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1. Introduction
the COVID-19 pandemic is still unfolding globally and is on the rise in most parts of the world, partly because many countries have re-opened after strict nationwide lockdowns. Over 26 million people have contracted the disease in 216 countries, and over 800 thousand people perished because of it. [1]. With already a grim outlook for the global economy, the full extent of the devastating economic and social effects of the pandemic is yet unclear. Beholding the historical experience of previous pandemics and following the advice of the experts, most of the governments are bracing for a potentially more disastrous second wave of the infection before the end of the year 2020. 
There are still many unknowns and unanswered questions regarding the novel coronavirus and how it managed to inflict so much damage around the globe. However, enough time passed, and enough evidence accumulated for analysis and deliberations on the preliminary lessons learned from the global pandemic response. In some countries, the contagious spread like wildfire and their health systems collapsed. In contrast, others appear to be successful in controlling the outbreak and averting catastrophic results for their health systems. Looking more closely to such country cases may give us an insight on why this wide variation among countries occurred; what were the determining factors that some countries and regions fared better than others, and more broadly, what so far has worked and what does not, in responding to the biggest challenge that humanity has faced in this century.
The Alliance for Health Policy and Systems Research has launched a demand-driven programme of research to facilitate the response to COVID-19. Within the framework of this research, we propose to conduct a Georgia case study to examine how the country response to the COVID-19 was planned and implemented and analyze why and how the country was so far relatively successful in controlling the outbreak and what was the role and influence of Ministry of IDPs from Occupied Territories, Labour, Health and Social Affairs (hereafter referred as Ministry) in whole-the-government mobilization, planning, decision-making and implementation of the response measure. The case study will help to derive lessons on how to position the Ministry and other stakeholders to respond better to a possible second wave of this infection or any other contagions with pandemic potential. 
This study aims at documenting and analyzing the preparation, initiation and the scaleup of the country response to the spread of COVID-19 infection in Georgia, from January 2020, immediately after the first COVID-19 cases were confirmed, to September 2020. 
The documentation will hinge on descriptive work focused on planning, initiation and a gradual scale-up the COVID-19 as a policy process. First, a timeline reporting the different key steps in the scale-up and the events that triggered them will be produced. We will then investigate the dynamics (process, context, content and actors) that enabled or hindered the decision-making and/or implementation of the COVID-19 whole-the-government and health system response in Georgia, why and how the policy response to COVID-19 was designed, implemented and the observed results achieved? What was the role of the Ministry in this process? Moreover, the study will attempt to identify the prerequisites and factors that may have been important, if not decisive, in controlling the COVID-19 outbreak in the country. The study will explore dynamic interactions between the Ministry and agencies, members of the Interagency Coordination Council (ICC) responsible for the whole-the-government response and other stakeholders organizing and implementing the response measures on how the decisions were made and implemented and to what extent the Ministry influenced the decision-making and implementation. 
Study Research Questions and Objectives
The key hypothesis underlying the case study is that policy processes and actors involved in the design and implementation of the COVID-19 response, along with the changing global and national policy context and evolving policy content have determined the response results in Georgia. The key research question is: What are the policy dynamics and an extent of influence of the Ministry of IDPs from Occupied Territories, Labour, Health and Social Affairs that enabled or hindered the COVID-19 response decisions and/or implementation in Georgia?
Detailed research questions include: 
1. Who has taken decisions regarding the management of COVID-19? What was the role of the Ministry of health in taking decisions regarding the management of COVID-19? 

2. If not the MOH, who has taken major decisions and why? What are the levels of influence of the different stakeholders, and why do they have this influence?

3. What was the contribution and role of public health/ national health institutions and international institutions in terms of the response to COVID-19? 

4. What in particular has been the contribution and role of sectors beyond health in making decisions about COVID-19? How and why were these sectors influential? What can we learn from this about using the whole of government approaches? 

5. What were the prerequisites and factors in the policy planning and process that positively or negatively affected the COVID-19 response?

6. What are the current enablers to putting health on the policy agenda? What are the barriers to this?

7. Going ahead, what will be the enablers of keeping health on the policy agenda? What will be the barriers to this?

8. Has the Ministry been successful in using the pandemic to make a case for stronger health systems? What kinds of arguments have they made in cases where they have been successful? What can we learn for the future from the cases where they have succeeded during this pandemic?

2. Background 
Country Context
Georgia – the former Soviet Republic with a population of 3.71 million (In 2020) is situated along the Black Sea shore, bounded by Turkey, Russian Federation. Over 59 percent of people in Georgia live in cities. [2] During the transition years after regaining the independence in 1991, Georgia experienced major political and social turmoil and faced the deepest economic shocks among all former Soviet republics. After the difficult transition years aggravated by the with the civil war and ethnic conflicts, Georgia implemented robust economic and structural reforms, which allowed the country to grow its GDP per capita with an average annual growth rate of 4.9 percent in the period from 2010 to 2019. By the beginning of the year 2020, Georgia is an upper-middle-income country according to the World Bank classification, [3] with emerging free-market economy and GDP per capita at 4.764 in current US$.  The current account deficit narrowed to roughly 5.1 percent of GDP in 2019 in response to sound growth in exports, tourism services, and remittances. Declining unemployment and growing wages, robust external transfers, and higher public spending coupled with a system of targeted social transfers helped to nearly halve the poverty rate from 37.4 percent in 2007 to 20.1 percent in 2018 and to improve living conditions. [4] 
In the last 30 years, the health system based on the Semashko model inherited from the Soviet Union has changed radically. The public health care expenditure from estimated 130$ in 1990 decreased dramatically to less than $1 (US) per capita by the year 1994. [5] In response to the declining public spending the government of Georgia, has initiated major health sector reforms in 1996-1997, which separated health care provision from financing, helped the country establish a single-payer agency in health in 1999, which contracted providers and introduced output-based payments as the predominant form of provider reimbursement. Structural reforms allowed the government to remove from direct state payroll health care workers by transforming their employers - health care facilities from treasury organizations into publicly owned independent legal entities with a considerable level of autonomy. Since the inception of health financing reforms, due to the changing broader political and social policy context, the country has experimented with various institutional setups for the health financing system. The introduction of the UHC program in 2013 is one of the significant achievements of the current Government of Georgia (GoG). This achievement is recognized internationally, [6] [7] and despite certain implementation and efficiency concerns that emerged in the program recently, almost every public opinion [8] or experts’ poll [9] for the last seven years also shows continuing support to sustainment and further expansion of the UHC. 
Since regaining independence in 1991, health care had low policy priority and was financed with a “residual principle” – what was left from other priority sectors, such as public safety, defense, infrastructure, etc. [5] With the introduction of the UHC, health care gained a high political priority, and the health budget almost tripled in absolute terms and doubled as a share of the public budget, making health a clear budget priority in the period from 2013 through 2019. [10] 
The System of Sanitary Epidemiology also inherited from the Soviet Union was reshaped and strengthened to form a modern public health system. The National Centre for Disease Control and Public Health (NCDC) is the key institution under the Ministry, which administers public health protection programmes in the country and is responsible for biosecurity and meeting the requirements of International Health Regulations. [11] As part of the Cooperative Biological Engagement Program (CBEP) supported by the Defense Threat Reduction Agency, USA (2004–2016), the regional laboratory network (biosafety level 2) started operation – with two Zonal Diagnostic Laboratories (ZDL) and seven Laboratory Support Stations. These are the regional arms of the NCDC that provide support to municipal centers (61 centers subordinated to local government), employing mainly epidemiologists responsible for the surveillance of communicable diseases. NCDC’s subordinated structure, the R. Lugar Centre for Public Health Research established under the same cooperative programme plays a key role in the biological threat reduction, as it has the only Biosafety Level 3 laboratory in the South Caucasus Region. [12] For the last ten years, the country made strives to improve the surveillance system for communicable diseases. The primary instrument for disease surveillance is now the national guidelines, which outline how to identify and register, confirm and classify, notify and report communicable diseases; how to analyze data; how to investigate outbreaks; and how to use available information for making decisions to prevent and control infectious diseases. The NCDC determines and updates the list of notifiable diseases annually based on the current epidemiological situation. The operational information on 72 notifiable diseases and conditions through the Electronic Integrated Disease Surveillance System (EIDSS) accumulates in the NCDC. Individual health care facilities are formally responsible for notifying public health centers of any clinically diagnosed or laboratory-confirmed cases. [13] Pandemic preparedness planning has been shown to be effective in Georgia during the past pandemics. [14] 
The Global Health Security Agenda (GHSA) was launched in February 2014 to advance worldwide safety and security measures to protect nations from infectious disease threats. Georgia is actively involved in the Global Health Security Agenda. NCDC is also a national focal point for WHO’s International Health Regulations. [7]  
On 31 December 2019, the government of China confirmed, and the world learned that Wuhan health authorities were treating dozens of cases with the previously unknown, novel coronavirus. On 6 January 2020, the Ministry has alerted the Government of Georgia regarding the novel coronavirus and started adjusting the country pandemic preparedness plan to the newly identified virus. The GoG approved pandemic preparedness plan and established a special task force for coordinating COVID-19 response - Interagency Coordination Council. The active response to the COVID-19 outbreak in Georgia started on 25 January 2020, when emergency medical teams equipped with C-level Personal Protective Equipment and remote thermometers were placed at seven key points of entry. The first COVID-19 case in Georgia was registered on 26 February and by 3 September there are 1596 confirmed novel coronavirus cases in the country with 19 fatalities registered. [15]
Definitions and Concepts
The Implementation Research is defined “as the scientific study of the effective delivery of health interventions in diverse settings and within the existing range of health systems. Implementation research goes beyond understanding what is and is not working, to explain also how and why implementation is going right or wrong in that particular setting”. [16] 
Health policy analysis is defined as “a multi-disciplinary approach to public policy that aims to explain the interaction between institutions, interests and ideas in the policy process. It is useful both retrospectively and prospectively, to understand past policy failures and successes and to plan for future policy implementation”. [17]
3. Methodology
Study Design
Overall approach used for the proposed study is an exploratory and explanatory, holistic single case study design as this method is best suited for observation and systematic documentation of the “real time” policy implementation and allows exploration of both “how” and “why”, while taking into consideration how the policy at interest is influenced by the context within which it is situated. [17] As proposed by Keen and Packwood – “Case studies are valuable where policy change is occurring in messy real world settings”, as in Georgia and “…it is important to understand why such interventions succeed or fail”. [18] The design will also allow both retrospective and prospective analysis of the policy initiative studied. The case study design will help to obtain a comprehensive description of how the COVID-19 response planning and implementation unfolded in the country, when and how the decisions were made to adopt and eventually lift respective prevention, response and mitigation measures, including the travel restrictions, social distancing and lockdown measures, health sector surge capacity planning and mobilization, etc. 
Conceptual framework
From the policy perspective, we regard the COVID-19 response as a crisis management case. Crisis management encompasses societal actions in response to situations where there is a threat to core values, urgency to take action, and uncertainty concerning the situation and courses of action [19]. Crisis response and management process share with health policy a close interdependence with (a) public policies, including the content of previously and newly adopted public policies, (b) the interactions of actors: individuals, groups, coalitions, and networks, and (c) contextual conditions including local (national) interactions and global-level decisions. For the COVID-19 response analysis, we will use a policy analysis framework. There are a number of general policy and health policy analysis frameworks, theories and models available in the literature [17] [21]. Among these, the “health policy triangle” proposed by Walt and Gilson [22] which comprises from four components –policy process, content, context and actors –is particularly relevant to this case study. 
Among the four components, we will put the COVID-19 policy response process at the heart of our descriptive work. On a timeline, we will report the multi-dimensional evolution of the content, the related actions taken by the individual and organizational actors and the phenomena at the global and national context level, which affected the process. Through this use of the Walt & Gilson framework, we will be able to report how the COVID-19 response has developed and to investigate why the Ministry was (or was not) successful in influencing (enabling or hindering) the response process.
Descriptive work
The timeline of the COVID-19 response in Georgia
As mentioned above, first, we will examine the planning and implementation of the COVID-19 pandemic response in Georgia - i.e. the policy process of focus, from its initiation on 6 January 2020 to its current status by 1 September 2020, as a descriptive part of our study. The description of the pandemic response process will be the result of the combination of mainly two elements: progress on some key decisions (for example: introducing the travel restrictions, closing businesses, imposing mobility restriction measures by regions and nationwide), placing them within the global and national context pertaining the COVID-19 spread and global response and time. Our key instrument will be a timeline. We will use a simple software solution (e.g. Excel) to situate key progress in the COVID-19 policy response. 
Analytical work
Our analysis will focus on identifying and appreciating the relationships between the four components of Walt & Gilson’s framework. The timeline will be helpful to understand the sequence of phenomena and to identify factors and actions at the level of the context, actors and content that have enabled or hampered the response process. As noted above, our hypothesis is that COVID-19 response is affected by the policy design features and institutional arrangements of the policy response and the extent to which they are informed by (research-based) knowledge and evidence (the policy content), key stakeholders, both organizations and individuals involved in the pandemic response process, including those involved in the response planning, implementation and monitoring and evaluation, and to a larger extent, those benefiting from or negatively affected by the response measures (the policy actors) and the global and national context where the COVID-19 response was implemented (the policy context).
The policy content
The policy content will have a double status in our analysis: on one side, it is part of the outcomes of the COVID-19 response process (see descriptive work above); on the other side, it is also one of the factors that can enable or impede the effective pandemic response. The response measures that are not proportional and adequate to the situation may deliver net negative results.  For example, the national lockdown used by many affected countries to prevent the spread of the virus in the absence of an effective vaccine is a double-edged sword, - while one edge disrupts the virus transmission chain, another edge destructs the economic and social ties within the society and if used for the extended period may lead to even more poverty, suffering, and deaths, than direct health results of the COVID-19 infection. The response policy content has also changed over time as more evidence and experience with COVID-19 outbreak management accumulated globally and nationally. On the timeline, we will report this multi-dimensional evolution of the content. We will also investigate the causes of this evolution, including (1) available scientific evidence (at the global and national levels); (2) the need to balance the economic and health consequences of adopted response measures; (3) accumulated experience in the application of the certain response measures.  
Actors
We will pay particular attention to Ministry and other GoG policymakers involved in the COVID-19 response process (the policy actors), as they are at the center of the Walt & Gilson framework with free will and agency power. They include individuals, groups of individuals or organizations, and governments. Generally, actors can be divided in state and non-state actors (including civil society organizations), national versus international actors, or by their area or level of involvement (field, district, regional or national level) and their interest/implication. 
We argue that COVID-19 response, as any other crisis response and management occurs at two levels. The operational level refers to on-the-ground decisions and behaviors and includes medical personnel, epidemiologists, emergency managers, and other professionals coping with the pandemic’s immediate threat. The strategic level includes political-administrative leaders that carry political responsibility and make strategic decisions, provide public accounts of events, and support coordination and collaboration. The ongoing need for adjustments in crisis response and management in the face of evolving circumstances and events require continuous engagement from both levels. [23] Actors also include those who can benefit from or are affected by the COVID-19 response implementation (the direct and indirect beneficiaries). Actors can also be grouped by their position towards the response measures (proponents versus opponents), and their degree or power in influencing the COVID-19 response process. 
We will investigate how the actors interacted among themselves and exercised their power (financial, political, technical, symbolic and normative power) to influence the COVID-19 response related decisions/actions and the reasons behind such decisions with particular emphasis on actors from the Ministry and its subordinate organizations and the wider health sector. We assume that such decisions/actions of actors have been determined by the information at their disposal, their own interests and constraints, including the overall context. 
Our analysis will highlight that the progress from planning to implementation implies the contribution of a chain of actors, which use different ‘currencies’ (evidence, funding, symbolic power, social recognition) to obtain buy-in by other actors – decision-makers. We will use stakeholder analysis tools [24] to analyze the power of actors, their networking and political will or position towards the COVID-19 response in order to clearly recognize whether they are enablers or hinders of the pandemic response implementation process.   
Context
The policy context where the pandemic response was planned and implemented, according to Gilson and Raphaely [25]matters a lot for the policy process and needs to be examined carefully. The contextual factors can be political, economic and social. Theoretically, there are many ways of categorizing contextual factors. In this study, we will include the global context, the national context outside the health sector and the national health sector context. The global context is important as COVID-19 pandemic is a global phenomenon. We will try to pinpoint any global contextual element external to the country that may have had some influence on the COVID-19 national response, such as the WHO’s International Health Regulations, GHSA, the Universal Health Coverage Agenda, and the international partner’s support to the country response and mitigation measures. At the national level outside the health sector, we will look at macro-economic and governance factors. 
An effective health system response in public health emergencies depends on a system’s readiness for a specific disaster (pandemic in this case), and resilience to adapt and withstand shocks. At the health sector level, to assess the readiness for COVID-19, we look at two key factors: preparedness and response plans and core capabilities to detect and respond to outbreaks. According to Handfield et al., resilience depends on three core dimensions corresponding to three health systems functions: “health information systems” (having the information and the knowledge to make a decision on what needs to be done); “funding/financing mechanisms” (investing or mobilizing resources to fund a response); and “health workforce’ (who should plan and implement it and how). These intersect with two cross-cutting aspects: “governance,” as a fundamental function affecting all other system dimensions, and predominant “values” shaping the response and how it is experienced at individual and community levels. [26] The three dimensions of resilience are also part of the health system preparedness and response capabilities: health information systems, adequate financial resources/funding, and health workforce, along with the surge capacity (health care infrastructure and equipment) required to accommodate the increased patient workload during the outbreak. We will examine all these dimensions and capabilities to determine if they have served as enabling or hindering factors influencing the success or failure of any of the national response components. 
Data Collection
Mostly qualitative research methods will be used to achieve a holistic understanding of the phenomenon that will be studied. The methods include literature and document review and in-depth interviews with key informants, policymakers from the Ministry and subordinated structures, as well from other GoG agencies, representatives from the international organizations supporting the national response efforts (for example WHO and the World Bank) and technical and clinical experts. We will also obtain some statistical data from the GoG and the Ministry characterizing the COVID-19 outbreak and response measures. Short description of the data collection methods proposed in the study is presented in the table below:
 
	Data Sources 
	Description

	Literature Review
	International peer-reviewed literature on COVID-19 global response, relevant regulations, the Presidential and ministerial decrees, instructions, recommendations and reports issued by the GoG, ICC, Ministry, NCDC concerning the COVID-19 response planning and implementation will be reviewed.

	In-depth interviews 
	Interviews will be conducted with national and local policy and decision-makers involved in the COVID-19 response planning and implementation; Four interviews with key informants will be conducted at the first stage using the open-ended questionnaire. Up to 20 interviews with key stakeholders within and outside the Ministry and its structures and ICC are anticipated during the second stage of the study. 

	Secondary data 
	Will involve the secondary analysis of the quantitative data on COVID-19 outbreak and response measures.


The research will be undertaken in two stages. The first stage will involve the overview of the key issues pertaining the pandemic planning and implementation through developing an initial description of the chronology of the response escalation with reference to key features of context, actors and the content. This initial overview will be derived from a comprehensive review of relevant documents as well as key informant interviews. Four key informants will be selected for the first stage of the research, and in-depth interviews will be conducted. The key informants will include a first set of policymakers, technical advisors and technical experts from the national and international organizations that were directly involved in the response planning and implementation. They will be identified through the literature review and the researchers own knowledge of key actors involved in the COVID-19 response implementation. Interviews with key informants will be semi-structured and based on the research questions. The in-depth interviews with key informants are expected to take up to 90 minutes.
The second stage will involve (i) the in-depth interviews with other national and local level policymakers responsible for COVID-19 (the Ministry, NCDC, Prime Minister’s office, Ministry of Economy and Sustainable Development, other ministries and GoG agencies, health facility managers) directly engaged in the COVID-19 response planning and implementation, and identified at the first stage of the study. The information collected during the desk review and the initial set of key informants will also be used for the revision and fine-tuning of the in-depth interview guide that will be used for further data collection. The respondents for in-depth interviews to be conducted at the second stage of the study will be identified through the snowball technique. Up to 20 in-depth interviews are envisioned at this stage of the study. The in-depth interviews will take approximately 60 minutes. The in-depth interviews with stakeholders at this stage will be conducted one-on-one using semi-structured interview guides fine-tuned at the first stage of the study.
Data Management and Analysis
We will use the methodology of “best fit framework synthesis” (hereafter referred as Framework Synthesis) to help manage the data collected from the desk review and key informant interviews, which will need to be synthesized. [27] [28] Framework Synthesis can accommodate large amounts of qualitative data in many forms by offering a highly structured approach to organizing and analyzing data from multiple sources (e.g. a range of documents or interviews). While this method predominantly relies on an a priori determined framework (i.e. rows where the topics of interest are mentioned), unanticipated issues can be explored as they are inductively identified, by adding additional rows to the framework. [29] information derived from each of the sources of qualitative data used at every stage of the study will be triangulated within and between data sources and data collection methods with the aim of identifying common understandings of the experiences of issues at focus, as well as differences of opinion between various stakeholders. 
Preparation of the final report will be an iterative process in which the research team will frequently meet to reflect and review their evolving understanding of the experiences being analyzed. The researchers’ views and understandings derived from the stakeholder interviews will be validated through the PI’s review of the results and their comparison with a selected number of transcripts from in-depth interviews. Lastly, we will get input from the external peer reviewers (We hope from the Alliance) to finalize the study report.
Quality Assurance
We will use several techniques during the study to assure the quality of the research: (a) elements of multiple coding, with regular cross-checks of coding strategies interpretation of data between two researchers participating in the study and this will represent one of the core activities of the weekly researcher meetings during the stages of the research when the data is collected through in-depth interviews; (b) using framework synthesis for data analysis that may mitigate the potential bias enshrined in the researchers’ prior theoretical viewpoint; (c) triangulation from different sources of data collected during the study, may help to addresses the issue of internal validity by using more than one method of data collection to answer proposed research questions; (d) finally, the researchers will seek peer review of the final study report from external reviewers that are also expected to add value to the quality of the research outcomes. 
4. Expected Outcomes of the Study
The final deliverable of the case study will be a case study report with concrete policy recommendations and one policy brief summarizing the study results that will be disseminated through a national dissemination workshop to policymakers and all stakeholders involved in the COVID-19 pandemic response planning and implementation. 
The case study results describing the Georgia experience may also be useful for other low and middle-income countries engaged in COVID-19 pandemic response. 
The research team, as a result of the study also plans to produce at least one publication in international peer-reviewed journal, taking into account the stated intention of the Alliance for Health Policy and Systems Research to support the publication of the case study results funded under the current call for proposals. The research team also plans to adhere to any additional publication policy that the AHPSR may impose upon the research conducted under their funding. 
5. Planning and Timetable
The proposed total duration of the study is 6 months. The duration of the first stage is estimated at 1 month and the second stage at 2 months. It is anticipated that data analysis, report and publication production will take up to 3 months. The detailed monthly timeline is presented in the table below.
	
	

	Activity 

	
	1
	2
	3
	4
	5
	6
	7
	8

	Stage 1
	
	
	
	
	
	
	
	

	Document Review
	
	
	
	
	
	
	
	

	Key informant interviews 
	
	
	
	
	
	
	
	

	Statistical data collection on COVID-19 Response
	
	
	
	
	
	
	
	

	Data analysis fine tuning of research instruments
	
	
	
	
	
	
	
	

	Stage 2
	
	
	
	
	
	
	
	

	In-depth interviews with the stakeholders 
	
	
	
	
	
	
	
	

	Data Analysis and Report/Publication Production
	
	
	
	
	
	
	
	

	Production of the draft case study report 
	
	
	
	
	
	
	
	

	Review of the draft case study report 
	
	
	
	
	
	
	
	

	Final Case Study Report and the policy brief
	
	
	
	
	
	
	
	

	National Dissemination Workshop
	
	
	
	
	
	
	
	

	Production of the publication
	
	
	
	
	
	
	
	


6. Resources

Human Resources – Research Team
The two individuals, one policymaker and one researcher, involved in the study, bring complementary skills and viewpoints to this research proposal. The policymaker, Dr Ketevan Goginashvili represents the Ministry of IDPs from the Occupied Territories, Labour, Health and Social Affairs. The researcher Dr Akaki Zoidze represents the non-governmental, not-for-profit research organization Curatio International Foundation
Curatio International Foundation (CIF) is a non-governmental, not-for-profit research organization established in Georgia in 1994 and committed to advancing health systems and policy reforms through the evidence-based approach on a national, regional and global level. Since its establishment, CIF has worked in almost 18 countries implementing more than 150 research projects funded by various donors. With such a track record and with the team of investigators proposed, CIF is well placed and capable of delivering quality research outputs. More details about the organization are available from www.curatiofoundation.org.
Akaki Zoidze, MD – Principal Investigator (CIF). Has over 25 years of experience as an international expert in health policy and systems. This includes 11 years of experience in high level national (Georgia) and international policymaking, - leading or contributing to public policy development and health and social systems reforms in Georgia and other 15 countries of the Eastern Europe and Central Asia (European Region) and two countries in Africa. In 2016-2019, he was elected to the Parliament of Georgia and served as the Chair of the Healthcare and Social Issues Committee. Akaki’s academic background includes more than 10 years of experience in teaching Evidence-Based Health Policy and Health Systems at the International Public Health School of the Tbilisi State Medical University, Georgia. He was principal investigator or co-investigator of 7 research studies in the last 6 years. Currently, Dr Zoidze is a lead researcher at CIF and an Associate Professor of the School of Natural Sciences and Medicine of Ilia State University, Tbilisi, Georgia. 
Ketevan Goginashvili, MD, Co-investigator /policymaker. A medical doctor by training, Dr Goginashvili is currently as Chief Specialist at the Ministry of IDPs from the Occupied Territories, Labour, Health and Social Affairs. Ketevan is longest-serving staff member of the Ministry (since the year 1994). She is closely involved in the budgeting and financial planning of the state health sector and public health programs. She is also the national focal point for the production of the National Health Accounts. She is the author and co-author of several research publications. 

	Expert / Role
	Responsibilities 
	Level of effort (days)

	
	
	Phase 1: research methodology development
	Phase 2: Data Collection
	Phase 3: Synthesis 
	Total

	Principal Investigator – Akaki Zoidze, MD, (CIF)
	· Oversee the research project implementation  
· Lead the research methodology and protocol development (tools, data collection plan, analytical framework) 
· Contribute to QA of the research output
· Synthesize the research findings
· Develop final case study/publication 
· Present research findings at the national dissemination workshop
	5
	5

	8
	18

	Co-investigator /policymaker Dr. Ketevan Goginashvili
	· Contribute to the research protocol and study tools development
· Ensure IRB approval
· Conduct key informant interviews 
· Present research findings at the national dissemination workshop
	1
	10
	5
	16

	Research assistant (TBD)
	· Transcribe interviews 
· Assist with document and literature review 

	
	35
	
	35



Budget

	Budget Item
	Cost in USD

	Personnel salaries
	 15,600      

	Other Direct Costs
	

	National Dissemination Workshop
	1,000

	Supplies (printing, phone)
	 300      

	Indirect Costs
	

	Overhead 
	 2,197     

	TOTAL
	 19,197      



Budget Notes
Budget for the case study development is designed based on set of activities and has three main categories:
1. Personnel Salaries
1. Other Direct Costs
1. Indirect Costs
Duration of the project is estimated at 6 months and the total cost of the budget is 19,900USD. 
Personnel Salaries:
Total personnel costs are estimated at 15,600 USD.

· Akaki Zoidze, CIF - Principal Investigator. He will lead the research methodology and protocol development, synthesize the research findings and take responsibility for the production of the final report and publication. The estimated effort is 18 days.
· Ketevan Goginashvili, Co-Investigator, Policymaker. She will contribute to the research protocol and methodology, participate in the data collection, conduct in-depth interviews with key informants and stakeholders, participate in the data synthesis. The estimated effort is 16 days.
· Researcher Assistant, TBD. Will assist in data collection and document review. Take notes during KIIs and transcribe the date. The estimated effort is 35 days
Other Direct Costs
· National Dissemination Workshop.  The estimated cost is 1,000 USD (renting the facility and equipment, printing of materials, refreshments, coffee break etc.).
Indirect cost Rate:
Total Indirect cost is estimated at 9,017.4USD, or 13% of the direct costs.
7. Ethical considerations
The research team plans to adhere to ethical guidelines commonly used in the policy research that mainly employs the qualitative methods, which will include prior to the interview, the explanation of the purpose of the to study participants within the broader context of the research study. The participants will be fully informed about the study objectives and the anticipated risks and benefits to the individual participant and the community, and organizations involved in the study will be clearly identified. The participants will also be informed what is expected of a research participant, including the amount of time likely to be required for participation, about the fact that participation is voluntary and that one can withdraw at any time with no negative repercussions; on how confidentiality will be protected, and the name and contact information (including a toll-free phone number) for the research team and of an appropriate person to contact with questions about one’s rights as a research participant (representative of the CIF). The information sheet on the research will be provided and only the verbal consent will be obtained from the policymakers and other stakeholders who will be responding in their professional capacity. A researcher conducting the interview will register the verbal consent in the respective form. To ensure confidentiality, the data obtained from in-depth interviews will be stored in a secure place. The names of the research participants will not be recorded and disclosed, in case if certain statements will be quoted in the study report or other publications emerging from the study, only the category of the respondent will be disclosed. As noted above, in the section of methodology, the information recorded will be kept confidential, and no one else except the country research team will have access to the information documented during the discussion. The transcripts translated in English without any identifiers will also be shared with CIF co-investigator and researcher included in the research team and the representatives of the technical advisors and the funding institution (Alliance for Health Systems Research). The audio-recordings will be password protected and kept in the office computers for transcription purposes. The audio-recordings will be destroyed after transcription of interviews and focus group discussions. 
8. Challenges and Risks
Anticipated Challenges and limitations
The research team will apply maximum effort towards thorough and rigorous data collection and analysis process. However, certain study shortcomings and limitations are anticipated. Firstly, access to high-level policymakers, politicians and civil servants playing a key role in the design and implementation of the policy at focus may be constrained or significantly limited in time for obtaining comprehensive information required. To mitigate this possible limitation, the researchers will seek evidence on their positions through the media analysis, available minutes of important agenda setting and policy formulation governmental meetings, etc. 
Risks and Benefits for participants
[bookmark: _GoBack]The nature of the proposed case study limits the potential risks to the safety of research participants. It is unlikely that interviewees will be subjected to any violence or persecution due to their opinions or views expressed. A theoretical risk of administrative sanctions or criminal persecution may be related to potential disclosure of information. Level of the research burden and inconvenience to subjects is expected to be minimal, as the interviewees are either stakeholders that devoted significant effort and time to the COVID-19 response, or are directly affected by the pandemic response and may benefit from the study that may lead to the improvements of the pandemic response measures in future.  Results of the study will be shared with policymakers during and after the National Dissemination Workshop that will be organized at the end of the study. The study results in the form of a policy brief in Georgian and English will be available on the websites of the Curatio International Foundation, where they can be accessed by the study participants, along with any other interested parties or individuals. 
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