information on this score was collected from the card, but since a significant fraction of households could not show their card, many were missing information on the score. Households are therefore classified by their reports of having a MIP insurance policy in 2010 rather than by the score. The few cases of households insured through the municipal programme in Tbilisi are excluded. The cross-tabulations in this chapter by MIP beneficiary / non-beneficiary use the household-level classification. It should be noted that the household-level variable has some missing observations for 2007 and has been revised since the baseline analysis.


The survey also found that, in households that reported having health insurance through the MIP in 2010, some 13% of households members were not themselves covered by the MIP. This might sometimes be due to different definitions of a household and household member being used by the MIP and the survey, but also reflects the fact that it takes some time for individuals who join a household to be enrolled onto the MIP.


� Note that this was the self-reported need for hospital care and was not necessarily based on referral by a doctor. 


� Note that this uses the share of the population living in households that are covered by the MIP. A more conservative measure of inclusion in the MIP can also be calculated, based only on households that could show their cards to verify the score. This is lower overall (since a significant fraction of households could not show their cards) but it shows a similar pattern across quintiles (see Annex A).


� In the 2007 survey, two of the EU-supported regions were combined with the WB-supported regions and analysed as a single group. The baseline data was re-analysed for this report to provide estimates separately for the two groups. 


� The HUES 2007 survey collected information on the score assigned to the household by the Agency as part of the ‘State Program for the Population below the Poverty Line’. The 2010 survey also asked households about whether they held an insurance contract through the MIP. The analysis in this chapter compares households classed as vulnerable based on their score (<=70,000) when making comparisons between the two surveys.


� Out of these hospitalizations 49.1% occurred during 2009 and 50.9% were during 2010.


� According to Geostat general inflation amounted to 11% during 2007, 5.5% during 2008 and 3.0% during 2009.


� Sum of elements do not equal to total because there are also some expenditures not reflected in the table for drugs and diagnostics, which are included in the total.


� International Classification for Health Accounts scheme for Health Care Functions (ICHA-HC) 


� This figure increases due to changes in classifications in the questionnaire and the two estimates are not comparable 


� All individuals reporting, “Yes” on the question “F14. Did you take any medicine or treatment for this problem based only on your own knowledge and not based on consulting a health care provider in the last 30 days?” were included as self-treating.


� NCDC 2010, Georgia Healthcare Statistical Yearbook 2009, p.15. Tbilisi, Georgia.


� Chanturidze T, Ugulava T, Durán A, Ensor T and Richardson E. Georgia: Health system review. Health Systems in Transition, 2009; 11(8):1-116.p.60


� Beneficiaries of the state Medical Insurance Programme and its predecessor in 2007 (the Medical Assistance Programme).


� Base too small: In 90 households in pilot regions at least one women had given birth during last two years, but only in 19 hhs in other rural areas. Respective number for urban areas is 87 hhs. Only in 21 vulnerable hhs a woman has given birth during the last 24 months (but in 174 non-vulnerable hhs).


� Not all people receiving OP care paid at the facility


� The sample excludes some currently inaccessible autonomous regions.








� A document kindly provided by the expert who worked on the IHS sampling (Mr Marmuka) outlines the design of the sample and the calculation of the weights in the IHS. DS staff also helped clarify a number of details. 


� If any stratum*panel unit has less than 50% response rate for any particular quarter, then this adjustment is calculated across a number of strata, combined according to a pre-defined hierarchy. Since the HUES is not panelled, and no stratum had less than 50% response, there is no need to undertake the collapsing of this adjustment factor in the HUES.
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