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Prior to using this workbook, it is recommended to review the WHO Joint External Evaluation: Country Implementation Guide (http://apps.who.int/iris/bitstream/10665/259605/1/WHO-WHE-CPI-2017.62-eng.pdf?ua=1 ).

National stakeholders should use this workbook, which becomes the self-evaluation report, to collate their responses to contextual and technical questions for each technical area. 

While preparing this workbook, the following should be considered: 

1. Provide evidence of collaboration, information sharing processes and cooperation with relevant sectors for each technical area. 

2. Include a list and key findings of all relevant internal and external assessments (such as the OIE PVS) etc. in the workbook for each technical area if they are available.

3. Each question and follow up questions should be responded to, in full, in the column of ‘response’.

4. Each response should have reference documents and supporting documentation (such as laws, regulations, policies, and memoranda of understanding) or their links in the column of ‘documents available’.

5. Immediately after each table for given technical area, there is a section to list the key stakeholders. List all key stakeholders relevant to the given technical area. 

PREVENT

National legislation, policy and financing

	Score
	Indicators: National legislation, policy and financing

	
	P.1.1 The State has assessed, adjusted and aligned its domestic legislation, policies and administrative arrangements in all relevant sectors to enable compliance with the IHR
	P.1.2 Financing is available for the implementation of IHR capacities
	P.1.3 A financing mechanism and funds are available for timely response to public health emergencies

	No capacity - 1
	Assessment of relevant legislation, regulations, administrative requirements and other government instruments not undertaken for the implementation of IHR
	There is no budget line or budgetary allocation available to finance the implementation of IHR capacities, and financing for implementation of IHR capacities is handled through extra-budgetary means
	Financing for responding to public health emergencies is not identified and funds are allocated and distributed in an ad hoc manner during a public health emergency

	Limited capacity - 2
	Assessment of relevant legislation, regulations, administrative requirements and other government instruments for IHR implementation has been carried out and required adjustments have been identified
	A budgetary allocation or substantial external financing is made for some of the relevant sectors and their respective ministries to support the implementation of IHR capacities for biological hazards at the national level
	An emergency public financing mechanism exists that allows for structured reception and rapid distribution of funds for responding to public health emergencies

	Developed capacity - 3
	The country can demonstrate the existence and use of relevant legislation in all relevant sectors involved in the implementation of the IHR
	A budgetary allocation or substantial external financing is made for human health, veterinary public health, agriculture, and all other relevant ministries or sectors, to support the implementation of all IHR capacities at the national level
	Financing for response is identified for immediate mobilization when needed, at the national, state, province and regional levels for all the relevant sectors in advance of a public health emergency

	Demonstrated capacity - 4
	The country has legislation references and/or administrative requirements for specific areas (such as current legislation that specifically addresses National IHR Focal Point designation and operations)
	A sufficient budget is allocated with timely distribution at the national and subnational level(s) in all relevant ministries or sectors for the implementation of all IHR capacities
	The emergency public financing mechanism in place allows for the timely execution of funds by all relevant sectors, during a public health emergency

	Sustainable capacity – 5 
	The country has legislation references and/or administrative requirements for all areas related to IHR implementation
	A sufficient budget that is distributed in a timely manner at the national and subnational level(s) in all relevant ministries or sectors is well coordinated in its execution, for the implementation of all IHR capacities
	Financing can be executed and monitored in a timely and coordinated manner at all levels and for all relevant sectors, with an emergency contingency fundin place, for response to an acute public health emergency


	Questions
	Responses
	Documents

	Contextual questions: N/A
	
	

	How are the legislation and regulations developed, reviewed and operationalized in the country?
	კანონმდებლობის მიღება ხდება ჯანმრთელობის მსოფლიო ორგანიზაციის რეკომენდაციების შესაბამისად. ძირითადად ხდება მიღება კანონქვემდებარე ნორმატიული აქტების (მთავრობის დადგენილება, მინისტრის ბრძანება).
	

	Does the veterinary sector have legislation in place that gives them authority to impose quarantine, stop animal movement, euthanize and reimburse owners for the value of animals/poultry that are sacrificed in order to control/eradicate a disease?
	
	

	What processes and mechanisms are in place to gather and channel financing in response to public health emergencies?
	საზოგადოებრივი ჯანდაცვის სფეროში (მაგ. პანდემია) ეროვნული დონის კრიზისის შემთხვევაში ფინანსების საჭიროების შესახებ ინიცირება ხდება ჯანდაცვის მინისტრის მიერ კრიზისების მართვის საბჭოში, რომელსაც ხელმძღვანელობს პრემიერ მინისტრი. გადაწყვეტილების მიღების შემთხვევაში თანხების მობილიზება ხდება ფინანსთა მინისტრის კომპეტენციის ფარგლებში, რომელიც წარმოდგენილია კრიზისების მართვის საბჭოში. საერთაშორისო ფინანსური დახმარების საჭიროების შემთხვევაში, საკითხის ინიცირება საერთაშორისო ორგანიზაციებთან და ქვეყნებთან ხდება საგარეო საქმეთა სამინისტროს მიერ კომპეტენციის ფარგლებში.
	

	Does the country depend on outside sources of financing and other resources for responding to public health emergencies?
	საგანგებო სიტუაციების დროს (მაგ: გრიპისა და გრიპის მსგავსი დაავადებების გავრცელება) საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური დაცვის მინისტრის შესაბამისი ბრძანებით მტკიცდება სამოქმედო გეგმა. გეგმით გათვალისწინებული მოსალოდნელი ხარჯების ანაზღაურება რეგულირდება ასევე, ბრძანებით, თანხების გამოყოფა ხდება შემთხვევეათა დაფინანსებისას -„რეფერალური კომისიის“ ფარგლებში („შესაბამისი  სამედიცინო  დახმარების  გაწევის  შესახებ  გადაწყვეტილების  მიღების მიზნით  კომისიის შექმნისა და მისი საქმიანობის წესის განსაზღვრის შესახებ” საქართველოს მთავრობის  2010 წლის 3 ნოემბრის N331 დადგენილების თანახმად შექმნილი კომისია),  ხოლო სამკურნალო საშუალებათა შესყიდვისას - სსიპ-სოციალური მომსახურების საააგენტოს მიერ.

	„საქართველოში სეზონური გრიპის მართვის საკოორდინაციო ჯგუფის შექმნის შესახებ“ 

საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის,

 ჯანმრთელობისა და სოციალური დაცვის მინისტრის 28.12.19. № 01-1357/ო ბრძანება.

„საქართველოში სეზონური გრიპისათვის მზადყოფნისა და რეაგირების სამოქმედო გეგმის დამტკიცების შესახებ“ საქართველოს ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის,

 ჯანმრთელობისა და სოციალური დაცვის მინისტრის 31.12.19. № 01-1366/ო ბრძანება.

სსიპ-სოციალური მომსახურების სააგენტოს მიერ სეზონური გრიპის შემთხვევათა მკურნალობისა და გავრცელების კონტროლისთვის საჭირო მედიკამენტ „ოსელტამივირის“ გამარტივებული წესით შესყიდვის განხორციელების შესახებ“ საქართველოს მთავრობის N3 09.01.19. განკარგულება.


	Is there domestic financing in the national budget for recurrent or predictable public health emergencies?
	ჯანმრთელობის დაცვის სახელმწიფო პროგრამების ფარგლებში - „2019 წლის ჯანმრთელობის დაცვის სახელმწიფო პროგრამების დამტკიცების შესახებ“ საქართველოს მთავრობის დადგენილება №693 31.12.2019. კომპონენტი - რეფერალური მომსახურება (პროგრამული კოდი 27 03 03 09), ბიუჯეტი - სტიქიური უბედურებების, კატასტროფების, საგანგებო სიტუაციების, კონფლიქტურ რეგიონებში დაზარალებულ მოქალაქეთა და საქართველოს მთავრობის მიერ განსაზღვრული სხვა შემთხვევების დროს მოსახლეობის სამედიცინო დახმარების კომპონენტი – 20  მილიონი ლარი.
	

	What is the proportion of the national health budget allocated for public health, for IHR functions or health security related activities (i.e. prevention, detection and response)?


	სტიქიური უბედურებების, კატასტროფების, საგანგებო სიტუაციების და კონფლიქტურ რეგიონებში დაზარალებულ მოსახლეობის სამედიცინო დახმარების ბიუჯეტი არის 19,995 მილიონი ლარი. ჯანდაცვის ეროვნული ბიუჯეტი (სახელმწიფო პროგრამები) 2019 წელს არის 1044,565 მილონი ლარი. შესაბამისად გამოყოფილი საბიუჯეტო ასიგნებების პროპორცია შეადგენს 1,914%-ს
დამატებით, NCDC-ის, როგორც საზოგადოებრივი ჯანდაცვის სააგენტოს, ბიუჯეტი. 

	

	Is there an existing national plan to strengthen IHR capacities (national health security plan, other), and has this plan been financed?
	არსებობს ეროვნული რეაგირების გეგმა -„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, რომელიც განსაზღვრავს ძირითადი და მხარდამჭერი მორეაგირე უწყებების ფუნქციებს, მოვალეობებს და რეაგირების ღონისძიებების მაკოორდინირებელ მექანიზმებს.
	

	Is there a plan to coordinate the functions and operations of the national IHR with the country’s relevant environment and agriculture responders?
	ეროვნული რეაგირების გეგმა საგანგებო სიტუაციების შემთხვევაში
	

	Is there consistent and timely distribution of funds for recurrent activities that are part of an existing national plan? 
	ეროვნულ რეაგირების გეგმაში არ არის გათვალისწინებული, თუმცა არსებობს სამართლებლივი აქტები მ.შ. მთავრობის დადგენილება, საგანგებო სიტუაციების დროს შესაბამისი თანხების გამოყენებასთან დაკავშირებით 
	საქართველოს მთავრობის დადგენილება №693 31.12.2019. კომპონენტი - რეფერალური მომსახურება (პროგრამული კოდი 27 03 03 09)

	How are subnational level activities funded?
	აღნიშნულ დონეზე, შესაბამისი ღონისძიებების  დაფინანსება ხდება უშუალოდ რეაგირების პროცესში ჩართული უწყებების ბიუჯეტით.
	

	Is there a financial implementation monitoring mechanism in place?
	მონიტორინგი ხორციელდება შესაბამისი მორეაგირე უწყების ხელმძღვანელის ერთჯერადი კონკრეტული ღინისძიებისათვის განსაზღვრული ნორმატიული აქტის შესაბამისად 
	

	What mechanisms exist to engage funding from the private sector?
	უშუალოდ ფინანსურ ნაწილზე კერძო სექტორის ჩართულობის მექანიზმები არ არის გაწერილი
	

	Technical Questions:
	
	

	P.1.1 The State has assessed, adjusted and aligned its domestic legislation, policies and administrative arrangements in all relevant sectors
,
 to enable compliance with the IHR

	Is there legislation or are there regulations or administrative requirements, or other governmental instruments
 governing public health surveillance and response?
	კი არსებობს მთავრობის დადგენილება, რომელიც არეგულირებს ეპიდზედამხედველობის ინტეგრირებულ წესს სვხადასხვა დაინტერესებული უწყებების ჩართულობით
	„ინფექციურ დაავადებებზე, მათ შორის, განსაკუთრებით საშიში პათოგენებით გამოწვეულ დაავადებებზე, ეპიდზედამხედველობის ინტეგრირებული ეროვნული სისტემის ფუნქციონირების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 9 ივლისის №336 დადგენილება საქართველოს მთავრობის №74 დადგენილება 

ზოლსა და საბაჟო კონტროლის ზონებში სანიტარიულ-საკარანტინო კონტროლის განხორციელების ტექნოლოგიური სქემისა და სანიტარიულ-საკარანტინო კონტროლის განხორციელების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2010 წლის 31 დეკემბრის №428 დადგენილება

	Do policies or regulations exist for the use of drugs and chemicals that can be part of public health importance, such as AMR, insecticides?
	· ანტიმიკრობული რეზისტენტობის სტრატეგია
· დეზინფექციისა და სტერილიზაციის მარეგულირებელი დადგენილება
· სადეზინფექცდიო საშუალებების რეგისტრაცია
· პესტიციდების რეგისტრაცია
	•„ანტიმიკრობული რეზისტენტობის საწინააღმდეგო 2017-2020 წლების ეროვნული სტრატეგიის დამტკიცების შესახებ“ საქართველოს მთავრობის 2017 წლის 11 იანვრის №29 განკარგულება სამედიცინო, საზოგადოებრივი ჯანმრთელობისა და საზოგადოებრივი მნიშვნელობის დაწესებულებებში დეზინფექციისა და სტერილიზაციის ტექნიკური რეგლამენტის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 აპრილის №185 დადგენილება
•„ინფექციურ დაავადებებზე, მათ შორის, განსაკუთრებით საშიში პათოგენებით გამოწვეულ დაავადებებზე, ეპიდზედამხედველობის ინტეგრირებული ეროვნული სისტემის ფუნქციონირების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 9 ივლისის №336 დადგენილება

	Has an assessment of relevant legislation, regulations or administrative requirements, and other governmental instruments been carried out (to determine if they facilitate full implementation of the IHR)?
	The assessment has not been carried out, except, Georgia is participating in Legal Epidemiology pilot project, which included revision of national legyslations and assessment of their compliance with IHR. 
	http://lawatlas.org/page/who-international-health-regulations-project

	Does the assessment also identify areas for adjustment for relevant legislation, regulations, administrative requirements and other government instruments for IHR implementation?
	N/A
	

	Is there evidence of using relevant legislation and policies in various sectors involved in the implementation of IHR? Give examples of how rights created by the IHR are exercised and how IHR obligations are complied with. 
	Ordinance of the Government on Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases includes description of actions for all sectors included in surveillance. Information sharing is also described. The adoption of the ordinance ensures timely detection and notification of infectious diseases and joint response. 
	

	Does the country’s legislation or any references address additional specific areas other than the National IHR Focal Point function (designation and its operation); if yes, what are those areas?
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, რომელიც განსაზღვრავს ძირითადი და მხარდამჭერი მორეაგირე უწყებების ფუნქციებს, მოვალეობებს და რეაგირების ღონისძიებების მაკოორდინირებელ მექანიზმებს;
	„საზოგადოებრივი ჯანმრთელობის შესახებ“ საქართველოს კანონი
„საქართველოს სასაზღვრო ზოლსა და საბაჟო კონტროლის ზონებში სანიტარიულ-საკარანტინო კონტროლის განხორციელების ტექნოლოგიური სქემისა და სანიტარიულ-საკარანტინო კონტროლის განხორციელების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2010 წლის 31 დეკემბრის №428 დადგენილება
„ინფექციურ დაავადებებზე, მათ შორის, განსაკუთრებით საშიში პათოგენებით გამოწვეულ დაავადებებზე, ეპიდზედამხედველობის ინტეგრირებული ეროვნული სისტემის ფუნქციონირების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 9 ივლისის №336 დადგენილება

	What are the administrative requirements the country has identified to implement these legislation and/or regulations?
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება.  დარეგულირებულია კანონმდებლობით- „საზოგადოებრივი ჯანმრთელობის შესახებ“ საქართველოს კანონით განსაზღვრულია სექტორალური ფუნქციები;

ასევე მთავრობის დადგენილებებით გაწერილია საზღვრის გამტარ პუნქტებზე ეპიდზედამხედველობის, ასევე ინფექციებზე შეტყობინებისა და რეაგირების წესი
	„საზოგადოებრივი ჯანმრთელობის შესახებ“ საქართველოს კანონი
„საქართველოს სასაზღვრო ზოლსა და საბაჟო კონტროლის ზონებში სანიტარიულ-საკარანტინო კონტროლის განხორციელების ტექნოლოგიური სქემისა და სანიტარიულ-საკარანტინო კონტროლის განხორციელების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2010 წლის 31 დეკემბრის №428 დადგენილება
„ინფექციურ დაავადებებზე, მათ შორის, განსაკუთრებით საშიში პათოგენებით გამოწვეულ დაავადებებზე, ეპიდზედამხედველობის ინტეგრირებული ეროვნული სისტემის ფუნქციონირების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 9 ივლისის №336 დადგენილება

	How does the country ensure the coordination of legal and regulatory frameworks between sectors? (Show evidence.)
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, რომელიც განსაზღვრავს ძირითადი და მხარდამჭერი მორეაგირე უწყებების ფუნქციებს, მოვალეობებს და რეაგირების ღონისძიებების მაკოორდინირებელ მექანიზმებს;

დარეგულირებულია კანონმდებლობით- „საზოგადოებრივი ჯანმრთელობის შესახებ“ საქართველოს კანონით განსაზღვრულია სექტორალური ფუნქციები;

ასევე მთავრობის დადგენილებებით გაწერილია საზღვრის გამტარ პუნქტებზე ეპიდზედამხედველობის, ასევე ინფექციებზე შეტყობინებისა და რეაგირების წესი
	„საზოგადოებრივი ჯანმრთელობის შესახებ“ საქართველოს კანონი
„საქართველოს სასაზღვრო ზოლსა და საბაჟო კონტროლის ზონებში სანიტარიულ-საკარანტინო კონტროლის განხორციელების ტექნოლოგიური სქემისა და სანიტარიულ-საკარანტინო კონტროლის განხორციელების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2010 წლის 31 დეკემბრის №428 დადგენილება
„ინფექციურ დაავადებებზე, მათ შორის, განსაკუთრებით საშიში პათოგენებით გამოწვეულ დაავადებებზე, ეპიდზედამხედველობის ინტეგრირებული ეროვნული სისტემის ფუნქციონირების წესის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 9 ივლისის №336 დადგენილება 

	P.1.2 
Financing
 is available for the implementation of IHR capacities

	Who is responsible for financial planning of essential public health functions for health security including disease control?
	Ministry of Internally Displaced Persons from the occupied Territories, Labour, Health and Social Affairs of Georgia and the National Center for Disease Control and Public Health (NCDC)
	

	Is there a budget line within a ministry (such as health, agriculture, defence) at the national level for activities related to strengthening IHR core capacities? If not, how is IHR implementation funded?
	Yes, and included in annual budget of NCDC. IHR implementation is one of the priority activities within the 2018-2022 NCDC strategic plan. 
	

	Does the National Strategic Health Sector Plan (NSHSP) or other specific plans (such as the National Action Plan for Health Security, (NAPHS), or Health Emergency Preparedness Plan) include the public health functions needed to apply and comply with the IHR? 
	Georgian Healthcare System State Concept  2014-2020 “Universal Healthcare and Quality Management for Protection of Patient Rights” includes public health functions needed to apply and comply with the IHR
	Government of Georgia Ordinance #724 , 26 December 2014, Tbilisi “On Approval of Georgian Healthcare System State Concept  2014-2020 “Universal Healthcare and Quality Management for Protection of Patient Rights”

	Are there any memoranda of understanding (MoUs) or other agreement(s) with partners to finance IHR core capacities? If yes, what is the proportion of financing from partners for IHR related functions?
	No
	

	Is there a budget available for all relevant ministries for activities related to strengthening and maintaining IHR capacities for all IHR-relevant hazards?
	The budget is not allocated specifically for IHR capacities, but activities to support IHR implementation are financed in different sectors. 
	

	If yes, which of the ministries have fully allocated budgets, and what are the possible funding limitations?
	Ministry of Health, Ministry of Agriculture
	

	Is external financing for the implementation of IHR capacities larger than the sum of domestic financing for these?
	No external financing exists. 
	

	Is there timely distribution of funds for the execution of national activities to strengthen and maintain IHR capacities? Are there delays in receiving funds for activities to strengthen IHR capacities?
	In case of national emergency, emergency funds are available with no dely. 
	

	Is there timely distribution of funds for all ministries or sectors at all levels of the system (national and subnational)?
	Yes, funds is timely distributed for all ministries or sectors at all levels of the system
	

	Do these funds ensure full implementation of IHR capacities? 
	Yes, funds is available for full implementation of IHR capacities
	

	How does the country ensure coordination of budget planning and development, among different ministries and relevant departments? Does a national authority coordinate different sectors in the implementation of IHR-related activities, and the distribution and execution of their finances?
	„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება განსაზღვრავს ძირითადი და მხარდამჭერი მორეაგირე უწყებების ფუნქციებს, მოვალეობებს და რეაგირების ღონისძიებების მაკოორდინირებელ მექანიზმებს, მათ შორის ბიუჯეტთან და დაფინანსებასთან დაკავშირებულ საკითხებს
	

	P.1.3
Financing mechanism and funds are available for timely response
 to public health emergencies


	How are resources managed by the public sector when a public health emergency occurs? How are resources contributed by external or private actors gathered and disseminated?
	საზოგადოებრივი გადაუდებელი მდგომარების შემთხვევაში, პირველ ეტაპზე ჯანდაცვის სამინისტროს და სხვა პასუხისმგებელი სამინისტროებისა და უწყებების გადაუდებელი მდგომარეოებების მართვისთვის გამოყოფილი ბიუჯეტები. აუცილებლობის შემთხვევაში, გამოიყენება პრეზიდენტის და პრემიერის სარეზერვო ფონდები. 
კერძო და საერთაშორისო დახმარებების აკუმულირება ხდება ჯანდაცვის სამინისტროში
	„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება

	Does a mechanism which allows for resources to be distributed for responding to a public health emergency in a rapid manner, superseding the public financing mechanisms, and handles the allocation and distribution of public funds for all non-emergency cases, exist?
	მექანიზმები ასახულია „სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილებაში
	

	When a public health emergency occurs, does the country know where it can immediately access most of the financing needed to respond to the emergency? 
	საზოგადოებრივი გადაუდებელი მდგომარების შემთხვევაში, პირველ ეტაპზე ჯანდაცვის სამინისტროს და სხვა პასუხისმგებელი სამინისტროებისა და უწყებების გადაუდებელი მდგომარეოებების მართვისთვის გამოყოფილი ბიუჯეტები. აუცილებლობის შემთხვევაში, გამოიყენება პრეზიდენტის და პრემიერის სარეზერვო ფონდები. 

	

	Does the country have an agreement set up with the World Bank Pandemic Financing Facility or other multilateral emergency funding mechanisms?
	
	

	Is there a public entity with resource-raising responsibilities for when a public health emergency occurs? How does this entity raise and coordinate externally donated finances and resources? Describe the last time this happened.
	სსიპ საგანგებო სიტუაციების კოორდინაციისა და გადაუდებელი დახმარების ცენტრი. წარსულში მომხდარი ვითარება: 2009-2010 წლის H1N1 პანდემიის დაწყებამდე სამინისტროს გააჩნდა სტრატეგიული მარაგები, რომელიც ძირითადად მიღებული იყო 2007 – 2009 წლებში (ფრინველის გრიპის პროექტების ფარგლებში და 2008 წლის აგვისტოს ომის დროს ჰუმანიტარული დონაციის სახით სხვადასხვა საეთაშორისო დონორი ორგანიზაციიდან) 

ანტივირუსული მარაგები შეადგენდა: ოსელტამივირ ფოსფატის (დაუფასოებელი ფხვნილი) მარაგს 105 000 სამკურნალო დოზის ოდენობით და 6 100 კოლოფ ტამიფლუს (სამკურნალო დოზა) კაფსულირებული ფორმის სახით. დამატებით შესყიდულ იქნა ანტივირუსული საშუალებები, ინდივიდუალური დაცვის აღჭურვილობები და ხელოვნური სუნთქვის აპარატები, კერძოდ ანტივირუსული პრეპარატი რელენზა (ზანამივირი) _ 26 470 კოლოფი (სამკურნალო დოზა), 20 ერთეული ახალშობილთა ხელოვნური სუნთქვის აპარატი, 512 000 წყვილი ხელთათმანი, 1 245 000 ცალი ნიღაბი, 5 000 ცალი ნიღაბი N95. ჯანმრთელობის მსოფლიო ორგანიზაციის ჰუმანიტარული დონაციით 2009 წლის  დეკემბერში საქართველოს დამატებით გადმოეცა 20 000 კოლოფი ტამიფლუ; 2006-2009 წლებში შესყიდული და განაწილებული იქნა 145 მოზრდილთა ხელოვნური სუნთქვის აპარატი, 20 ახალშობილთა და 10 პედიატრიული ხელოვნური სუნთქვის აპარატი.
	

	Does each relevant ministry or public entity have a budget line in place for activities related to responding to public health emergencies? 
	ჯანდაცვის სამინისტროს გააჩნია: კომპონენტი - რეფერალური მომსახურება (პროგრამული კოდი 27 03 03 09), ბიუჯეტი - სტიქიური უბედურებების, კატასტროფების, საგანგებო სიტუაციების, კონფლიქტურ რეგიონებში დაზარალებულ მოქალაქეთა და საქართველოს მთავრობის მიერ განსაზღვრული სხვა შემთხვევების დროს მოსახლეობის სამედიცინო დახმარების კომპონენტი – 20  მილიონი ლარი.
	

	Are there special mechanisms in place that allow for the rapid execution of funds allocated for public health emergencies, making it possible to quickly contract human resources, procure equipment, supplies and commodities, mobilize the distribution of both human resources and commodities, among other necessary emergency response interventions, without having to go through the standard, time-consuming procedures that these normally require? 
	დარგობრივი რეაგირების გეგმა - „საქართველოს შრომის, ჯანმრთელობისა და სოციალური დაცვის სამინისტროს საგანგებო სიტუაციებზე რეაგირების დარგობრივი გეგმა“.სამედიცინო სერვისის მიმწოდებელი სუბიექტების (საავადმყოფოები, პირველადი ჯანდაცვის ობიექტები და სხვა) საგანგებო სიტუაციებზე რეაგირების გეგმები.
	Business Trip Policy Document Order #06-93/O 12.07.2013

	Are there special mechanisms in place that allow for execution of funds to go to private sector or nongovernmental actors, where these normally require special procedures or are excluded from the public provision of services?
	„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილებაში გაწერილია ფინანსთა სამინისტროს ფუნქციები ბიუჯეტირებასთან და მის დისტრიბუციასთან მიმართებაში
	

	How does the country ensure coordination of funding related to response to public health emergencies? Is there a national authority that provides oversight regarding the allocation and execution of financing in response to a public health emergency, coordinates the interventions of sectors involved in the response, and executes funds related to these?
	სსიპ დაავადებათა კონტროლისა და საზოგადოებრივი ჯანმრთელობის ეროვნული ცენტრი და შინაგან საქმეთა სამინისტროს სსიპ – საგანგებო სიტუაციების მართვის სააგენტო


	

	Is real-time monitoring carried out during the response to a public health emergency that communicates the changing resource needs for the response to the entities that coordinate the distribution of finances between sectors, levels and geographical areas of the country?
	სსიპ – საგანგებო სიტუაციების მართვის სააგენტო


	

	Are procedures in place that allow for rapid re-distribution of funds and resources between sectors, levels or geographical areas of the country, with change in requirements for responding to a public health emergency over time?
	„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილებაში გაწერილია მექანიზმები
	


Key Stakeholders (list them): 
Documentation or evidence for level of capability:

· Legislation, regulations, policies and financial plans related to disease control, IHR, etc.

· Assessment or evaluation reports of legislation, regulations policies or plans

· Any other legislation, regulations and/or policies pertinent to biological, chemical and radiological hazards from relevant sectors

IHR coordination, communication and advocacy

	Score 
	Indicators: IHR coordination, communication and advocacy

	
	P.2.1 A functional mechanism established for the coordination and integration of relevant sectors in the implementation of IHR

	No capacity -1
	Coordination mechanism within and between relevant ministries, including government agencies, is not in place



	Limited capacity - 2
	Coordination mechanism within and between relevant ministries is in place

National standard operating procedures (SOPs) or equivalent exists for coordination between the National IHR Focal Point and relevant sectors

	Developed capacity - 3
	A multisectoral, multidisciplinary body, committee or taskforce addressing IHR requirements for public health emergencies of national and international concern is in place and has participated in the latest event or simulation exercise

	Demonstrated capacity - 4
	Multisectoral and multidisciplinary coordination and communication mechanisms are in place, tested and updated regularly through exercises or after-action reviews based on the occurrence of an actual event

Action plan developed to incorporate lessons learnt from multisectoral and multidisciplinary coordination and communication mechanisms

	Sustainable capacity - 5
	Annual updates on the status of IHR implementation to stakeholders (including WHO and other IHR States Parties across all relevant sectors) are conducted and confirm the efficiency and effectiveness of the coordination, communication and advocacy arrangements across all relevant sectors


	Questions
	Current Status
	Documents

	Contextuel Questions: N/A
	
	

	How does the country coordinate with different ministries, including government agencies and other relevant sectors for health emergencies (before, during and after an emergency)?
	Ordinance of the Government of Georgia on approval of the National Security Plan №508, September 24, 2015, which defines the functions and responsibilities of main and supporting Ministries and Agencies and coordinating mechanism for response measures.   
Emergency management system includes three levels: 

Political (strategic)

Operational

Tactical  

პოლიტიკური (სტრატეგიული) დონე: პოლიტიკურ დონეზე, ეროვნული მასშტაბის საგანგებო სიტუაციების მართვას ახორციელებს საქართველოს პრემიერ-მინისტრი, რომელსაც საგანგებო სტუაციების მართვის მიზნით, პოლიტიკური გადაწყვეტილებების მისაღებად შესაბამის რეკომენდაციებსა და წინადადებებს წარუდგენს სახელმწიფო უსაფრთხოებისა და კრიზისების მართვის საბჭო
	https://matsne.gov.ge/ka/document/view/2993918?publication=0 -Ordinance of the Government of Georgia on approval of the National Security Plan
https://matsne.gov.ge/ka/document/view/4243170?publication=1 -Law of Georgia “Civil security”


	Technical questions:
	
	

	P.2.1 A functional mechanism established for the coordination and integration of relevant sectors in the implementation of IHR

	Are key members of the National IHR Focal Point able to communicate effectively, in writing and verbally, with WHO and other international experts for reporting purposes? 
	NCDC is designated as the IHR NFP and is able to communicate with WHO Contact Point and with national stakeholders as well. 
	http://www.ncdc.ge/Handlers/GetFile.ashx?ID=749eb060-9516-4285-8590-8fd6fadcf8fd – NCDC   Mandate
https://matsne.gov.ge/ka/document/view/2904356?publication=0 - Ordinance of the Government of Georgia -Approving Rule of  Functioning of Integrated National System of Surveillance on Infectious Diseases, including Diseases Due to Particularly Dangerous Pathogenes,


	Is there an updated contact directory including all members of the National IHR Focal Point?
	Contact information of NFP is regularly updated in EIS. 
	

	Is this mechanism placed at a high enough level within the government so that a whole-of-government approach can be taken?
	NCDC (NFP) is the main public health agency under the MoH. Multisectoral supervisory board of NCDC includes representatives from different ministries (see the graph below). 
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	Are SOPs or guidelines available for coordination between the National IHR Focal Point and other relevant actors?
	Roles and responsibilities of all relevant stakeholders in disease surveillance is defined by the Ordinance of the Government on Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases, including diseases caused by especially dangerous pathogens. The Ordinance also defines the reporting/information sharing mechanism between sectors on infectious diseases (including zoonosis, food and waterborne disease, etc). 
In case of emergency, roles and responsibilities of different sectors is defined under the Ordinance of the Government of Georgia on approval of the National Security Plan and coordinated by the Prime Minister of Georgia. 
	https://matsne.gov.ge/ka/document/view/2904356?publication=0 - Ordinance of the Government of Georgia -Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases, including diseases caused by especially dangerous pathogens.
 https://matsne.gov.ge/ka/document/view/2993918?publication=0 -Ordinance of the Government of Georgia on approval of the National Security Plan
https://matsne.gov.ge/ka/document/view/4243170?publication=1 -Law of Georgia “Civil security”


	Have functional mechanisms for multisectoral collaboration that include clinical services, animal and human health surveillance units, communication units and laboratories been established?
	In case of emergency, roles and responsibilities of different sectors, including animal and human health, is defined under the Ordinance of the Government of Georgia on approval of the National Security Plan and coordinated by the Prime Minister of Georgia. Human and animal health surveillance systems and public health laboratories are integrated. Response to zoonotic disease outbreaks is conducted under One Health approach. 
	

	Is there timely and systematic information exchange between District/Provincial Health Offices, animal surveillance units, laboratories, human health surveillance units and other relevant sectors regarding potential zoonotic risks and urgent/emerging zoonotic events?
	Electronic Integrated Disease Surveillance System (EIDSS) includes 194 Human and Veterinary data entry sites throughout the country. EIDSS ensures the exchange of information in real-time between two structures – healthcare and veterinary sector. 

Healthcare facilities at local level notify epidemiologist at district Public Health Center via phone (defined by the Order No.01-2 / N. - Regulations on the production and delivery of medical statistical information). PHC epidemiologist conducts initial epi investigation and enters information into EIDSS. Specialists at national level receive information in real-time. In case of zoonotic or foodborne disease, National Food Agency (NFA) is notified according to Ordinance of the Government on Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases. Human and animal sector share the same surveillance system (EIDSS) based on One Health approach. It is possible to link human and animal cases in the system. 

[image: image2]
	https://matsne.gov.ge/ka/document/view/2904356?publication=0 - Ordinance of the Government of Georgia -Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases, including diseases caused by especially dangerous pathogens.

http://www.ncdc.ge/Handlers/GetFile.ashx?ID=31c0a5d3-5a5d-46d6-b8b3-b5e74229e40c - Order No.01-2 / N.- Regulations on the production and delivery of medical statistical information
 

	Is there a coordination mechanism for detecting and responding to deliberate and/or accidental events occurring for example in mass gatherings?


	According to Ordinance of the Government of Georgia on approval of the National Security Plan, multisectoral group including all Ministers and representatives of relevant agencies is established under the coordination of the Prime Minister of Georgia to respond to the emergency. 
	

	Is a multisectoral, multidisciplinary coordination and communication mechanism updated and tested regularly? 
	Multisectoral, multidisciplinary coordination and communication mechanism is tested through simulation exercises at national and local level. Mostly by the support of donors (WHO, CDC, DTRA). 
 
	

	Are action plans developed to incorporate lessons learnt from multisectoral/multidisciplinary coordination and communication mechanisms?
	After the flood in 2015, national response plans have been revised and updated. Ministry of Health response plan is under the revision process.  
	

	Have the functions of the National IHR Focal Point been evaluated for effectiveness?
	During the White House Summit in 2014, five countries volunteered to serve as pilot nations for external evaluation and assessment of GHSA capabilities. Georgia was the first country to be assessed for the GHSA in order to pilot test the usefulness of a novel Assessment Tool (the first pilot version of JEE). Pilot assessment took place in 2015. The goal was to determine the baseline situation and later measure the progress of work implemented in the 11 Action Packages of the GHSA.
The function of NFP also was tested through the WHO JADE exercise in 2018. 
	http://www.ncdc.ge/Handlers/GetFile.ashx?ID=11d8a1e8-de23-4150-9f75-53396ef09923 – GHSA pilot assessment report 




Key Stakeholders (list them)
Documentation or evidence for level of capability:

· OIE PVS Pathway reports

· Reports to WHO governing bodies on IHR implementation (such as Executive Board and World Health Assembly)

· Legislation, protocols or other policies related to reporting to WHO

· Any plans that have been drafted or other evidence that covers response to possible biological, chemical and radiological events

Antimicrobial resistance (AMR) 

	Score


	Indicators: Antimicrobial resistance (AMR)

	
	P.3.1 Effective multisectoral coordination on AMR
	P.3.2 Surveillance of AMR

	P.3.3 Infection prevention and control 
	P.3.4 Optimize use of antimicrobial medicines in human and animal health and agriculture 

	No capacity – 1
	No national action plan for AMR
	No laboratories that conduct antibiotic susceptibility testing are generating data (antibiotic susceptibility testing and accompanying clinical and epidemiological data) and reporting on AMR
	No systematic efforts, national programme, or responsible persons for infection prevention and control in human health care facilities/to promote infection prevention and prevent transmission of resistant bacteria in the animal food production sector
	No or weak policy and regulations on appropriate use, availability and quality of antimicrobials



	Limited capacity - 2
	National AMR action plan under development or plan involves only one sector or ministry

Multisectoral coordination mechanism has been established, with government leadership
	Some clinical or reference laboratories can produce AMR data locally but national coordination and/or quality management do not yet exist


	National water, sanitation and hygiene (WASH) and environmental health standards exist but are not fully implemented

National policy and plan are available for infection prevention and control (IPC) in animal health care through improving biosecurity, animal vaccination and animal husbandry
	National policy for antimicrobial governance and regulation developed, that addresses use, availability and quality of antimicrobials



	Developed capacity – 3
	National AMR action plan developed that addresses at least human health and animal food production sectors

Multisectoral coordination is functional with regular meetings
	National AMR surveillance activities are performed according to national standards, with a functional national AMR reference laboratory that participates in external quality assurance and conducts confirmatory or additional testing

Country priority pathogens have been identified for surveillance
	National guidelines for IPC in animal production are available and disseminated

Selected health care facilities/farms are implementing the guidelines, with monitoring and feedback in place 

All referral hospitals have WASH facilities that are functional, in line with national standards
	Practices to assure appropriate use are implemented in some health care facilities

Legislation and regulations approved on import, marketing authorization, production and use of antimicrobials

Guidelines for appropriate use of antimicrobials are available

	Demonstrated capacity – 4
	Multisectoral AMR action plan approved and reflects GAP objectives, with an operational plan and monitoring arrangements 
	Centrally coordinated national AMR sentinel surveillance system that produces regular reports on AMR resistance levels

Sentinel laboratories supporting AMR surveillance that follow quality assurance processes and demonstrate good performance-testing


	Nationwide implementation of IPC plans and guidelines in public and private sectors

All health care facilities have a suitable functional environment (including water and sanitation facilities), and necessary materials and equipment to perform IPC per national standards


	Practices to enable appropriate use are implemented in health facilities nationwide, for all antibiotics

Practices on appropriate use in animals and crops in line with Codex and OIE standards are available and implemented nationwide

Relevant legislation has been reviewed for coherence; gaps/overlaps/ inconsistencies have been identified

Use of antimicrobials for animal growth promotion has been phased out

	Sustainable capacity – 5
	Multisectoral AMR action plan has identified funding sources, is being implemented and has monitoring in place 
	The national AMR surveillance system integrates surveillance of AMR in pathogens of concern to human and animal health and agriculture, and generates regular reports

Reports provide data that is representative of the general population
	IPC is in place and functioning at national and health facility levels 

Infection prevention effectiveness is regularly evaluated, with results published 
Plans and guidance are updated in response to monitoring
	Relevant legislation has been revised and a coherent framework is in place and fully functional, so that only licensed and proven quality drugs are in use




Notes:

Since AMR needs to be addressed as a multisectoral issue, the first attribute (3.1) asks about progress with multisectoral coordination, including developing and implementing a national AMR action plan. In order to make the assessment and rating manageable, the attributes for scoring are focusing on selected aspects of the response to AMR: surveillance of resistance (P3.2), infection prevention in health care facilities and on farms (P3.3), and optimizing the use of antimicrobials (P3.4), focusing on human and animal health sectors only. The assessment of capacities for AMR control should be completed twice for attributes 3.2 to 3.4, as capacities should be separately evaluated in the human health sector and for animal food production sector (terrestrial and aquatic). Progress on addressing other aspects of the response to AMR (including other sectors) may also be considered during the JEE, but these aspects are not explicitly rated. Where there are several criteria for a score, the country is expected to meet all these criteria, as well as the criteria for lower scores. The final score should be based on the lower of the scores for the human and animal health sectors.
	Questions
	Current Status
	Documents

	Contextuel questions: N/A
	
	

	Technical Questions:
	
	

	P.3.1 Effective multisectoral
 coordination on AMR

	How is multisectoral work on AMR organized? Is there an intersectoral coordination committee or working group with defined terms of reference and reporting/accountability mechanisms? How often has it met and who attends the meetings? 
	There is multispectral committee under MoH, which includes three sub-committees –microbiology, epidemiology and infectious disease.  Meetings are held on request, at least twice a year.
	

	What is the status of the national action plan on AMR? Has it been approved formally? Are there several plans or one integrated plan? Are food, agriculture and environment represented in addition to human and animal health?
	Antimicrobial Resistance 2017-2020 National Strategy, Decree of the Government #29, which includes 7 different objectives under One Health approach was approved in 2017, January 11 and since then plan is in implementation process. Food and environmental sectors are included as well. 
Under the governmental decree, National Food Agency (NFA) developed a control program for antimicrobial resistance. 
	https://matsne.gov.ge/en/document/view/3550177?publication=0 

	Does the national action plan consider the main areas identified in the global action plan on AMR – particularly raising awareness, training/education on AMR, surveillance of resistance and use, prevention of infections and optimizing the use of antimicrobials in both human and veterinary/agriculture sectors? 
	The objectives of the Strategy are as follows: 

Objective I.  Establishing and Maintaining Coordination and Surveillance


Objective II.  Surveillance of the Use of Antibiotics


Objective III: Epidemiological Surveillance of Antibiotic Resistance


Objective IV: Strengthening Infection Prevention and Control

Objective V: Microbiological Laboratory Capacity Building

Objective VI:  Ensure Rational Use of Antibiotics


Objective VII: Increase National Awareness and Improve Knowledge of AMR


Objective VIII:  Food Safety and Animal Feed Safety

NFA control program includes raising awareness and training of private and state veterinarians. It does not yet include farm biosecurity elements. 
	

	Is there an operational plan and budget for implementation of the national action plan? How is funding for planned activities organized? Is there adequate investment/funding available to support implemenation? 
	Funding for implementation of strategy comes from the government through MoH and NCDC. NFA State budget includes residue monitoring program, distribution of AMR specific informative materials and training of veterinarians. 
	

	Has progress towards the objectives/goals laid out in the plan been monitored yet? Has there been progress towards implementation? Have any barriers and/or challenges to implementing the national action plan been identified?
	Yes, there is regular reporting on implementation process to MoH.
	

	How does the plan recognize the roles and responsibilities of multiple jurisdictions and levels of government? 
	Coordination group was created within the task of Establishing and Maintaining Coordination and Surveillance, which maintains coordination among various agencies.

	

	P.3.2 Surveillance of AMR


	What is the laboratory capacity to detect, isolate and identify antimicrobial-resistant organisms from humans, animals, food and the environment?
	National Reference Laboratory (NRL) at Lugar Center oversees AMR activities across the country (56 clinical laboratories); in 2019-2020 is planned to start monitoring and assessing clinical laboratories across the country using WHO GLAT tool 
	

	Is there a national plan/system for surveillance of infections caused by antimicrobial-resistant pathogens? Is there monitoring of the surveillance system to inform regular plan reviews and updates? 
	There is no state system for surveillance of infections caused by antimicrobial resistant pathogens in animals. 
Monitoring of the surveillance system to inform regular plan reviews and updates.
	

	How many hospitals (percentage of total number of hospitals) are (will be) sites for surveillance of infections caused by antimicrobial-resistant pathogens among humans? Which specimens, pathogens and antimicrobials do/will they cover? How does this compare with the plan for enhancing surveillance in hospitals? Are denominator data (such as number of patients with a specific disease or syndrome, number of patients with samples taken) collected? 
	Data on AMR on CAESAR Pathogens are collected and evaluated from 35 laboratories which serve about 200 hospitals. Information on isolates come from blood, urine, stool, CSF specimens. 

Georgia is continuing successful cooperation with 

· The Global Antimicrobial Resistance Surveillance System (GLASS)

· The Central Asian and Eastern European Surveillance of Antimicrobial Resistance (CAESAR) 


	

	How will surveillance be established/what is in place in the community and in outpatient settings? 
	The AMR surveillance in the community and outpatient settings is defined as upcoming activity. 
	

	How many farms (percentage of total number of farms) with livestock are (will be) sentinel sites for surveillance of infections caused by antimicrobial-resistant pathogens in livestock? 

a) What animal species are covered by AMR surveillance?

b) What zoonotic bacterial species are covered by AMR surveillance?

c) What veterinary pathogens are covered by AMR surveillance?

d) Where is AMR surveillance conducted in the food chain? On-farm, slaughtered animals, retail meat?

e) Describe the sampling scheme. 

i. Number of sampled sites and how they are chosen, such as number of farms (randomly selected, purposively selected, convenience sample, census); number of abattoirs (how are these selected?); number of retail establishments; number/type of participating clinical laboratories.

ii. How were the number and types of isolates determined?
	There is no surveillance of infections caused by antimicrobial-resistant pathogens in animals. Residue monitoring surveillance is established in live animals and animal products held by NFA. Number of samples per year are based on specific calculations under several indicators (such as number of slaughtered animals, yearly turnover, etc.) which is described in governmental decree 22 and 10.
	Governmental decree 22 and 10, results of residue monitoring program. 



	Is there at least one national reference laboratory
 for AMR? How well is it (are they) functioning and supporting surveillance sites? Does it routinely conduct confirmatory or additional testing on referred isolates?
	National Reference Laboratory (NRL) at Lugar Center is defined by MoH and oversees AMR activities across the country. NRL has role of confirmation of alert, resistant strains across the country.
There is no national reference laboratory for ARM for animals, samples under residue monitoring program is submitted to private accredited laboratories. 
	

	Does the national reference laboratory receive samples from clinics, hospitals, veterinary diagnostic laboratories and environmental sources (i.e. water, soil, effluents)?
	Yes, NRL receives samples from clinics, hospitals, veterinary diagnostic laboratories and environmental sources for diagnostics or confirmation, based on request.
	

	What reports are available on levels of resistance in pathogens relevant to animal food production and humans? Are there national reports on impact/burden of AMR available? If routine reports are not available, what studies have been done or are underway? 
	There are CAESAR Annual reports available from 2016 with Georgian AMR data.
Veterinary service of Georgia yearly provides information regarding OIE’s global database on antimicrobial agents used in animals.


	Report of AMR in OIE 



	Is there a national coordinating centre
 established that is producing reports on resistance levels? 
	Yes -  National Center for Disease Control and Public Health, which produces reports of resistance levels.
	

	What types of reports are generated? Who receives these reports? Are reports sent to GLASS? Are reports accessible to other stakeholders (such as FAO, OIE)?
	Annual reports to MoH, WHO
	

	Does surveillance of AMR integrate data from both human and animal health sources? 
	No 
	

	How representative is the reported AMR data of the community and across geographic areas and settings? 
	Reports cover mostly HAI and less community acquired infections.  
	

	How has the data from AMR surveillance been used? Has it been considered by national policy makers? Have local or national treatment guidelines been adapted? Have any voluntary or legislative policies been put into place based on the surveillance data? 
	It is used to change treatment policy at the local level (hospitals), in future, we plan to use the data to create national guideline for treatment. 
	

	Is antimicrobial use and/or consumption monitored for humans, animals, and food crops? If yes, how?
	Antibiotics imported in Georgia are being registered. Electronic prescription of antibiotics is being introduced. Point Prevalence Survey of Antimicrobial Consumption is being implemented and carried out in the hospitals. 

Consumption of antimicrobial use is monitored through residue monitoring program by National Food Agency. 
	

	Does the country provide data to the OIE’s global database on antimicrobial agents used in animals?
	Yes, please see response above 


	

	Is there surveillance of resistant pathogens contamination occurring via effluent discharges? At what levels (pharmaceutical industry sources, health clinics, intensive animal feeding or livestock sites) are effluents monitored? 
	No 
	

	Is the pharmaceuticals production industry addressed in the national action plan? If yes, how?
	No
	

	P.3.3 Infection prevention and control 
,


	Human Health

	Is there a national IPC programme for human health, including a responsible person and defined goals and strategies at the national level?
	There is no separate IPC programme for human health, but certain components of IPC, goals and strategies at the national level are represented in AMR national strategy and in hepatitis C elimination program.  
	

	Is there a national plan for IPC in health care settings? How often is the plan updated and reviewed?
	There is no national plan for IPC in health care settings. We have national plan for IPC monitoring and evaluation in health care settings.
	

	How many health care facilities have developed local IPC plans? 
	85% (105/124) of hospitals have developed local IPC plans
	

	Which core components of IPC programmes are part of national and health care facility level IPC plans? 

a) Do IPC plans include guidelines and procedures for airborne transmission based precautions? If not, where are they addressed? 
	There is no separate IPC programme for human health, but we have:

· State program of surveillance on nosocomial infections 

· Monitoring and evaluation of IPC in health care settings IPC

· We have training programs of IPC modules for medical personnel 

a) Health care facilities IPC plans include guidelines and procedures for airborne transmission based precautions
	

	Do all hospitals have IPC guidelines in place including routine monitoring and provision of feedback on health care practices according to IPC standards? Are there functioning IPC committees at facility level? 
	· All hospitals have IPC guidelines in place (but not all hospitals provide routine monitoring and provision of feedback on health care practices according to IPC standards).

· In all hospitals are functioning IPC committees at facility level.
	

	Are there designated trained IPC professionals in each acute care facility? 
	Each acute care facility has IPC specialist, but not all have undergone modern methods of IPC trainings.
	

	Is there a national or subnational programme on continuing professional training for health workers that includes key guiding principles of IPC and WASH?
	There is no national or subnational programme on continuing professional training for health workers that includes key guiding principles of IPC and WASH
	

	Is hand hygiene compliance measured and feedback provided routinely at the national level? Is there monitoring to ensure supplies of preventive equipment and alcohol based hand rub?
	There is no hand hygiene compliance measured and feedback provided routinely at the national level.

Monitoring is conducted to ensure supplies of preventive equipment and alcohol based hand rub.
	

	Is the assessment of WASH included in assessments of the safety and functionality of health facilities for emergencies?
	National monitoring and assessment of health care facilities included all WASH’s criteria included in assessments of the safety and functionality of health facilities for emergencies
	

	How much progress has been made on ensuring safe water, sanitation and hygiene facilities in health care facilities and communities? 
	There is 24% (76%-100%, 66 hospitals) progress on ensuring safe water, sanitation and hygiene facilities in hospitals
	

	What systems are in place at national or subnational levels to regularly monitor health care practices according to IPC standard measures, and to publish the results? 
	Monitoring results of the Infection Control systems' functioning in medical institutions in 2016-17 years.

	https://www.moh.gov.ge/uploads/files/oldMoh/01_GEO/jann_sistema/INFEQC-KONTROL/angarishgeba/24-09-18.pdf

	Is there a national surveillance programme for healthcare-associated infections (HAI) in place? How does HAI data inform policy for AMR prevention?
	There is no national surveillance programme for healthcare-associated infections (HAI) in place.

HAI data helps us to plan appropriate preventive measures.
	

	Animal Health 

	Is there a national plan for preventing infectious diseases in animals? What measures are included (such as biosecurity, vaccine use and coverage, postvaccination monitoring, market hygiene SOPs, farm identification and registries, farm logs, national serological surveillance plans, outbreak/event reporting to national authorities/OIE)?
	National Animal Health Program (NAHP) and NAHP action plan is developed in National Food Agency as an umbrella document for animal health activities. Under the plan there are several disease specific long term control programs developed (brucellosis, FMD, rabies). In parallel yearly action plans for controlling animal diseases are developed and implemented. Action plans include vaccination, disease surveillance, sample collection, biosafety, disinfection, postvaccination monitoring, animal identification and traceability, animal movement control. Based on the action plans general and diseases specific guidelines and SOPs are developed for standardization of the activities (including WAHIS notification submission SOP).


	NAHP, animal health and identification-registration program of 2019, SOPs (SOPs are quite a number and they will be provided at the place)

	What systems are in place to support the implementation of good animal husbandry practices, biosecurity and vaccine strategies in animal production systems? Are there national plans for vaccination in animals (terrestrial or aquatic)? Is there a system in place to report animal diseases to veterinary services? 
	There is a state budgeted vaccination campaigns for major zoonosis and TADs in Georgia that are completely free of charge for animal owners. Animal identification and registration program covers large ruminants, small ruminants and pigs (pilot) which is also free of charge for animal owners. For conducting vaccination and animal identification campaigns National Food Agency contracts about 650 veterinarians and paravets through the year which also contributes a lot to surveillance system as contracted veterinarians/paravets travel from holding to holding for vaccination and at the same time bringing public awareness to farmers. In addition unified hot line (150A) of Ministry or Environment Protection and Agriculture (MEPA) is largely advertised
	

	What is the extent of extension services to farmers, fishermen, livestock owners and cooperatives?
	Ministry of Environment Protection and Agriculture is represented at regional level by extension services. Services provide extension services to animal health, plant protection food safety and other agricultural fields. In addition, NFA also provides consultancies to the farmers. Cooperative Management Agency and Agriculture projects Management Agency also supports farmers and cooperatives within their competency
	

	What systems are in place to regularly evaluate the effectiveness of infection control measures and publish results in animal health (such as use of the OIE PVS tool)? 
	Monitoring systems for evaluation of animal health activities are developed (such as routine sero-surveys, effectiveness audit, etc.). long term control programs are evaluated though monitoring tables though established indicators, goals and means of verifications. OIE PVS self-assessment was conducted in 2018.
	

	What alternative strategies and technologies are proposed to support the reduction of antimicrobial use in animal production systems (such as nutritional strategies)?
	Alternative strategies are under development, including biosecurity of the farms, vaccination and nutritional strategies
	

	Are there food hygiene practices for harvesting and processing of foods in place and functional?
	Not known
	

	Is there a wastewater management plan in place and being implemented?
	Not known
	

	P.3.4 Optimize use of antimicrobial medicines in human and animal health and agriculture 

	· What are the national policies and regulations relating to appropriate use, availability and quality of antimicrobials for human and animal use? 
	· „ანტიმიკრობული რეზისტენტობის საწინააღმდეგო 2017-2020 წლების ეროვნული სტრატეგიის დამტკიცების შესახებ“ 2017 წლის 11 იანვრის №29 განკარგულებით განსაზღვრულია ქვეყნის პოლიტიკის ყველა ძირითადი მიმართულება, რომელიც ანტიბიოტიკების მართებულად გამოყენებას უკავშირდება;
· „ნოზოკომიური ინფექციების ეპიდზედამხედველობის, პრევენციისა და კონტროლის წესების დამტკიცების შესახებ“ Minister of IDPs from the Occupied Terittories, Labour, Health and Social Affairs 2015 წლის 7 სექტემბრის №01-38/ნ ბრძანება, რომელიც ადგენს რეგულაციებს სამედიცინო დაწესებულებაში ანტიმიკრობული  პრეპარატების  გამოყენების  საკუთარი პროგრამის არსებობაზე, ანტიბიოტიკების დასანიშნად ბაქტრიოლოგიური კვლევების აუცილებლობაზე, სარეზერვო ანტიბიოტიკების გამოყენების კონტროლზე და ანტიმიკრობული საშუალებების ხარჯვის მონიტორინგზე;

· ფარმაცევტული საშუალებების ხარისხი უზრუნველყოფილია ხარისხის კონტროლის სახელმწიფო პროგრამით, რომელსაც ახორციელებს სამინისტროს კონტროლს დაქვემდებარებული სსიპ „წამლის სააგენტო“, რომელიც პროგრამის ფარგლებში ახორციელებს მედიკამენტების (მ.შ. ანტიბიოტიკების) შესყიდვას და ლაბორატორიულ გამოკვლევას.

· ამავდროულად, Ministry of IDPs from the Occupied Terittories, Labour, Health and Social Affairs მუშაობს ნაციონალურ ფარმაცევტულ საწარმოებში GMP-ის სტანდარტების დანერგვის მიმართულებით. GMP-ის სტანდარტები 2019 წლის 1 ივლისიდან ამოქმედდება ნებაყოფილებით რეჟიმში, ხოლო 2022 წლიდან კი სავალდებულო იქნება საქართველოს მასშტაბით.

Regulations in animal health field for appropriate use of antimicrobials is missing. Since registration and authorization of veterinarians is currently abolished there is no system to issue prescriptions in animals. This issues are addressed in AMR strategy developed by NFA
	

	Is there national guidance on appropriate use of antibiotics in humans? 

a. Has the appropriateness of antibiotic use been studied? Are studies planned, such as on quality of prescribing?

b. Is there a national selection mechanism or committee for recommended antibiotics? 

c. Are there antibiotic guidelines based on national/local antibiograms? Give examples. 

d. How many centres monitor or audit adherence to national guidance on appropriate antibiotic use? 

e. Are the latest guidelines integrated in pre-service training and in continuing education courses? 
	We don't have national guidance, but we have Sanford Guide to Antimicrobial Therapy 2018 (Georgian Edition), which is freely accessible for physicians as in printed so in electronic version.

a.
No, it is planned in the future.

b.
No

c.
No

d.
Correct prescription of antibiotics in hospitals is monitored by the Infection prevention and control groups created by Ministry of IDPs from the Occupied Terittories, Labour, Health and Social Affairs and National Center for Disease Control and Public Health.

e.
Yes (based on Sanford Guide to Antimicrobial Therapy 2018)
	

	Is a prescription required for antibiotic use in humans? What evidence is there that this applies in practice in public and private sectors? 
	The electronic prescription is required for antibiotic use in humans
	

	Does a national plan for antimicrobial stewardship exist in the hospital sector? How far has it been implemented?
	Minister of IDPs from the Occupied Terittories, Labour, Health and Social Affairs ბრძანებით განსაზღვრულია, რომ ყველა ჰოსპიტალს უნდა ქონდეს საკუთარი antimicrobial stewardship, რომლის მონიტორინგსაც ანხორციელებენ Ministry of Occupied Terittories, Labour, Health and Social Affairs and National Center for Disease Control and Public Health მიერ შექმნილილ ინფექციების კონტროლის ჯგუფები.
	

	What measures (e.g. action on stock-outs) are in place to assure access to antimicrobials for those humans/animals who need them?
	საქართველოში ანტიმიკრობული საშუალებების დეფიციტი არ არის. ნებისმიერი მოქალაქისთვის  ხელმისაწვდომია ანტიმიკრობული საშუალებები (ექიმის შესაბამისი დანიშნულების შემთხვევაში)
	

	Is a prescription required for antimicrobial use in animals (terrestrial, aquatic, feed industry)? When is a prescription not required? What happens in practice? Do farmers have access to veterinarians and other professionals who can advise/authorize an antimicrobial?
	Prescriptions are not used in animals (please also see paragraph above). Farmers have direct access to antimicrobials.
	

	Is there a plan to strengthen prudent use or stewardship in animals? If yes, who participates and how is it monitored? Is it consistent with Codex and OIE guidelines? Have guidelines on prudent use been developed?
	N/A
	

	What is the national policy on use of antimicrobials for animal growth promotion? What are the next steps planned on those? 
	There is no national policy on use of antimicrobials for animal growth promotion. Several steps are planned for next 3 years to implement such as: state registration of imported animal feed, registration and authorization of veterinarians in order to issue prescriptions on antimicrobials, detailed record of imported raw materials of antimicrobials.
	

	Is testing of antimicrobial quality in place? Is there a mechanism or are there activities to identify substandard, spurious, falsely labelled, falsified and counterfeit antimicrobials? Are there penalties for counterfeit/substandard products and are these enforced?
	National Food Agency registers and controls produced and imported veterinary medicinal products (VMP) in Georgia. State control includes inspections (labelling, proper storage, falsifications, selling of none-registered veterinary products, etc.), sample collection and laboratory analysis, documental checks.
	Governmental decree 327 338 and 345


Key Stakeholders (List them): 

Documentation or evidence for level of capability: 

· National action plan for AMR and/or plans for AMR detection/reporting, surveillance of AMR, monitoring antimicrobial consumption and use, IPC programmes in human health facilities, infection prevention and improved husbandry in livestock/food production, and plans to improve use and quality of antimicrobials (such as antimicrobial stewardship programmes).

· Monitoring reviews of progress with implementation of national action plan(s) and related plans.

· Country response to the global monitoring survey on AMR.

· Available OIE PVS Pathway reports.

· Minutes from meetings or outputs of the multisectoral coordination committee or group.

· Copy of reports measuring:

· proportion of AMR pathogens among specimens or isolates;

· results from participation in international external quality assessment (EQA) rounds of the national reference laboratory;

· incidence of infections caused by AMR pathogens at sentinel sites (community and hospital acquired);

· antimicrobial consumption levels or surveys of use (human and animal including medicated animal feed – terrestrial and aquatic); 

· proportion of facilities adhering to best practices for IPC including hand hygiene (if known);

· mandatory farm quality assurance programmes that include antimicrobial use surveillance and stewardship information;

· availability of antimicrobials (or stock-outs), hygiene supplies and WASH in health facilities; and

· percentage of antibiotics administered appropriately (if surveyed).

· Documentation of the review process, including participating agencies or sectors.
Zoonotic disease
,

	Score
	Zoonotic disease

	
	P.4.1 Coordinated surveillance systems in place in the animal health and public health sectors for zoonotic diseases/pathogens identified as joint priorities
	P.4.2 Mechanisms for responding to infectious and potential zoonotic diseases established and functional

	No capacity - 1
	Some capacities for surveillance of zoonotic diseases exist but are not organized between the animal health or public health system
	Despite some mechanisms for specific diseases/pathogens, no coordinated response mechanism for zoonotic diseases is in place

	Limited capacity - 2
	Country has a list of five priority zoonotic diseases/pathogens agreed among sectors to be of greatest national public health concern but does not have a specific system for their surveillance in place
	Documented multisectoral national policy, strategy and/or plan for response to zoonotic events have been elaborated

	Developed capacity - 3
	Zoonotic surveillance systems in place for one to four zoonotic diseases/pathogens of greatest public health concern
	An established multisectoral operational mechanism for coordinated response to outbreaks of zoonotic diseases by human, animal and wildlife sectors is in place

	Demonstrated capacity - 4
	Zoonotic surveillance systems in place for five or more priority zoonotic diseases/pathogens of greatest public health concern


	Several experiences of response to zoonotic events confirm “timeliness” and efficiency of the multisectoral operational mechanism, including systematic information exchange between animal/wildlife surveillance units, human health surveillance units and other relevant sectors

	Sustainable capacity - 5
	Routine sharing of information between the sectors ensures a confirmed surveillance system for zoonotic diseases of priority and/or others
	The multisectoral operational mechanism for the response to zoonotic events and emerging diseases is regularly tested for continuous improvement


	Questions
	Current Status
	Documents

	Contextual Questions:
	
	

	For which of the zoonotic diseases of greatest public health concern within the country is it assumed that the prioritized list of zoonotic diseases for the country is based on an intersectoral decision making process?
a. What process was used to develop the list of zoonotic diseases of greatest public health concern? Did the process include animal health, as well as environmental and other relevant sectors? 
	Discussions were held during the One Health Steering Group (committee) Meeting, during which the following zoonotic diseases were prioritized: Brucellosis, Anthrax, Rabies, Avian Influenza, Crimean-Congo Hemorrhagic Fever, Poxvirus infections, disease caused by typhus group rickettsiae (Rickettsia prowazekii), Q Fever, Hemorrhagic Fever with Renal Syndrome, Tularemia, and Plague.

The committee includes Ministry of Environmental Protection and Agriculture (MEPA), as well as representatives from the Ministry of Health/NCDC.
	https://gipa.ge/eng/list/show/815-On-March-1-2018-the-30th-meeting-of-National-Animal-Health-Program-NAHP-Steering-Group-took-place;

https://www.matsne.gov.ge/ka/document/view/1923205?publication=;
http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	Is there a formal multisectoral policy for collaboration on zoonotic diseases in the country? If so, how is it organized/led/governed?
	1) Ministerial decree #42/n-#2-22, 2010. Agreement between MoH and MoA on the approval of rules of exchanging information on zoonotic diseases by using integrated national surveillance systems.

2) Governmental decree #336, 2015. Approval of rules of providing functional integrated surveillance on infectious diseases.

3) Governmental decree #82, 2016. Approval of technical regulations on working with biological agents.

4) National Animal Health Program is developed by National Food Agency. Implementation of the plan is supervised by Steering committee chaired by first deputy minister of MEPA. Steering committee consists by representatives of state veterinary service, National Center for Disease Control of Public Health (NCDC), laboratory of ministry of agriculture (LMA) and different stakeholders and donors operating in Georgia. Steering committee is also main facilitator of building bridges within One Health representatives (NFA).
	https://matsne.gov.ge/ka/document/view/1005695?publication=0;
https://matsne.gov.ge/ka/document/view/3198620?publication=0;
https://matsne.gov.ge/ka/document/view/4487997?publication=0;

http://ncdc.ge/Pages/User/Documents.aspx?ID=94eabb30-fa38-4675-9c5d-a92b483c4507



	Is there a national multisectoral coordination committee for one or more zoonotic diseases holding regular meetings currently? If so, which is the lead agency?
	The multisectoral coordination committee for zoonotic diseases is being held on a quarterly basis, which is led by the MEPA.
Under the national animal health program there is established disease specific task forces for more technical activities.
	https://gipa.ge/eng/list/show/815-On-March-1-2018-the-30th-meeting-of-National-Animal-Health-Program-NAHP-Steering-Group-took-place


	Is there a mechanism for joint risk assessment for zoonotic disease events?
	Not currently, but this issue will be addressed in June, 2019 during the JRA pilot in Georgia.
	

	Within the past two years, has an exercise been conducted or a real event occurred involving the ministries of health and agriculture to practice and test the skills of public health workers in both human and animal sectors to investigate and respond to a zoonotic event? 

a. Describe the exercise or real event that occurred.

b. What were the most significant lessons learned from the exercise/real event? 
	Table Top Exercise: Enhancing multisectoral approach, raising awareness and promotion of One Health in dealing with public health emergency as Avian Influenza. 

a) exercise concerned an escalating pandemic threat that prompted players to identify challenges, lessons learned, and recommendations to enhance overall pandemic preparedness of the Government of Georgia.

b) Exercise report is pending.
	

	List the zoonotic diseases for which control policies exist with the purpose of reducing their spread into human populations? 

a. Describe the progress in implementing these policies.

b. Is there a plan in place to encourage reporting of animal disease (may include indemnities paid)?

c. Is there a plan in place to address factors that may prevent farmers/owners from reporting animal disease (may include lack of familiarity with reporting process, lack of indemnity, social stigma)?
	For human sector, diseases which are notifiable under the decree #01-26/N:

Brucellosis, Anthrax, Rabies, Tuberculosis, CCHF, Poxvirus Diseases, Dengue, Leptospirosis, HFRS, Plague, Lyme Disease, Tularemia and etc.

Vaccination of humans with high risk of exposure (hunters, veterinarians, etc.) on Rabies, and Tularemia (laboratory staff) (Ministerial decree #01-57/N).
For Animal sector zoonotic diseases that are controlled by state budget using control measures such as vaccination, sampling, treatment:

Brucellosis, Anthrax, Rabies, Tuberculosis, CCHF

In addition, there is a passive surveillance with allocated laboratory diagnostic capacities on several other zoonotic diseases:
Q-fever, Tuberculosis, Avian influenza, Newcastle disease, Leishmaniosis, Listeriosis, Leptospirosis

Under the governmental decree 336, List of notifiable animal diseases exists in Georgia (ministerial order 2-238).
	https://matsne.gov.ge/ka/document/view/3198620?publication=0;

http://www.ncdc.ge/Handlers/GetFile.ashx?ID=058d67f6-fea0-48d1-a7a1-49a850c43667
https://matsne.gov.ge/ka/document/view/2329744?publication=0
https://matsne.gov.ge/ka/document/view/1658693?publication=0
Law of Georgia, Food/Feed Safety, Veterinary and Plant Protection Code, Governmental decree 336, ministerial order 2-238, yearly state control activities of NFA

	Has there been an OIE PVS evaluation mission or PVS Gap Analysis? If so, what year(s) was it held? 
	OIE PVS assessment was conducted in 2009 (report is confidential), OIE PVS legislation mission was conducted in 2015, PVS self-assessment was conducted in 2018.
	

	Has there been an OIE PVS evaluation mission or PVS Gap Analysis? If so, what year(s) was it held? 
	OIE PVS assessment was conducted in 2009
	

	Has there been an IHR-National Bridging Workshop or other “One Health” related workshops for relevant ministries? If so, mention which one(s)
	In 2019, it is planned to conduct “One Health” workshops throughout the country with the involvement of MEPA and MOH.
	

	Technical Questions:
	
	

	P.4.1 Coordinated surveillance
 systems in place in the animal health and public health sectors for zoonotic diseases/pathogens identified as joint priorities


	Describe the system/mechanism by which surveillance activities are planned and implemented concurrently by the animal health and human health sectors.
	Electronic Integrated Disease Surveillance System (EIDSS) includes 194 Human and Veterinary data entry sites throughout the country. EIDSS ensures the exchange of information in real-time between two structures – healthcare and veterinary sector. 

Healthcare facilities at local level notify epidemiologist at district Public Health Center via phone (defined by the Order No.01-2 / N. - Regulations on the production and delivery of medical statistical information). PHC epidemiologist conducts initial epi investigation and enters information into EIDSS. Specialists at national level receive information in real-time. In case of zoonotic or foodborne disease, National Food Agency (NFA) is notified according to Ordinance of the Government on Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases. Human and animal sector share the same surveillance system (EIDSS) based on One Health approach. It is possible to link human and animal cases in the system. 

[image: image3]
	https://matsne.gov.ge/ka/document/view/1005695?publication=0;

https://matsne.gov.ge/ka/document/view/4487997?publication=0

	Does the country have an agreed list of priority zoonotic diseases?
	There is a list of agreed major priority diseases: Brucellosis, Anthrax, Rabies, Avian influenza, CCHF, Poxvirus infections
	

	Does the country have a surveillance system in place on relevant animal populations for these priority zoonotic diseases? 
	Yes. Active or passive surveillance system is applied to priority diseases based on specifics of the disease.
	

	Does the country have a human surveillance system in place for these diseases?
	Yes. Passive surveillance system is applied to priority diseases. Active surveillance is conducted in accordance with the epidemiologic situation.
	

	Describe partnerships between the ministries of health and agriculture9
and other relevant agencies including biological specialists, academia, wildlife specialists and environmental groups as they relate to zoonotic disease detection and response.

a. Are situational awareness reports or reports of potential disease outbreaks shared between the agencies? 
	There is a strong collaboration within National Animal Health Steering Committee (please see related paragraphs)

In addition to established data exchange mechanism via EIDSS, case investigation results are also shared through telephone calls and/or emails.
Joints reports are not yet implemented.
	

	Do public health laboratories and animal health laboratories communicate with each other? 

a. Is there a process for sharing unique or serious isolates between public health and animal health laboratories?

b. Is there a process for sharing biological specimens between public health and animal health laboratories?

c. Is there a process for sharing laboratory reports or alerts between public health and animal health laboratories?

d. Are these reports shared on a regular basis, or only when zoonotic diseases are discovered or suspected?
	Yes.

a. Yes, if isolates are included in EDP list, it is regulated by ministerial Decree, #01-18/N – 27.05.2013   

b. Zoonotic EDPs are only transferred to Lugar Center (central reference lab);
c. EIDSS includes the laboratory section which is used by both, human and animal sectors. 
d. Regular reporting is defined by Ministerial decree on information exchange between sectors #42/ნ-#2-22, 16.02.2010
	https://www.matsne.gov.ge/ka/document/view/1923205?publication=0 
https://matsne.gov.ge/ka/document/view/1005695?publication=0 

	Describe the exchange of epidemiological reports.

a. How organized is the exchange of epidemiological reports on zoonotic diseases?

b. How are animal surveillance systems linked to surveillance systems used for human pathogens?

c. Is there a process for sharing surveillance reports between public health and animal health laboratories?
	Electronic Integrated Disease Surveillance System operated in Georgia that is combined platform for sharing data in real-time regarding diseases among NCDC, NFA and LMA.
	Governmental decree 336, disease surveillance system and EIDSS in Georgia
http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	P.4.2 Mechanisms for responding to infectious and potential zoonotic diseases established and functional

	Describe the policy, strategy or plan for responding to zoonotic events in the country in the animal health and public health sectors.

a. Is there a joint plan or strategy that exists between human health and animal health (including wildlife) sectors?

b. Is there any MoU between the sectors for the management of zoonotic events?
	There is a disease specific response plan for several zoonotic diseases in animal health (rabies, anthrax, brucellosis, avian influenza, Newcastle disease etc.). General contingency plan in response to disease outbreaks is under development.

a. Governmental decree #597 – avian influenza.

Decree for controlling CCHF

b. There are decrees on integrated surveillance of zoonotic diseases (see links above)
	Governmental decree 348

http://ncdc.ge/Handlers/GetFile.ashx?ID=a3924cb1-0473-483b-8c8a-7b83a5436753;

http://ncdc.ge/Handlers/GetFile.ashx?ID=17780b50-b7c4-4dff-951b-6c46ada2a517
 

	Describe how the latest zoonotic events were managed, for example:

a. How was the information shared between sectors?

b. How often did the sectors meet at the technical level? 

c. Are there outbreak investigation and response reports on the latest zoonotic events?
	In 2016 - during Anthrax outbreak, regular multisectorial meetings were held during the outbreaks with consideration of epidemiologic situation. Human and animals sectors were sharing investigations with eachother routinely.

	

	Are there any mechanisms for establishing interagency response teams in the event of a suspected zoonotic outbreak?
	Interagency response is conducted at regional level in case of outbreak of state budgeted zoonotic disease.
	

	Describe the roles and responsibilities of human health and animal health (including wildlife) sectors on these recent zoonotic events.
	Each side was responsible for providing information of their respective sectors; Investigation of additional suspected cases of selected zoonotic diseases; Treatment of farm areas with acaricides.
	

	Does the country have capacity to respond to more than 80% of zoonotic events on time? What is the timeliness at present?
	Yes, all notifiable zoonotic diseases are being responded within 24 hours.
	

	Does the country have a preparedness plan for handling emerging or re-emerging zoonotic diseases with verification?
	General contingency plan for emerging animal diseases is under development
Measures for controlling and preventing outbreaks of CCHF is in place.
	


Key Stakeholders (list them): 

· Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia (MoH)

· Ministry or Environment Protection and Agriculture (MEPA)

Documentation or evidence for level of capability:

· Agreed list of zoonotic priority pathogens in public health

· Descriptions of existing zoonotic surveillance systems

· OIE country PVS Pathway mission report

Food safety

	Score
	Indicators: Food safety

	
	P.5.1 Surveillance systems in place for the detection and monitoring of foodborne diseases and food contamination
	P.5.2 Mechanisms are established and functioning for the response and management of food safety emergencies

	No capacity – 1
	No or very limited surveillance system in place for foodborne diseases or for food contamination (chemical and microbiological) monitoring
	No or very limited mechanism in place

	Limited

capacity – 2
	Country has IBS or EBS and monitoring systems in place to monitor trends and detect foodborne events (outbreak or contamination)
	Country has a national food safety emergency plan with food safety emergencies defined to serve as a trigger for escalating appropriate response

	Developed capacity – 3
	IBS or EBS system includes laboratory analysis to assign aetiology for foodborne diseases or origin of contamination event, and investigate hazards in foods linked to cases, outbreaks or events
	Country has a national food safety emergency plan and a designated INFOSAN Emergency Contact Point, with a central coordination mechanism in place that includes all relevant sectors with functional arrangements in place for implementation of response in the event of a food safety emergency

	Demonstrated capacity – 4
	Country has capacity to undertake rapid risk assessments of acute foodborne events at the national and subnational levels
	Strategies and guidance for communicating with partners, stakeholders, general public and international organizations are in place

	Sustainable capacity – 5
	Country has a surveillance system in place that integrates information from the entire food chain including timely and systematic information exchange, to enable a better understanding of risk and mitigation possibilities
	The food safety emergency response plan, based on the risk analysis framework, is pretested and reviewed after an emergency has occurred


Notes: 

The PVS tool has three critical competencies on food safety of which CC II-8 B (Ante and post mortem inspection at abattoirs and associated premises) and CC II-8 C (Inspection of collection, processing and distribution of products of animal origin) can provide relevant information on country capacity to conduct surveillance on foodborne pathogens.

	Questions
	Current Status
	Documents

	Contextual Questions: N/A
	
	

	Technical Questions:
	
	

	P.5.1 Surveillance systems in place for the detection and monitoring of foodborne diseases and food contamination 

	Does the country have surveillance and monitoring system in place that includes priority foodborne diseases as well as priority hazards (chemical and microbiological)?
	The National Food Agency conducts monitoring of chemical and microbiological hazards in accordance with the annual program approved by the Ministry of Environment Protection and Agriculture of Georgia
	- Order of the Minister of Environment Protection and Agriculture of Georgia - annual program for food safety official control

- The list of priority food hazards (chemical and microbiological) is defined in the annual program for food safety official control

	Does the country have case definitions for each of the notifiable foodborne diseases?
	The notifiable foodborne diseases are defined in the rule of information exchange between participating agencies in the integrated disease surveillance system
	Decree N336 of the government of Georgia “On Approval of Rule of Operation of National Integrated Epidemiological Surveillance System for Infectious Diseases, including Diseases Caused by the Especially Dangerous Pathogens,” 9 July 2015
https://www.matsne.gov.ge/ka/document/view/2904356?publication=0

	Are health care workers and sanitary/food inspectors trained on reporting foodborne events (disease outbreaks or contamination events)?
	Food Inspectors of the National Food Agency are trained on reporting foodborne events (disease outbreaks or contamination events). Inspectors of the National Food Agency have the relevant skills for managing foodborne diseases
	

	Is there a team at the national and subnational level who can rapidly assess foodborne events?
	The National Food Agency defined specialists (group), who quickly assess the cases of foodborne illness within their competence
	

	Are people identified to take part in the outbreak or event response teams trained to undertake outbreak investigations of foodborne diseases?
	The specialists of regional divisions of the food safety agency perform response to the foodborne outbreak. For this purpose, persons, who are authorized to undertake outbreak investigations of foodborne diseases have graduated medical university and have specialization in epidemiology or in sanitary science.
	

	Are outbreak response teams trained to collect and transport appropriate specimens to a laboratory during foodborne outbreaks to identify the aetiological agent?
	The inspectors of the food safety agency who undertake response on the foodborne outbreak are trained in sampling procedures of food, water probes, and swabs from equipment. They are trained also regarding rules of transportation of samples to the laboratory. 

The food safety department elaborated standard operating procedures (SOP) to undertake outbreak investigations of foodborne diseases, to take samples and swabs from the surface. Training of inspectors regarding mentioned procedures and for new procedures is planned for every year.
	

	Does the country have an updated list of laboratories that can perform the necessary testing during foodborne outbreaks or contamination events?
	Country has relevant laboratories performing necessary testing of food during the foodborne outbreak. In case there is not such laboratory capacity which can investigate the same causative agent as it was identified in patients, the national Food Agency collaborates with the National Centre for Disease control and Public Health and laboratory testing is provided by Richard Lugar Center for Public Health Research (Lugar Center). 

The list of updated laboratories chosen under the tender procedures are distributed to the regional offices of National Food Agency every beginning of the year.
	

	Are representatives from food safety and other laboratories (and animal health, where applicable) routinely part of the outbreak response team?
	Representatives of food safety laboratories are not part of the outbreak response team, but they are performing tests on food, which was sampled and transported to the laboratory by food inspector. 
As for the human sector, representatives of public health laboratory network (including Lugar Center) under NCDC, are involved in outbreak response. 
	

	Do surveillance and response staff know the focal points for food safety, animal health and the key laboratories that would be required to test clinical and/or food samples collected during an event?
	All food inspectors responsible for foodborne outbreak response have contacts of key food testing laboratories that would be required to test food samples collected during an event
	

	Is there an effective (formal or informal) mechanism for rapid information exchange during suspected foodborne disease outbreak or event investigations between all the stakeholders/relevant sectors?
	There is an effective mechanism for information exchange between the National Food Agency and the National Center for Disease Control and Public Health during the foodborn outbreak or event.
	Decree N336 of the government of Georgia “On Approval of Rule of Operation of National Integrated Epidemiological Surveillance System for Infectious Diseases, including Diseases Caused by the Especially Dangerous Pathogens,” 9 July 2015.
https://www.matsne.gov.ge/ka/document/view/2904356?publication=0

	P.5.2 Mechanisms are established and functioning for the response and management of food safety emergencies

	Does the country have a plan that documents response procedures to address food safety emergencies?

a. Does it include definition of triggers?

b. Does it refer to national (central) coordination?

c. Are clear roles and responsibilities established?

d. Are procedures for communications established?
	Country has a plan that documents the response procedures related to food safety emergencies. One direction of this plan is to protect animal, plant, food and water supply system from radioactive, chemical and biological contamination, massive poisonings and disease control.
a. We do not have information regarding triggers.

b. This plan refers to national (central) coordination

c. There are clear roles and responsibilities established

d. Procedures for communication is established in this plan
	https://www.matsne.gov.ge/ka/document/view/103528?publication=0 



	Was the plan developed in a participatory way?
	The plan is elaborated with the involvement of different stakeholders
	

	Are all key partners and involved stakeholders properly aware of their roles and of the response procedures required of them in the event of a food safety crisis/emergency?
	All key partners and involved stakeholders are aware of their roles and response procedures required of them in the event of a food safety crisis/emergency
	

	Are all important stakeholders (including their decision makers, leaders, and working teams) fully briefed on response procedures?
	No any instruction or explanation has been done regarding the response procedures
	

	Is there a national mechanism in place ensuring the gathering and sharing of relevant information for collective evaluation (such as national or regional information sharing networks)?
	It does not exist
	

	Is there an active INFOSAN Emergency Contact Point? Are there active INFOSAN Focal Points? Are there active OIE National Focal Points on Animal Production Food Safety?
	- INFOSAN Emergency Contact Point is active
-OIE National Focal Points on Animal Production Food Safety is active
	

	Is there a coordination mechanism in place (such as a multiagency coordination team) with clear terms of reference to facilitate communication between central and local levels?

a. Does this involve sectors from public health, food inspection, veterinary, official laboratory, customs and quarantine, and agriculture?

b. Does this involve other relevant sectors, such as tourism, national security department, environmental services?

c. Are clear roles and responsibilities assigned to all partners of the coordination team?
	There is a coordination mechanism in place – epidemiological, veterinary and laboratory data are integrated in the Electronic Integrated Disease Surveillance System (EIDSS).
a. This system involves sectors from public health, food inspection, veterinary and laboratory

b. This system does not involve other sectors, such as tourism, national security department, environmental services
c. Clear roles and responsibilities are assigned to all partners of the coordination team
	

	Are key stakeholders aware of the principles and practices of communication and control systems in the event of a food safety crisis or emergency?
	Key stakeholders are aware of general principles of communication and control systems, but they do not have practical experience in the event of a food safety crisis or emergency
	

	Is there a list of all necessary contact details for communicating with partners readily available and updated (local and foreign governments, international organizations, industry)?
	There is no list of all necessary contact details for communicating with partners
	

	Does the country undertake regular activities aimed at preparing effective communications for food safety emergency responses?
	Georgia is involved in RASFF (Rapid alert System for Food and Feed) system - A key tool to ensure the flow of information to enabling swift reaction when risks to public health are detected in the food chain in European Union. The LEPL National Food Agency defined RASFF contact point.
	

	Does the country undertake regular activities aimed at preparing effective communications for food safety emergency responses?
	In case of need National Food Agency undertakes regular activities aimed at preparing effective communications for food safety emergency responses
	

	Are there periodic simulation exercises to pre-test the emergency response plan?
	No periodic simulation exercises are conducted to pre-test the emergency response plan for food safety events
	

	Are there records of feedbacks from past emergency reviews, considering:

a. appropriateness of response activities;

b. effectiveness of withdrawal or recalls implemented;

c. regulatory procedures available to inspectors to take action (prevent production and distribution of food products);

d. capacity of analytical services;

e. global capacity of inspection services and laboratories to report to the central coordination mechanism;

f. means of communications; and

g. sufficient resources (staff, analytical, etc.) and capacities (additional needs for training)?
	Inspectors of the National Food Agency perform recording of inspection, surveillance, sampling, taking probes, food recall from market, food destruction or other activities. In addition, they have records (acts and results) from past emergency event.
	


Key Stakeholders (List them): 

Documentation or evidence for level of capability

· List of priority foodborne diseases and priority foodborne hazards (chemical and microbiological)

· Guidance on priority foodborne diseases and their case definitions

· National level report based on collated local reports for rapid risk assessment

· Training material, reports and certificates

· Interviews with sanitary/food inspectors

· Protocols for collecting/testing clinical specimens and food samples for all priority foodborne diseases and foodborne hazards

· Data reporting protocols for all priority foodborne diseases and foodborne hazards

· List of contact laboratories

· Questionnaires for priority foodborne pathogens and foodborne hazards

· Integrated food chain surveillance database

· Data analysis reports

· Copies of regular surveillance bulletins

· Documentation presenting the definition of a national food safety emergency

· Interview of key partners/stakeholders regarding their knowledge of their roles and of response procedures

· Records of information exchange and communication with relevant international, regional and national networks

· Updated list of partners’ contacts

· Documented and updated lists of possible external resources (experts, competencies, or specialist groupings)

· Any documentation, report or record on the establishment, implementation and ongoing work of the coordination mechanisms

· List of all necessary contact details (local and foreign governments, international organizations, industry)

· Templates for notifications of incidents

· Model press releases

· Recall and withdrawal notices

· Prepared questions and answers

· Reports on simulation exercises to pre-test the response emergency plan

· Record of feedbacks from past emergency reviews

 Biosafety and biosecurity

	Score
	Indicators: Biosafety and biosecurity

	
	P.6.1 Whole-of-government biosafety and biosecurity system in place for all sectors (including human, animal and agriculture facilities)
	P.6.2 Biosafety and biosecurity training and practices in all relevant sectors (including human, animal and agriculture)

	No capacity - 1
	Elements of a comprehensive national biosafety and biosecurity system, such as policy instruments and proper financing, are not in place
	No biological biosafety and biosecurity training or plans are in place

	Limited capacity - 2
	Some, but not all, elements of a comprehensive biosafety and biosecurity system are in place. The country is: 

Starting the process to monitor and develop an updated record and inventory of pathogens within facilities that store or process dangerous pathogens and toxins and what they house
Developing, but has not finalized, comprehensive national biosafety and biosecurity regulatory framework
Developing laboratory licensing
Developing pathogen control measures, operational handling and failure reporting systems
	Country has conducted a training needs assessment and identified gaps in biosafety and biosecurity training but has not yet implemented comprehensive training

General lack of awareness among the laboratory workforce of international biosafety and biosecurity best practices for safe, secure and responsible conduct

Country does not yet have sustained academic training in institutions proportionate to the assessed risks, including training those who maintain or work with dangerous pathogens and toxins



	Developed capacity - 3
	Comprehensive national biosafety and biosecurity system is being developed. The country is:

Finalizing the process to support active monitoring and maintaining of up-to-date records and pathogen inventories within facilities that store or process dangerous pathogens and toxins
Finalizing the development and implementation of comprehensive national biosafety and biosecurity regulatory framework including licensing
Finalizing the development and implementation of pathogen control measures, operational handling and containment failure reporting systems
Starting the consolidation of dangerous pathogens and toxins into a minimum number of facilities
Starting to put into place tools and resources to support diagnostics that preclude culturing dangerous pathogens
Starting to put in place incident and emergency and response programmes
	Country has training programmes in place proportionate to the assessed risks and has begun implementation

Country has specific training programmes in place at most facilities housing or working with dangerous pathogens and toxins

Training on biosafety and biosecurity has been provided to staff at some, but not all, facilities that maintain or work with dangerous pathogens and toxins

Country is developing sustained academic training proportionate to the assessed risks, including the one for those who maintain or work with dangerous pathogens and toxins

	Demonstrated capacity - 4
	Biosafety and biosecurity system is developed, but not sustainable. The country is: 

Actively monitoring and maintaining an updated record and inventory of pathogens within facilities that store or process dangerous pathogens and toxins
Implementing enacted comprehensive national biosafety and biosecurity regulatory framework
Implementing laboratory licensing
Implementing pathogen control measures, operational handling and containment failure reporting systems 
Completing the consolidation of dangerous pathogens and toxins into a minimum number of facilities

Employing diagnostics that preclude culturing dangerous pathogens
Operating incident and emergency and response programmes
	Country has training programmes in place 

Country has training programmes in place at all facilities and staff trained proportionate to the assessed risks, including those that house or work with dangerous pathogens and toxins

Country has in place academic training proportionate to the assessed risks, including institutions that train those who maintain or work with dangerous pathogens and toxins

Country has limited ability to self-sustain all of the above

	Sustainable capacity - 5
	Sustainable multisectoral biosafety and biosecurity system is in place

Ministries have made available adequate funding and political support for a comprehensive national biosafety and biosecurity system, including maintenance of facilities and equipment
	Country has sustainable training programmes included into university/college curricula of pre-service training and into continuing education programmes. Staff competence is assessed and exercises are conducted periodically

Country has funding and capacity to sustain all of the above

Review of training needs assessment is conducted periodically and refresher training on needs areas are conducted periodically

Training on emergency response procedures are provided periodically


	Questions
	Current Status
	Documents

	Contextuel Questions: N/A
	
	

	Technical Questions:
	
	

	P.6.1 Whole-of-government biosafety and biosecurity system in place for all sectors (including human, animal and agriculture facilities)

	Is there active monitoring and development of an updated record and inventory of pathogens within facilities that store or process dangerous pathogens and toxins?

a. Does the country have in place an updated record of where and in which facilities dangerous pathogens and toxins are housed?

i. Have collections of pathogens and toxins been identified?

ii. What guidance is to be provided to countries which do not have supporting systems and legislation already in place to enable them to require inventory records of “dangerous pathogens and toxins” kept by facilities? 

iii. Is there an agreed list of “dangerous pathogens and toxins” to which this question applies? 

iv. How often are facilities expected to update such records? 
	There is located Repository of Bacterial and Viruses Strains (EDP and Non EDP) at the NCDC / Lugar PH Research Center; active monitoring is carried out systematically, and the inventory records of pathogens are updated periodically.
a. Yes. 
i.  Collection of pathogens is identified.

ii. N/A
iii. Georgia has  the list of “Dangerous pathogens”
iv. Periodically - Once in three years

There is active monitoring and development of an updated record and inventory of pathogens within facilities that store dangerous pathogens.

The Laboratory of the Ministry of Agriculture (LMA) has an Memorandum of Understanding with Richard Lugar Center for Public Health Research where dangerous pathogens and toxins are housed.


	2015 Memorandum between The Laboratory of the Ministry of Agriculture Georgia and National Centre for Disease Control and Public Health Georgia for Access to BSL 3 Level Lab

45
 https://matsne.gov.ge/ka/document/view/2676416?publication=8
Sending etiological agents SOP I-013-02

SOP-REP-236-Reception and Issuance of Culture _V1.0 

Registering and Recording Reception & Issue of Microbial Cultures at The National Repository for Bacteria and Viruses once in a year SOP-REP-237- Biosecurity and Inventory Audit _V1.0 Biosecurity and Inventory Audit of EDP/non-EDP Cultures at the National Repository for Bacteria and Viruses

	Is there a comprehensive national biosafety and biosecurity regulatory framework being enacted?

a. Does the country have biosecurity legislation and/or regulations in place? Are they being implemented?

b. Does the country have biosafety legislation and/or regulations in place? Are they being implemented?

c. Describe the following from the country’s national biosecurity legislation, regulations or frameworks, and country’s national biosafety legislation, regulations or frameworks. 

i. How is this information shared with laboratories at subnational levels within the country?

ii. Are regulations and/or guidelines for biosecurity followed by laboratories within the country? What about for biosafety?

iii. Describe biosecurity monitoring activities. Describe biosafety monitoring activities. 

iv. Has a third party assessed biosecurity at national laboratory facilities? Was a biosafety assessment also done? 

i. When was the assessment done? 

ii. Have the recommendations from those biosecurity and biosafety assessments been put into place? 

v. What type of laboratory requires a licence in the country? 

vi. Are there common licence conditions/safety and security requirements for all licensed laboratories? If so, what are they?

vii. How is compliance with licensing requirements monitored?

viii. Is there adequate availability of funding to support biosafety and biosecurity programmes/initiatives and their oversight and enforcement at the ministry level? 

ix. Is there a mechanism for biosecurity oversight of dual-use research and responsible code of conduct for scientists?
	Yes

a. There are some requirements related to Biosecurity in the Governmental decree #82 (Sanitary norms for forking on Biological agents), In addition NCDC/Lugar Research Center and laboratory network have implemented the Biosecurity Policy, and Biosecurity SOP-s; Technical Regulation - Approval of sanitary norms for working on biological agents Decree №82 of February 2016 Tbilisi and it is implemented in Laboratory of Ministry of Agriclture;
b. There are biosafety regulations in our country and they are fully implemented in our institution - NCDC laboratory network (10 laboratories). Also, at the Laboratory of the Ministry of Agriculture;
c. Biosafety legislation/regulations are defined in: Law on Public Health; Sanitary norms for working with biological agents; Code of Medical Waste Management
i. This information is shared electronically (EIDSS, LIMS);
ii. Governmental decree # 82(Sanitary norms for forking on Biological agents) contains some guidelines for Biosecurity; biosafety guidelines for laboratories. 
iii. At the NCDC/ Lugar center biosecurity team regularly conduct Biosecurity monitoring. At the same time Biosafety team, at the NCDC laboratory network,  is conducting daily monitoring of laboratory work procedures, sample receiving and movement in the facilities and out, waste management; There are special biosecurity and biosafety data sheets and trainings at LMA.
iv. Lugar center’s biosafety/biosecurity system was   assessed by ISO accreditors in 2016, 2017, 2018. Also in 2018 was done peer review of the Lugar Center on the basis of confidence building measures (BWC) by UN. Biosafety assessment of LMA was done by Cooperative Biological Engagement Program (CBEP) Branch of Battelle Memorial Institute in Georgia (funded by DTRA)

Yes, the recommendations have been implemented.
v. All clinical laboratories require licensing, also every laboratory that wants to work on EDP must be  licensed (excluding Lugar Center);
vi. For licensed clinics there is requirement for infection prevention and control. There are no requirements for biosecurity;
vii. Monitoring is conducted by representatives the Ministry of Health and the NCDC.

viii. NO  
ix. There is network Biosafety Committee in the Lugar Center, which is responsible to review all scientific and research projects in terms of biosecurity and aafety issues, and to give permission to lunch research activities.
	 https://matsne.gov.ge/ka/document/view/2676416?publication=8
c.1. https://matsne.gov.ge/ka/document/view/21784?publication=26



	Are the laboratory licensing and pathogen control measures, including requirements for physical containment and operational practices, and containment and failure reporting systems being implemented?

a. Physical security
i. Are appropriate security measures in place to minimize potential inappropriate removal or release of biological agents (such as theft, earthquake, flood)?

b. Information security
i. Is access to sensitive information (such as inventory of agents and toxins) controlled by adequate policies and procedures?

c. Transportation security

i. Are procedures for a safe and secure transport of culture, specimens, samples and other contaminated materials established and followed? 

ii. Is there national legislation for the transportation of dangerous goods, including pathogens?

d. Personnel security

i. Is there a mechanism to determine which personnel are authorized to access pathogens of security concern?

ii. Is there evidence that this mechanism to authorize personnel is being implemented correctly?

e. Biosafety and biosecurity practices at facilities housing or working with dangerous pathogens

i. Are site-specific biosafety and biosecurity management programmes and supporting documents (manuals, SOPs, job aides, records) available to include biosafety, biosecurity, incident response and emergency plans (such as for explosion, fire, flood, worker exposure, accident or illness, major spillage)?
ii. Are roles and responsibilities related to biosafety and biosecurity management defined and documented (biosafety officer, security manager)?
iii. Have the biosafety and biosecurity risks been assessed and categorized?
iv. Are biosafety and biosecurity control measures described in an action plan? 
v. Are there mechanisms to ensure that personnel: are suitable and competent (e.g. best practices) in human resources management (e.g. verification of prior education and employment, periodic performance reviews), have successfully completed training/mentorship programmes, and have the ability to work unsupervised?

f. Is there a system in place to conduct audits of laboratory facilities? 

i. If so, are audits performed regularly? 

ii. What organization conducts these audits? Are these within the government or external? 

iii. Are audits conducted by the national authority (such as Institutional Biosafety Committee) or by the local Biological Safety Officer?

iv. Which types of laboratories are subject to these audits? 

g. Do laboratories ensure that best practices for biosafety and biosecurity are in place? If yes, how?
h. Do any of the national laboratories have other relevant classifications (i.e. FAO/OIE/WHO Collaborating Centres/Reference Laboratories)?
	There is no special laboratory licensing and pathogen control measures.

a. Physical security

i. The Lugar Canter has effective security measures to minimize potential inappropriate removal or release of biological agents (such as theft, earthquake, flood),  In the regional laboratories we have appropriate security measures.

b. The NCDC/ Lugar Canter  has the  effective system of information security, which controls access to sensitive information

c. Transportation security

i. At the NCDC we have SOP-s which describe  all  procedures for a safe and secure transportation of all biological materials

ii. National legislations are implemented for the transportation of dangerous goods, including pathogens in Georgia
c. As for the LMA, biosafety manual BM -2016 – G and Sampling packaging and transportation between laboratories SOP -098-2016

i. Technical Regulation - Approval of sanitary norms for working on biological agents Decree №82

ii. LMA laboratory has special access code for specialists who work on especially dangerous pathogens

d. personnel security

i. There is implemented strong mechanism for personnel access controls and authorization in the NCDC laboratory network

ii. Yes, personnel access is systematically controlled.

Regular monitoring is conducted on the place by Biosafety Officer, Head of Departments, Biosafety Officer, Zonal Diagnostic Laboratory ( ZDL )and Laboratory support stations (LSS )directors.

e. Biosafety and biosecurity practices at facilities housing or working with dangerous pathogens

i. There are implemented the Biosafety and Biosecurity  management programmes in the NCDC laboratory network, which includes all appropriate documents, such as biosafety/biosecurity manuals, SOP-s, job aides, records, incident response and emergency plans;
For LMA, Biosafety Manual BM -2016;
ii. In the NCDC laboratory network roles and responsibilities related to biosafety and biosecurity management are defined and documented. (NCDC has 5 biosafety officers, 7- biosafety responsible person, and security manager).
iii. Biosafety and biosecurity risks have been assessed and categorized at the NCDC laboratory network; As for LMA, risk in biosafety and biosecurity is assessed and categorized in SOPs and guidelines
iv. Yes, control measures are described in an action plan and in biosafety Manual BM -2016 and in standard operating procedure for LMA.
v. NCDC have successfully completed training/mentorship programmes on place, refresh trainings are annually conducted for NCDC laboratory staff. 
Competency Assessments; Performance Review of the Lugar Public Health Research Centre; Orientation Program; Mentorship program; Different Internship Programs with Educational Institutions; Training programs for new employee’s in biosafety & biosecurity; Personnel training annual plan of the Lugar Public Health Research Centre; Different Training Programs;
Biosafety/ Biosecurity Laboratory Assessment Form F-69-2016 for LMA;
f. Yes, in the NCDC, according to the Quality Management Control and Biosafety/Security Manual, audits are conducted regularly.

i. Yes, BSL-2 laboratories audits are performed quarterly, BSL-3 laboratories –monthly. 
ii. At LMA laboratory Biological Safety Officer (local); At NCDC lab.network, NCDC Biosafety department;
iii.  Audits are performed by Biosafety officers. For LMA, annual biosafety and biosecurity trainings and workshops in biosafety were conducted for all laboratory staff by FAO/OIE/WHO Collaborating Centres/Reference Laboratories;

iv. All NCDC laboratories are subject of this audits.

g. Audits, inspection, trainings, testing, ensure that the best practices for biosafety and biosecurity are in place.
h. There are some laboratories in the Lugar Center accredited by WHO: Serology, Polio, Enteroviruses, Influenza, and Microbiology laboratories.
	Technical Regulation - Approval of sanitary norms for working on biological agents Decree №82 of February 2016 Tbilisi
 https://matsne.gov.ge/ka/document/view/2676416?publication=8
 https://matsne.gov.ge/ka/document/view/3198620?publication=0
 ISO 15189 Lab Management

Prime Minister’s Decree #204 (21.04.2017) on Recruitment Policy  

http://gov.ge/files/469_60790_364823_204.pdf
Prime Minister’s Decree #410 (18.06.2014) on State Internship Policy  
http://csb.gov.ge/uploads/stajirebiswesebi.pdf


	Are dangerous pathogens and toxins consolidated into a minimum number of facilities?

a. Has the country considered consolidating the locations for dangerous pathogens and toxins? 

i. If not, will consolidation be considered?
d. Have collections of dangerous pathogens been consolidated into a minimum number of facilities? 
	Yes, there are the National Repository of Bacterial and Viruses Strains at the Lugar Center where all EDP strains isolated in the country are consolidated.

a. Yes 
b. Yes
	

	Are they employing diagnostics that preclude culturing dangerous pathogens?

a. Does the country utilize diagnostic tests that eliminate the need for culturing dangerous pathogens?
	a. Yes  
	

	Are they implementing oversight and enforcement mechanisms, and have ministries made available adequate funding to support the comprehensive national biosafety and biosecurity system?

a. Are there mechanisms for oversight, enforcement and attribution for biosafety and biosecurity legislation, regulations and/or guidelines? 

b. Does the country have funding for these activities? Is the funding source sustainable?
	No
	

	Are the new facilities planned with long-term commitment of resources for operation and maintenance and formally commissioned before opening?
	Yes

	

	Can the biosafety cabinets be serviced locally?
	yes
	

	Are there sufficient national resources (budget and human) to ensure proper and timely maintenance of facilities and equipment?
	all resources exist at NCDC 
	

	Is there an appropriate waste management policy at the national level and is it being implemented locally?
	Yes. Georgia Waste Management Code
	https://matsne.gov.ge/ka/document/view/2676416?publication=8 

	Does each facility have sufficient personal protective equipment based on local risk assessment?
	NCDC have sufficient personal protective equipment based on local risk assessment, so does LMA. 
	

	Is there a framework to document, report, investigate and address any incidents and accidents at the facility and national levels?
	Exists at the NCDC lab. All incident and accidents are documented, reported and investigated. 
	

	Are national regulations in place and up-to-date for the transport of infectious substances (Categories A and B)?

a. If yes, do local carriers ensure the transport of infectious substances according to national regulations? 

b. Do the people responsible for the shipment of specimens have access to training on infectious substance transport?

i. If yes, are these trainings in line with United Nations regulations on the transport of infectious substances?
	Yes.

a.Yes

Technical Regulation - Approval of sanitary norms for working on biological agents Decree №82 , February 2016, Tbilisi.

Authorized personnel has been trained with a special biosafety transportation course.
b.Yes
Technical Regulation - Approval of sanitary norms for working on biological agents Decree №82, February , 2016, Tbilisi
i. Yes
	 https://matsne.gov.ge/ka/document/view/3198620?publication=0

	Do laboratory personnel have equal access to occupational/worker health services in all facilities?
	Yes.
	

	Is there a specific vaccination policy (pre-exposure prophylaxis) for laboratory personnel (hepatitis B and other relevant diseases)?
	Yes. (Hepatitis B, Anthrax, Tularemia, Plague, Influenza, TB encephalitis.)
	

	Is post-exposure prophylaxis treatment provided to laboratory workers in all facilities? 
	In the NCDC facilities yes. 
	

	Are laboratory-acquired infections and other incidents reported? 

a. Who does it get reported to? 

b. Is there a national snapshot as to what is happening across the country?
	In the NCDC yes. 

In LMA the incidents are reported to the Director of the Laboratory.
a. Biosafety officer to Manager

b. There is electronic integrated disease surveillance system (EIDSS) in the country, with the principle of one health (human and animal).
	

	P.6.2 
Biosafety and biosecurity training and practices in all relevant sectors (including human, animal and agriculture)
	

	Does the country have training programmes in place at all facilities, including those that house or work with dangerous pathogens and toxins?

a. Is biosafety and biosecurity training in place across all facilities, including those that house or work with dangerous pathogens? What about biosafety training? 
	Biosafety guideline is developed and approved in National Food Agency that includes PPE, disinfection, sample collection, sample transportation and other procedures
a. For NCDC laboratory staff we have biosafety/biosecurity training programs

LMA Laboratory network has training programmes in biosafety and biosecurity  Trainings for staff are conducted in the laboratory area
	Biosafety guideline

Order 14/ძ Biosafety and Bioiosecurity Training Course Modules Matrix
 https://matsne.gov.ge/ka/document/view/3198620?publication=0

	Has training on biosafety and biosecurity been provided to staff at all facilities, including those that maintain or work with dangerous pathogens and toxins?

a. Does the country conduct needs assessments for biosafety and biosecurity trainings? If so, how often?

b. How often are staff trained on biosafety procedures? What about for biosecurity procedures? 

c. How often are staff tested or exercised on biosafety procedures? What about for biosecurity procedures? 

d. How are these exercises monitored and assessed? 

e. Do these exercises include a process to document successes and areas for improvement?

f. Are there corrective action plans in place?
	In the NCDC lab.network yes.

In animal sector biosafety and biosecurity training course is provided to staff at all facilities that maintain or work with dangerous pathogens.
a. No
b. in the NCDC laboratories annually. For LMA once a year
c. in the NCDC laboratories annually. For LMA once a year
d. These exercises are monitored and assessed by NCDC Biosafety /security team; As for LMA, mistakes are discussed and the following test will focus on them.
e. Yes.
f. Yes

National Food Agency staff is well trained on biosafety and biosecurity under the donor (DTRA) project that was ongoing for several years. Some continues trainings are conducted for regional veterinarians under training of trainer’s approach. Central and regional veterinarians receive also online webinar trainings for several diseases funded.
	

	Does the country have in place sustained academic training in institutions, including those that train those who maintain or work with dangerous pathogens and toxins?

a. Do academic institutions in the country have biosafety training programmes in place, including those training to work with dangerous pathogens?
	Some Universities have small General Biosafety program for students. 

LMA Laboratory has training programmes in biosafety and biosecurity.
	

	Does the country have the funding and capacity to sustain biosafety and biosecurity training?
	At LMA Biosafety and biosecurity training are conducted for newcomers by biosafety officers under the ToT approach;
The capacity exists at NCDC; 
	

	How does the national system ensure access to transport providers for national and international transportation of “infectious substances”?
	The country has legislation for transportation of “infectious substances”.

When required, animal samples are transported in reference laboratories outside of the country.

Sampling packaging and transportation between laboratories SOP -098-2016
	 https://matsne.gov.ge/ka/document/view/3198620?publication=0

	How does the national system ensure access to transport providers for national and international transportation of “infectious substances”?
	Transportation of infectious substances inside the country is controlled by the Ministry of Environmental protection and Agriculture,   international transportation controls are conducted by Custom department of Revenue services. 

As for LMA, special employees are going international air transport association transportation regulations trainings.
	

	Is there a mechanism to ensure and monitor staff competence and standards of training at all laboratories?
	In the NCDC yes. (Competency assessment Cheklist, pre/post tests, Visual surveillance of the work process.)
	


Key Stakeholders (List them): 

US Defence Threat Reduction Agency (DTRA);
Ministry of Health;

Ministry of Enviromental Protection and Agriculture;
Laboratory of Ministry of Agriculture (LMA);
Private companies (as training recipients);

Documentation or evidence for level of capability:

· Documentation of dangerous pathogen collections housed in the country

· Establishment, enactment and enforcement of any relevant national legislation on biosafety and biosecurity

· Biosafety officers trained, receiving ongoing training and stationed at all laboratories that have the potential to handle dangerous pathogens and high risk experiments

· Policy document for biorisk or biosafety management in a facility is a written policy statement that is signed and reviewed annually

· OIE country PVS Evaluation mission report (also see section “Prevent – Zoonotic disease”)

· OIE country PVS Gap Analysis report (also see section “Prevent – Zoonotic disease”)

· OIE country PVS Laboratory mission report 

Immunization

	Score
	Indicators: Immunization

	
	P.7.1 Vaccine coverage (measles) as part of national programme
	P.7.2 National vaccine access and delivery

	No capacity - 1
	Less than 50% of the country’s 12-month-old population has received at least one dose of MCV, as demonstrated by coverage surveys or administrative data

Plan is in place to improve coverage, including supplemental immunization activities
	No plan is in place for nationwide vaccine delivery, nor have plans been drafted to provide vaccines throughout the country to target populations but not implemented

Inadequate vaccine procurement and forecasting lead to regular stock-outs at the central and district levels

	Limited capacity - 2
	50–69% of the country’s 12-month-old population has received at least one dose of MCV, as demonstrated by coverage surveys or administrative data
Plan is in place to achieve 90% coverage within the next five years and include supplemental immunization activities
	Implementation has begun to maintain a cold chain for vaccine delivery, but is available in fewer than 40% of districts in the country, or vaccine delivery (maintaining cold chain) is available to less than 40% of the target population in the country
Inadequate vaccine procurement and forecasting lead to occasional stock-outs at central and district levels

	Developed capacity - 3
	70–89% of the country’s 12-month-old population has received at least one dose of MCV, as demonstrated by coverage surveys or administrative data
Plan is in place to achieve 95% coverage within the next three years
	Vaccine delivery (maintaining cold chain) is available in 40–59% of districts within the country, or vaccine delivery (maintaining cold chain) is available to 40–59% of the target population in the country
Vaccine procurement and forecasting lead to no stock-outs of vaccines at central level and occasional stock-outs at district level

	Demonstrated capacity - 4
	90% of the country’s 12-month-old population has received at least one dose of MCV and the trajectory of progress, plans and capacities are in place to achieve 95% coverage by 2020
More than 90% of all subnational (districts/provinces or states) units are covered
	Vaccine delivery (maintaining cold chain) is available in 60–79% of districts within the country or vaccine delivery (maintaining cold chain) is available in 60–79% of the target population in the country
Functional vaccine procurement and forecasting, take into account global stocks, lead to no stock-outs at the central level and rare stock-outs at the district level that are within their control

	Sustainable capacity - 5
	95% of the country’s 12-month-old population has received at least one dose of MCV, as demonstrated by coverage surveys or administrative data; or 90% of the country’s 12-month-old population has received at least one dose of MCV and the trajectory of progress, plans and capacities are in place to achieve 95% coverage by 2020
	Vaccine delivery (maintaining cold chain) is available in greater than 80% of districts within the country or vaccine delivery (maintaining cold chain) is available to more than 80% of the national target population
Systems to reach marginalized populations using culturally appropriate practices are in place
Vaccine delivery has been tested through a nationwide vaccine campaign or functional exercise
Functional procurement and vaccine forecasting results in no stock-outs


	Questions
	Current Status
	Documents

	Contextual Questions
	
	

	Describe if there are other nationally important immunizations outside the scope of the WHO Global Vaccine Action Plan (such as cholera, Japanese encephalitis, meningococcal disease, typhoid and yellow fever).
	N/A
	

	Is public perception on the topic of immunization monitored? Do vaccination campaigns address perception issues?
	The routine surveillance of the public perception is not carried out. Though number of studies have been implemented to monitor attitudes of parents, healthcare providers and public in general.
	· Knowledge, Attitudes and Practices (KAP) survey to assess health care provider and adult population perceptions towards immunization and vaccine-preventable diseases (VPDs), particularly with regard to measles and rubella (MR). http://ncdc.ge/Handlers/GetFile.ashx?ID=080d684a-460b-403f-ace1-eccce38f852d
· Immunization KAP Survey in the Country of Georgia, 2016 Final Report  http://ncdc.ge/Handlers/GetFile.ashx?ID=f0c51751-f66c-4003-bf27-83865d64ac52
· Formative qualitative audience research in preparation for the introduction of HPV Vaccine in Georgia, 2017 (report will be available soon)

	Technical Questions:
	
	

	P.7.1 Vaccine coverage (measles) as part of national program

	Does the country have a national-level immunization programme or plan? 

a. What vaccine-preventable diseases are covered by this programme or plan?

b. List the target rates for coverage for each of these vaccines.

c. Is the country’s national vaccine action plan aligned with the WHO Global Vaccine Action Plan?

d. Does the country’s plan take into account zoonotic diseases of national concern?

e. Is immunization mandatory or voluntary?
	Country has a state immunization program (code 27030202) and cMYP document. Governmental decree #01-57/n covers the national immunization schedule and safe immunization practices.  

a. The current immunization schedule covers vaccination against 12 antigens. (Hepatitis B, Tuberculosis, Diphtheria, Tetanus, Pertussis, Hemophilus influenza type B, Poliomyelitis, Measles, Mumps, Rubella, Pneumococcal, Rotavirus).

· The target coverage rates, as outlined in cMYP:

· national level: ≥ 95% coverage with three doses of DTP-containing vaccine

· District level: ≥ 90% coverage with three doses of DTP-containing vaccine in all districts

· ≥ 95% MCV2 coverage at all administrative levels

b. The cMYP was developed following the country needs and the Global and European vaccine action plans.
c. The state immunization program procures specific serums/immunoglobulins (botulism, diphtheria, tetanus, viper venom), yellow fever vaccines, for treatment of rabies, seasonal influenza and corresponding immunization supplies

d. Routine immunization public in general is is voluntary in the country. It became mandatory for certain professional groups according to the recent initiative (healthcare, penitentiary, veterinary and environmental health, defense, safety and emergency service, educational system personnel.

In November 2018 changes have been made to Georgia Public health law and routine immunization schedule redefined as mandatory; Ministries of health and education are to prepare the normative acts and until June 2019.
	· Decree #01-57/n November 19, 2015 Tbilisi
http://www.ncdc.ge/Handlers/GetFile.ashx?ID=058d67f6-fea0-48d1-a7a1-49a850c43667
· Comprehensive Multi-year plan 2017-2021

file:///C:/Users/m.pashalishvili/Desktop/2016%2011%2013%20cMYP%20Georgia%202017-2020_ENG-14.11.16-Compl.pdf
· Decree #693 31.12.2018 (Approval of the state healthcare programs for 2019)
https://matsne.gov.ge/ka/document/view/4444992?publication=0 
· Georgia Healthcare law
https://www.matsne.gov.ge/ka/document/download/29980/33/en/pdf
· Georgia Public Health law
https://matsne.gov.ge/en/document/download/21784/14/en/pdf
· Decree #01-6/n January 22, 2019 Tbilisi, on approval of the list of professions for mandatory prophylactic vaccination
· https://matsne.gov.ge/ka/document/view/4454340?publication=0

	What programmes or incentives are in place to encourage/support routine vaccination? 


	The National Immunization Program provides all routine vaccines and specific serums free of charge for citizens of Georgia, permanent residents and population of occupied territories. 

In addition, depending on the epidemiological situation, supplementary immunization activities are provided free of charge for certain groups of population/high risk groups (e.g. seasonal influenza, measles and etc.)
	State Immunization Program (Code #27030202)
https://matsne.gov.ge/ka/document/view/4444992?publication=0


	What factors discourage/hinder routine vaccination?
	continued health reforms, high turnover of the health personnel, population migration, capture areas for each facility, lack of confidence among HCWs, vaccine hesitancy
	TBP

	Describe the systems used to monitor vaccine coverage.

a. Is the percentage of coverage with measles-containing antigen vaccine and diphtheria tetanus pertussis tracked for the population?

b. Which offices or agencies are involved in monitoring vaccine coverage for the country?

c. How often is vaccine coverage measured? 

d. What is the source and quality of the data used as denominator in coverage estimates?

e. Which systems are in place to monitor the quality of coverage data? 
	Currently the coverage rate is tracked through the software Geovac, which provides countrywide and district aggregated data.

a. The coverage for timely and belated vaccination is tracked for all calendar vaccines.

b. Healthcare facilities provide monthly reports to corresponding district public health centre (PHC). The PHC send aggregated report to the NCDC.

c. Vaccine coverage is measured monthly but final figures for previous year are adjusted every year in January. 

d. For calculation of the coverage rates, information on number of beneficiaries registered with HCF is used, collected by district PHCs annually, in November. As this can be a subject to change, corrected reports are practiced on quarterly.  

e. Quality control system not in place, but immunization coverage survey (2015-2017) has been conducted for this purpose.  

NOTE: The Immunization registry (Immunization Management module – IMM) is under development. Currently it has a link with Stock Management Module (SMM) and development of data entry functionals (for HCPs) are almost completed. The data cleaning and analytic functions are next in a que, with anticipated data quality control functions available.
	Decree #01-57/n November 19, 2015 Tbilisi (reporting forms for facility and district levels) http://www.ncdc.ge/Handlers/GetFile.ashx?ID=058d67f6-fea0-48d1-a7a1-49a850c43667
· Immunization Coverage Survey http://ncdc.ge/Handlers/GetFile.ashx?ID=157a5c04-f771-4110-a904-d96848ecd3b1 



	Is there specific support (monetary and staffing) for data gathering/reporting?
	No specific support for data gathering/reporting available. This task is performed by the PHC personnel responsible for immunization.
	

	P.7.2 National vaccine access and delivery

	Describe how national systems ensure continuous cold chains as necessary for vaccine delivery throughout the country.
	The state immunization program ensures the procurement, storage and distribution of vaccines and immunization supplies, from central to district levels, for routine as well as supplementary activities. The same program also ensures the procurement and installation of cold chain equipment. 

In addition, to ensure the quality and uninterrupted functioning of the cold chain system, effective vaccine management evaluation is conducted with technical support from WHO. the most recent one conducted in November 2018. based on recommendations the cold chain system is under continuous improvement.
	Decree #693 31.12.2018 (Approval of the state healthcare programs for 2019); Immunization program code 27030202.
https://matsne.gov.ge/ka/document/view/4444992?publication=0

	What structure and mechanisms are in place to ensure a sustainable supply to enable a successful programme?
	Procurement through UNICEF

Multiyear stock procurement 

Forecasting and advance procurement
	· Decree #693 31.12.2018 (Approval of the state healthcare programs for 2019); Immunization program code 27030202. 
https://matsne.gov.ge/ka/document/view/4444992?publication=0
· Budget law

	Confirm that global vaccine stock levels are taken into account when reviewing domestic stock levels.
	Advance procurement.

for example, because hexavalent vaccine stocks are limited globally, procurement is performed in advance, 2-3 year

DPT vaccine procurement through UNICEF at least 6 months earlier before delivery.
	· Decree #693 31.12.2018 (Approval of the state healthcare programs for 2019); Immunization program code 27030202. 

https://matsne.gov.ge/ka/document/view/4444992?publication=0

	Describe the most recent national vaccine campaign(s) or any recent functional exercises geared towards vaccine distribution and/or administration in the country.
	წითელას ეპიდაფეთქებაზე რეგირების მიზნით საქართველოს მთავრობამ გამოსცა განკარგულება, რომლითაც აცრას დაექვემდებარა საქართველოს ყევალ მოქალაქე ვინც არ იყო ან არასრულად იყო აცრილი, ვაქცინაზე გაზრდილი მოთხოვნის დროის მოკლე ინტერვალში დაკმაყოფილების მიზნით, ქვეყანამ ურგენტულად იუნისეფიდან შეისყიდა დამატებით 235 ათასი დოზა ვაქცინა, ხოლო მის მიღებამდე ვაქცინის დეფიციტის თავიდან აცილების მიზნით მეზობელი სახელმწიფოებისგან სესხის სახით შემოიტანა 130 ათასი დოზა ვაქცინა, პარალელურად ახორციელებს შემდგომ ეტაპზე ამ ვაქცინების დაბრნებისათვის საჭირო ღონისძიებებს
	18 იანვრის N16 განკარგულება, მთავრობის განკარგულება თურქეთიდან და სომხეთიდან ვაქცინების სესხებაზე, ამ ქვეყნებთან გაფორმებული მემორანდუმები.
http://www.ncdc.ge/Handlers/GetFile.ashx?ID=fcd16450-2474-4ae0-aefe-2631c71ab6bc 

	Is there specific support (monetary and staffing) for immunization delivery? 
	Vaccines, immunization supplies are provided free of charge to beneficiaries of the state program (citizens of Georgia, permanent residents and population from occupied teritores.) The benefeciriaes receive the servces through the staet programs.
	Decree #693 31.12.2018 (Approval of the state healthcare programs for 2019); Immunization program code 27030202.
https://matsne.gov.ge/ka/document/view/4444992?publication=0


Key Stakeholders (list them): 

-
Ministry of Internally displaced persons from the occupied territories, labour, health and social affairs of Georgia

-
National Centre for Disease Control and Public Health

-
District public health centres

-
Ministry of Environment and Natural Resources Protection of Georgia

-
Ministry of internal affairs

-
World health organization

-
UNICEF

-
GAVI

DETECT
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	Score
	Indicators: National laboratory system
	

	
	D.1.1 Laboratory testing for detection of priority diseases 
	D.1.2 Specimen referral and transport system
	D.1.3 Effective national diagnostic network
	D.1.4 Laboratory quality system

	No capacity – 1
	Country has not taken a risk-based approach to determine at least 10 priority diseases for core testing
	No system in place for transporting specimens from intermediate levels/districts to national laboratories; only ad hoc transportation is available
	No evidence of use of rapid and accurate point-of-care/farm-based diagnostics and laboratory-based diagnostics, and no tier-specific diagnostic testing strategies are documented
	There are no national laboratory quality standards

	Limited capacity – 2
	Country has defined 10 core tests and the national laboratory system is conducting one to two core tests and quality assurance process is in place
	System is in place to transport specimens to national laboratories from less than 50% of intermediate levels/districts in the country for advanced diagnostics
	Minimal, laboratory diagnostic capability exists within the country, but no tier-specific diagnostic testing strategies are documented. Point-of-care/farm-based diagnostics are being used for country priority diseases
	National quality standards have been developed but there is no system for verifying their implementation

	Developed capacity – 3
	National laboratory system is conducting three to four core tests; susceptibility testing and quality assurance process are in place
	System is in place to transport specimens to national laboratories from 50–80% of intermediate levels/districts within the country for advanced diagnostics
	Tier-specific diagnostic testing strategies are documented, but not fully implemented. Country is proficient in classical diagnostic techniques including bacteriology, serology and PCR in select laboratories but has limited referral and confirmatory processes. Country is using point-of-care diagnostics for country priority diseases 
	A system of licensing of laboratories that includes conformity to a national quality standard exists but it is voluntary or is not a requirement for all laboratories

	Demonstrated capacity – 4
	National laboratory system is conducting five or more of the 10 core tests; susceptibility testing and quality assurance process are in place
	System is in place to transport specimens to national laboratories from at least 80% of intermediate levels/districts within the country for advanced diagnostics
	Country has documented and fully implemented tier-specific diagnostic testing strategies, and a national system of sample referral and confirmatory diagnostics culminating in performance of molecular or serological techniques at national and/or regional laboratories

Point-of-care/farm-based diagnostics are being used according to tier-specific diagnostic testing strategies for diagnosis of country priority diseases
	Mandatory licensing of all laboratories is in place and conformity to a national quality standard is required

	Sustainable capacity – 5
	Systems for quality assurance are in place and results are disseminated regularly 
	Transport of specimens to/from other laboratories in the region and funded from the host country budget
	Country has capability for performing advanced molecular and serological techniques as part of a national system of sample referral and confirmatory diagnostics

Country is using accurate point-of-care/farm-based diagnostics as defined by tier-specific diagnostic testing strategies

Country is also formally engaging other reference laboratories for testing capacity not available in the country, where needed, to supplement the national diagnostic testing strategies for seven or more of the 10 laboratory tests required for priority diseases. Country is able to sustain this capability on its own
	Mandatory licensing of all laboratories is in place and conformity to an international quality standard is required


	Questions
	Current Status
	Documents

	Contextual Questions:
	
	

	What are the priority diseases of the country and which of these are tested in the country?
	There is a list of notifiable diseases regulated under special decree.Meantime, the following diseases are prioritized in the country: 

For the human sector: Measles/Rubella, Influenza and other respiratory viruses, Hepatitis B and C, parenteral hepatitis, Nosocomial infections and AMR, Brucellosis, Anthrax, CCHF and other haemmorragic fevers, Lime disease, Leptospirosis, Diarrheal diseases. All of them are being tested in state and/or private laboratories. Especially dangerous and rare pathogens are mainly tested at NCDC laboratories. 

As for the animal sector: Anthrax, Avian Influenza, Newcastle Disease, African Swine Fever, Classical Swine Fever, Brucellosis, Foot and mouth Disease, Lumpy Skeen Disease, Peste des Petits Ruminants, Leishmaniosis.
	

	Which of the 10 core tests is the country capable of conducting?
	· For Measles/Rubella main test is serology, while real-time PCR and sanger sequencing are also used for virus detection and genotyping; 

· Influenza and other respiratory viruses are tested with real-time PCR for surveillance purposes. Sanger sequencing and virus isolation is also applied. 
· Hepatitis B, C, parenteral hepatitis – Biochemical tests, Serology (antibodies, HBsAg, HCVcoreAg) and real-time PCR are applied. For further surveillance purposes Next Generation Sequencing and GHOST technologies are being implemented. 
· Nosocomial infections and AMR – Bacteriology, AST and PCR are used for isolation and genetic characterization of these infections.
· Brucellosis – Serology (ELISA, Rose-Bengal test, microagglutination), Bacteriology (Culture isolation), real-time PCR for confirmation and BruceLadder PCR and SNP/MLVA for further genetic characterization are used for this pathogen
· Anthrax - Bacteriology (Culture isolation), real-time PCR for confirmation and SNP/MLVA for further genetic characterization are used for this pathogen
· CCHF and other hemorrhagic fevers – are detected using combination of Serology (ELISA, IFA) and real-time PCR tests 
· Lime disease – Serology (ELISA, Western blot)

· Leptospirosis - Serology (ELISA), implementation of PCR is in process.
· Diarrheal diseases are detected with bacteriology (culture isolation) in combination with Serology (ELISA for viral Ag detection) and multiplexed PCR tests. For further characterization of bacterial pathogens Pulse Filed Gel Electrophoresis (PFGE) and PulseNet data analysis tool are used.

For animal sector: Bacteriology, Serology-IFA, AGID, FPA, Molecular biology PCR, Microscopy, Bioassay
	

	Describe the structure of the laboratory system, including the number of laboratories, at local, intermediate levels/districts, and the national level.

a. How many reference laboratories exist and for which microbes?

b. Do local clinicians have the custom of using the laboratory system? Are there national guidelines in place for clinicians on how to conduct microbiological tests in specific syndromes, such as severe pneumonia, severe diarrhoea or suspected meningitis?

c. What systems exist for getting laboratory results back to practitioners? How long does this take?

d. What percentage of the population has access to laboratory services for the 10 priority diseases?
	As key components of its national laboratory network, NCDC maintains two well-equipped BSL-2 Zonal Diagnostic Laboratories (ZDLs) in the West Georgia regions of Imereti and Adjara. Seven Laboratory Support Stations (LSSs) are located in Samegrelo – Zemo Svaneti, Guria, Poti, Racha-Lechkhumi – Kvemo Svaneti, Shida Kartli, Kakheti, and Samtskhe-Javakheti. Each LSS includes a BSL-2 Regional Diagnostic Laboratory and a Tuberculosis Bacterioscopic Laboratory, as well as an epidemiology unit.

a. Following reference laboratories exist in the coutry: 

1. Lugar PH center - EDPs, Measles/Rubella, Rotavirus, Influenza, Polio, Hepatitis C, AMR, bacterial meningitis

2. National Center for TB and Lung Diseases – tuberculosis 

3. AIDS, Inefection Pathology and Clinical Immunology Center – HIV

b. No Guidelines exist for clinicians 
c.
Main system to return result is e-mail, while in some organisations exist Laboratory Information Management System (LIMS). The results are sent back once the test is completed, depending on the test ternover time. 
d.
Thanks to existing laboratory network, the whole population has an excess to laboratory services for the 10 priority diseases

Laboratory of the Ministry of Agriculture (LMA) consists of 11 laboratories, including 8 regional and 3 zonal diagnostic laboratories
c. LMA usually provides test report to the customers. Upon customers’ request LMA staff may use e-mail or fax for informing customer about the result. Depending on the research method laboratory assay may take, for example - 2-3 days for serology investigation, for molecular investigation 1-2 days, and for bacteriology- 5-7 days (culture isolation)

d. About 70%
	

	Have national laboratories been accredited?

a. If yes, to what standard?

b. Are guidelines and protocols for quality management system enforced and in use by public and animal health laboratories?

c. Is there a national body that oversees internal quality controls and EQA schemes for public health laboratories at all levels?

d. Are all laboratories enrolled in the EQA programme for the tests they perform to detect any of the 10 priority diseases?
	Yes for some pathogens

a. Lugar Center:
· 2 Laboratories of Lugar Center are accredited for ISO15189 (ANAB-ANSI). Rest of PH labs are not accredited (Serology and General Bacteriology);

· WHO accreditations: Measle/Rubella, Polio, Influenza;

· WHO certification: Bacterial meningitis, Rotaviruses 

a. b. SOPs and Guidelines exists in accredited laboratories;  NCDC has started to implement basic QMS elements into NCDC laboratory network. 
c. EQA schemes exist for Hepatitis C molecular tests and AMR bacteriology on voluntary basis 

d. No

Animal sector:
a. ISO/IEC 17025:2005; ACCREDITATION ANSI-ASQ National Accreditation Board by ANAB(2014) and The National Accreditation Bode-Centre for Accreditation, Georgia-GAC-TL-0149(2017),

b. Yes, The Laboratory of Ministry of Agriculture has guidelines and protocols for quality management system, we are certified ISO 9001:2013

c. N/A

d. Yes all laboratories enrolled in the EQA programme for the tests they perform to detect any of the 10 priority diseases.
	

	How is laboratory data on zoonotic diseases shared between human and animal health laboratories? Are the two interoperable data systems? (See related questions in Prevent – Zoonotic disease.)
	Under the funding of US Defense Threat Reduction Agency (DTRA) Electronic Disease Surveillance System (EIDSS) was developed and implemented. It allows the sharing of the laboratory data on zoonotic diseases between human and animal health laboratories and between human and animal health epidemiologists, but the program is not fully functional; 

Additionally phone/Email notification system is used;
	

	Is personal protective equipment available for laboratory staff?

a. How is availability of personal protective equipment tracked for laboratories?

b. Describe the training procedures for personal protective equipment use in national laboratories.
	Yes, NCDC laboratories follow stict rules for use of personal protective equipment (PPE) determined under organisational Biosafety policy. 

a. PPE is procured by NCDC annually according to the needs of each laboratory. The availability of PPE is tracked through stock management system which is implemented at NCDC

b. Initial biosafety trainings, as well as annual refresh trainings are provided on regular basis (see biosafety section)

For Animal sector:

Yes, all laboratory staff available personal protective equipment, such as Caps, Disposable respirator N95, Shoe covers, Disposable laboratory coat, Safety Glasses, Clothing Gloves. 
a. Responsibility for every routinely work personal is to use necessary personal protective equipment Caps, Disposable respirator N95,Shoe cover , Disposable laboratory coat, Safety Glasses, Clothing Gloves.

b. the training procedures for personal protective equipment includes theoretical and practical courses, after the training the personnel is aware how and which personal protective equipment is needed in specific situation.
	

	What biosecurity/biosafety training is provided to laboratory workers? (See related technical questions in Prevent – Biosafety and biosecurity.)
	Initial biosafety trainings, as well as annual refresh trainings are provided on regular basis (see biosafety section) 
The laboratory of ministry of Agriculture has biosafety officer, who annually conducts refresh trainings in biosecurity/biosafety for laboratory workers.
	

	Technical Questions:
	
	

	D.1.1 Laboratory testing
 for detection of priority diseases


	Is there a set of national diagnostic algorithms for performance of core laboratory tests that has been aligned with international standards (i.e. Clinical and Laboratory Standards Institute (CLSI), OIE, WHO)?
	For each priority disease specific algorithm is applied, which are based on WHO/CDC guidelines and are adjusted for national needs and implemented;
The laboratory of ministry of Agriculture has ISO/IEC 17025:2005 and laboratory tests has been aligned with international standards by OIE. All standard operation procedures are adapted and approved by laboratory Director..
	

	How many of the core tests for the 10 priority diseases are implemented effectively across the tiered laboratory network?

a. Of the tests that cannot be conducted, are there plans and timelines in place to gain this capacity within the next year?

b. Are there official agreements with laboratories outside the country for specialized testing not available in the country?
	Up to 50 tests are implemented in network and/or reference laboratories and used regularly. 

a. Most of the core test are implemented and used either in reference or network public health laboratories. For those that are not performed in this laboratory system (e.g. biochemical tests for hepatitis), clinical sector is actively involved.
b. No official agreement exsist. Meantime, based on needs samples can be sent to CDC

For animal health sector:

For investigation -Anthrax, Avian Influenza, Newcastle Disease, African Swine Fever, Classical Swine Fever, Brucellosis, Foot and mouth Disease, Lumpy Skeen Disease, Peste des Petits Ruminants, Leishmaniosis, all tests is implemented effectively in Zonal Diagnostic laboratories in Tbilisi, Kutaisi and akhaltsikhe.

a. Every year we have a plan to expand the field of disease research.

b. The Laboratory of Ministry of Agriculture has not had official agreements with the country for special testing, we have very good cooperation with EU reference laboratories and US laboratories
	

	Has the country identified four country-specific tests? Has the country prioritized implementation of the 10 core tests? What is the anticipated testing load for each (or highest priority) test? Has the country selected which protocols to use for each test? Does the country have plans in place for procurement of supplies? Does the laboratory have quality assurance/quality control/Quality Management System (QMS) plans in place?
	According to epidemiological situation four tests are prioritysed annually. At 2018 following tests were highlighted: HCV core Ag / PCR testing; Anthrax bacteriology / PCR; CCHF and other hemorrhagic fever viruses PCR / serology; Measles serology; AMR bacteriology; 

The 10 core tests used for the testing of 10 priority diseases are already implemented and used daily.
Georgian public health laboratories use mainly protocols derived from WHO/ CDC  and modified according to country specific needs.

There are the plans for procurement of supplies in place in frame of  the state programs; Based on the laboratories need the procurement plan in calculated and uploaded in electronic documentation system annually. 
Since the accreditation is not mandatory, not all the laboratories in the country have QMS system in place. 
Meantime, Lugar Center has QMS system implemented for serology and bacteriology laboratories (see QMS section)

მაგ. წითელას შემთხვევაში ლაბორატორია არის აკრედიტებული ყველა მოთხოვნის შესაბამისად ISO15189 . ასევე არის დიარეულის შემთხვევაში - ISO15189.
Animal sector:

We don’t have four country-specific tests The laboratory of ministry of Agriculture has selected which protocols to use for each test. We also have plans in place for procurement of supplies, and quality assurance/quality control/Quality Management System (QMS) plans in place- The Laboratory of Ministry of Agriculture has guidelines and protocols for quality management system, we are certified ISO 9001:2013
	

	Do laboratories have the required equipment (based on testing appropriate for the level in the tiered laboratory network) to support core laboratory tests? Are maintenance contracts in place for key equipment and is preventive maintenance implemented regularly?
	Lugar Center is a reference Laboratory that has all the required equipment necessary for performing tests for priority diseases. The Lugar Center as well as network laboratories have BSL-2 space and basic equipment for bacteriology and serology. ZDLs in addition have the capacity for real-time PCR testing. The reference laboratory – Lugar Center, in addition to all above mentioned, has fully functional BSL-3 space and in addition is equipped with conventional PCR, sequencing (sanger and NGS) and virology (including cell culture laboratory) capacity.

For the above described containment preventive maintenance is implemented and Lugar Center and NCDC Laboratory network has maintenance contract.

The US DTRA has renovated, equipped and created the BLS-2 laboratory network in Georgia for Animal health. Every year we have contracts for maintenance in place for key equipment and for preventive maintenance regularly.
	

	How does the country ensure standardization of testing? Do national laboratories send out samples for testing validation of more local/regional laboratories?
	Georgia does not have standardisation of testing algorithm for all diseases. Only for HCV and AMR standardized protocols were created and are used;
Lugar Center laboratories accredited by WHO regularly send the samples for validation to WHO collaborative centers and CDC

For Animal Sector:
No standartization at country level. 

For particular diseases NCDC lugar center laboratories serve as reference laboratories and receive samplses for confirmation but rest of disease testing are not standardized.   
	

	Do the ministries of health, agriculture or other relevant ministries have in-country production and/or procurement processes for acquiring necessary media and reagents for performance of core laboratory tests?
	One media producing organization (Eliava Media Production) exists in Tbilisi but not accredited and not all laboratories use their procuts.  
	

	How does the laboratory system manage testing and reporting on antimicrobial susceptibility? 
a. Does a national plan for the detection and reporting of antimicrobial resistant pathogens exist? 

b. How many laboratories are able to conduct sensitivity testing and reporting? 

c. Which pathogens and antimicrobial susceptibility patterns can be tested for? 

d. How are these data validated? Is the data reporting and validation mechanism functional?

e. Have laboratory methods been verified and the quality monitored, such as through external quality assurance? Does the laboratory participate in national/international proficiency testing? Is there a QMS for laboratories in the AMR surveillance system?

f. How and to whom is data reported?

g. What interpretive criteria are used to report antimicrobial susceptibility testing results (such as CLSI, European Committee on Antimicrobial Susceptibility Testing (EUCAST))? Are clinical breakpoints used or epidemiological cut-offs? 
	For the antimicrobial susceptibility:
a. National AMR strategy exists in the country and laboratories have to follow the regulations. 
b. There are 58 laboratories capable to perform AMR testing and all of tehm are registered on MoH system

c. All clinical pathogens are tested on AST

d. No, the data are not validated and subsequently no reporting and validation mechanisms are on place.
e. Only LC bacteriology laboratory has verified methods and QMS implemented; as for other country laboratories only those who are enrolled in  National EQA program have EQA (14 labs) implemented.
f. AMR Data from local labs coming to Central – NCDC level and reported annually to CAESAR and GLASS systems.
g. Majority of the labs use CLSI interpretive criteria and minority have EUCAST. 
The sample for investigation on antimicrobial susceptibility is officially documented in sample receiving unit and sent to the Laboratory of Bacteriology, accompanied by a document. After the investigation, antimicrobial susceptibility testing results is also officially documented and sent to the sample receiving unit, where documents are prepared for the customer. Every test introduced in the laboratory is accredited and the laboratory participates in national/international proficiency testing.
Antimicrobial susceptibility test can be tested in the laboratory of ministry of Agriculture, Tbilisi and in regional ZDLs. The most frequently researches are Salmonella spp., Pasteurela, St. Aureus and Escherichia coli.
	

	D.1.2 Specimen referral and transport system


	Is the specimen referral network documented for each of the tests necessary to detect and confirm aetiologies of the 10 priority diseases? 


	Yes, the guidelines exist for sample referral each priority desease. E.g. Influenza samples are collected in sentinel sites and sent to Lugar Center for testing. Results are reported and the certain number of samples are sent to WHO collaborative center. 

Animal sector:

all specimens is documented for each of the tests necessary to detect and confirm aetiologies of the 10 priority diseases. The Laboratory of Ministry of Agriculture has guidelines and protocols for quality management system, we are certified ISO 9001:2013
	

	Is there proof of a functioning referral system available? For example, data on the number of isolates/samples submitted to national reference laboratory for key disease(s) per 100 000 population.
	The data of submmiting the samples to reference laboratory are registered and stored at sample reseption. They are available and can be provided upon request. 
	

	Describe the system for specimen transport from intermediate levels (districts) to reference laboratories and national laboratories.

a. Are standardized SOPs in place for specimen collection, packaging and transport?

b. Is specimen transport (such as courier contracts) supported by the health ministry or its partners? 

c. Will the transport system include motorbikes, post office and special couriers, to be used for all specimens (e.g. dried blood spots and stools)? 

d. Is there a way to “rush” high priority specimens (e.g. suspect viral haemorrhagic fever specimens)? 

e. Is tracking in place to document specimen shipment and receipt? 

f. Is training in place for laboratories to use the system? 

g. Are guidelines in place for schedule and transit times? 

h. Is there a protocol(s) written and if so, are laboratories aware of it and do they use it? 
	For specific diseases the sample collection sites could vary. For Influenza these are several sentinel sites; for HepC the primary testing and samples collection could be clinics or any public health sites who perform screening of population; for hemorrhagic fevers these are mainly clinics that receive patients with syspicious symptoms. In all cases, notification is sent, samples are collected and stored at any public health centers or clinics and then transported in appropriate conditions (sample transportation bag / container, with temperature control) with specialized NCDC cars or post service.  

a.
Yes, the tandartized sample collection manual exists and is distributed to appropriate clinics. 
b.
 Yes, both
c.
 Georgian Post service is used for transportation of centain types of samples. For others NCDC cars are used. 
d.
 Yes, the notifications are made and in case of emergency transportation is immediate.  

e. 
Yes, sample receiving form incudes tracking information
f.
Yes, trainings are provided when new system is implemented. 
g.
 Yes, this information is included in the Sample collection manual

h. 
Yes, the Sample collection manual is written and distributed to all laboratories. 
The Laboratory of Ministry of Agriculture has guidelines and protocols for quality management system, we are certified ISO 9001:2013 and all activities are documented. All SOPs for specimen collection, packaging and transport are standardized and is in place.
a. SOPs are in place for Lugar center laboratories and network
	

	Does the host country participate in a regional (international) laboratory network? 
	For some pathogens: Measles/Rubella; Rota, Influenza, Polio, Bacterial meningitis, AMR

The Laboratory of Ministry of Agriculture has not had official participation in a regional (international) laboratory network, we have very good cooperation with EU reference laboratories and US laboratories
	

	D.1.3 Effective national diagnostic network


	Does the country have strategies of conducting point-of-care/farm-based diagnostics? If yes,

a. What are those tests and at what levels are those available?

b. Do these tests cover the country’s priority diseases?

c. If not, is the country developing these strategies?
	Yes, the strategies for point-of care diagnostics exist for following tests:

a.
Primary Healthcare units: HIV, HCV, HBV, TP Rapid tests 
b.
Only HIV, HCV, HBV, Syphilis 

c.
No development is in process at the moment.
	

	Has the country developed strategies for tier-specific diagnostics? If not, is the country developing these strategies?
	In human sector, each disease has it’s own strategy - the diseases that could be tested at primary level (e.g. HepC rapid testing) are performed at clinics/PH centers and then sent to ZDLs or Lugar Center for further investigation using higher level of biosafety and state-of art techniques.
	

	Is there a plan and/or mechanism in place to improve the availability of point-of-care diagnostics at clinical sites across the country?
	No
	

	Do the ministries of health/agriculture, or other relevant ministries, have in-country production and/or procurement processes for acquiring necessary media and reagents for the performance of core laboratory tests?
	Partially, “Eliava Production” is preparing different types of bacteriological media.
Simplified procurement for NCDC Laboratories is applied according to Governmental decree #184
US DTRA has renovated, equipped and created the BLS-2 laboratory network in Georgia for Animal health and The laboratory has possibility introduced investigation such as ELISA, PCR.. Laboratory networks have the opportunity to test samples and verification by molecular and serological testing for referred samples and for confirmation/re-confirmation of diagnosis. Also, Georgia have the BLS-3 laboratory with the help of US Government.
	

	Does the country perform advanced molecular and serological testing for referred samples and for confirmation/re-confirmation of diagnosis?
	Yes. For this purpose several real-time machines, sequencers and Abbott automatic systems exist.
	

	D.1.4 Laboratory quality system


	Is there a national body in charge of laboratory licensing?
	N/A
	

	Is there a national body in charge of laboratory inspection?

a. If yes, describe the inspection mechanism (frequency, procedures, sanctions, etc.)
	Yes. The Unified National Body of Accreditation-Accreditation Centre.

Inspection is held once a year at the Laboratory based on the established procedures of National Body of Accreditation.
	Questionnaire based on the Standard

	Is there a national body in charge of laboratory certification (e.g. using ISO 9001)?

a. If yes, provide name(s).
	Yes. ISO 9001:2015 – Sai Global, Georgia.

The Unified National Body of Accreditation
	Certificate

http://gac.gov.ge/index.php?lang_id=ENG&sec_id=2

	Is there a national body in charge of laboratory certification (e.g. using ISO 9001)?

a. If yes, provide name(s).
	Yes. ISO/IEC 17025:2010 - 
The Unified National Body of Accreditation-Accreditation Centre, but the certification and accreditation are not obligatory in Georgia
	

	Is there a national body in charge of laboratory certification (e.g. using ISO 9001)?

a. If yes, provide name(s).
	Also Laboratory has International Accreditation on ISO/IEC 17025:2005 by ANAB


	

	Are some laboratories accredited for disease-specific testing by WHO (e.g. polio, measles, HIV genotyping)?
	WHO accreditations are obtained for Measles/Rubella, Polio, Influenza;

WHO certification are obtained for Bacterial meningitis, Rotaviruses
	

	Provide the number of laboratories certified or accredited and specify to which standard.
	LEPL Laboratory of the Ministry of Agriculture includes 3 Zonal Diagnostic Laboratories and 8 Regional Laboratories: Tbilisi, Kutaisi and Akhaltsikhe Laboratories are certified on ISO 9001:2015. Tbilisi, Kutaisi, Akhaltsikhe, Batumi, Ozurgeti, Zugdidi, Ambrolauri, Gori, Dusheti, Marneuli and Gurjaani Laboratories are accredited on ISO/IEC 17025:2010.

a. NCDC and its laboratory network is certified for ISO 9001:2015 (SAI-Global Georgia)

b. Serology and General Bacterilogy laboratories of NCDC Lugar Center are accredited for ISO 15189 (ANAB-ANSI)

No data for rest of laboratories
	

	Is there a specific national document that describes the registration procedure for in vitro diagnostic devices (i.e. kits and reagents)?
	Yes, the National Drug Agency is responsible for registration of each new diagnostic kit/reagent that is entered to the country. Single registration document should be issued for the import permission.
	

	Is there a national regulatory authority responsible for in vitro diagnostic devices qualification or registration?

a. If yes, provide a summary of the qualification or registration mechanisms.
	Yes, the National Drug Agency is responsible for registration of each new diagnostic kit/reagent that is entered to the country. Once the kit is registered it could be imported.


	

	Besides the inspection, certification or accreditation detailed above is any other kind of supervision organized?

a. If yes or partial, describe the supervision plan and procedures (e.g. through specific networks like tuberculosis control or surveillance programmes).
	N/A
	

	Are there standardized supervision checklists or procedures?
	Yes, approved questionnaire exist.
	

	When supervised, do the laboratories receive a report after each supervision visit?
	Yes, they receive report
	

	Are there indicators to measure progress in laboratory test quality? If yes, list these indicators.
	Yes. The following indicators are used:
Testing/Performance

Resources

Final Report/Results

Customer Satisfaction
	

	Does the country have a national EQA programme (proficiency-testing or rechecking) in the following areas:

a. bacteriology

b. virology

c. serology

d. parasitology

e. biochemistry

f. haematology

g. anatomical pathology

h. cytogenetic

i. transfusion medicine?
	Laboratory organizes internal Proficiency Tests. Laboratory participates in International Proficiency Tests on the following areas: bacteriology, virology, serology, parasitology, chemistry as listed in the question. Also Laboratory participates in International proficiency Tests on other Animal Diseases, Food Safety and Plant Diagnostics.
	

	Describe the national EQA programme(s)/organization by providing for each: the name of the programme, contact person(s), and online description.

a. If applicable, is participation in national EQA programme(s) mandatory for public laboratories?

b. If applicable, is participation in national EQA programme(s) mandatory for private laboratories?

c. Percentage of public laboratories participating in national EQA programme(s)?

d. Percentage of private laboratories participating in national EQA programme(s)?

e. Are corrective actions organized when the assessment result is poor?
	Laboratory organizes internal Proficiency Tests. Laboratory participates in International Proficiency Testing.

In case assessment results are poor, the Laboratory has procedure to organize the corrective actions by identifying the root cause and make pertinent actions.
	Forms, Procedure


Key Stakeholders (list them): 

Documentation or evidence for level of capability:
· National laboratory strategic plan defining tiered laboratory network

· National laboratory policy

· Documented list of top 10 priority diseases and three core syndromes for targeted improvement of prevention, detection and response

· Certificates of accreditation for national laboratories and/or EQA results within the past six months for core tests

· Documented specimen referral routes for detection/confirmation of top 10 priority diseases

· Plan for transporting specimens safely throughout the country

· All OIE relevant tools and standards (Manual) should be cited
Surveillance

	Score
	Indicators: Surveillance 

	
	D.2.1 Surveillance systems
	D.2.2 Use of electronic tools
	D.2.3 Analysis of surveillance data

	No capacity - 1
	The country has no surveillance system for diseases/syndromes/events
	There is no electronic tool to collect, report or analyse surveillance data
	There is no capacity to analyse reported data

	Limited capacity - 2
	Surveillance system is in place relying either on IBS or EBS or both (including syndromic surveillance) and supported by SOPs and/or technical guidelines for surveillance. There is no systematic immediate reporting and weekly reporting of events and/or data
	Ad hoc electronic tools have been developed to facilitate the collection, reporting or the analysis of surveillance data and events (e.g. Excel spreadsheets), or country is developing an integrated electronic real-time reporting system for public health surveillance 
	Sporadic reports are analysed on some priority diseases or unusual events are produced, often with delay 


	Developed capacity - 3
	Both IBS and EBS are in place at the central and intermediate levels, and receive immediate and weekly reporting from the local level on an ad hoc basis. 
	Information technology tools available at the national level that permit management of a surveillance database and an event management system
	Regular annual or monthly reporting of data with some delay and minimum analysis of data is done by an ad hoc team

	Demonstrated capacity - 4
	Both IBS and EBS are in place at all the levels (national, intermediate and local) and receive immediate and weekly reports from all health facilities of the country and some mechanism of cross-border surveillance is in place 
	Country has in place a secure integrated electronic surveillance tool for public health surveillance at all levels of the health system
This tool permits the analysis of data and the automatic production of epidemiological bulletins
	More often than weekly reporting with analysis
Assessment of risk is done by an expert

Regular epidemiological bulletins are disseminated 

	Sustainable capacity - 5
	The performance of the surveillance system is regularly evaluated and updated at all levels in the country and has the capacity to support other countries in developing surveillance systems and/or contributes to regional or international surveillance networks 
	The surveillance system is equipped with a fully secure interoperable, electronic tool for public health surveillance that is: connected to other relevant electronic tools (e.g. animal health), and can easily share data with other electronic tools used either at regional or international levels
	More frequently than weekly systematic reporting

Dedicated team in place for data analysis, risk assessment and reporting


	Questions
	Current Status
	Documents

	Contextual Question:
	
	

	Does the country have a list of notifiable priority diseases?
	Yes. The List of notifiable diseases is approved by the ministerial order. 
As for animal sector,  list of notifiable priority diseases is listed in ministerial order 2-238.

As OIE member Georgia also has obligation to notify regarding disease outbreaks in OIE through WAHIS system (reports from Georgia are available in WAHID)
	ministerial order 2-238
https://matsne.gov.ge/ka/document/view/4509878?publication=0;

https://www.matsne.gov.ge/ka/document/view/1923205?publication=0

	Is the surveillance of infectious diseases linked in one national surveillance system versus a separate system for different diseases?
	There is one single national electronic system for disease surveillance on infectious diseases.  Electronic Integrated Disease Surveillance System (EIDSS) includes 194 Human and Veterinary data entry sites throughout the country. EIDSS ensures the exchange of information in real-time between two structures – healthcare and veterinary sector. 
In the frames of Elimination program, separate electronic systems exist for Hepatitis C case registration and treatment. 
	http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	How does data from the laboratories feed into the surveillance system?
	Both the electronic disease surveillance system and the decree contain laboratory sections. Cases are linked with laboratory results in the system.
	http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	How does the country utilize electronic tools for notifiable diseases for human health and animal health?
	Disease surveillance for human health and animal health are performed by using One Health approach – by using a common electronic system.
	http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	If no electronic systems (tools) exist in the country, are there plans to implement in the future?
	N/A
	

	Are data from these systems shared between sectors, or independent?
	They are shared and could be accessed by each sector.
	http://gov.ge/files/411_50489_770698_336.9.07.15.pdf

	Technical Questions:
	
	

	D.2.1 Surveillance systems
,
,


	Describe in-country EBS.

a. Describe sources utilized by EBS and mechanisms of collecting information.

b. Does EBS exist at any subnational (intermediate or local) level?
	Early warning system on unusual respiratory events monitors unusual individual cases or clusters. This system has been established as a pilot surveillance system in several regions where tourism is highly developed.
	

	Describe IBS and mechanisms of collecting data. 

a. List of priority diseases, conditions, syndromes and case definitions.

b. Does the country have completeness and timeliness of reporting from at least 80% of all reporting units? 
	All notifiable infectious diseases have case definitions that are available to medical facilities around the country. The list is divided in two sections – 1) infections that need to be notified urgently (52 conditions); 2) infections that are aggregated and reported on a monthly basis (20 conditions).
All public health center throughout the country have the capacity to report in EIDSS. 
	https://matsne.gov.ge/ka/document/view/4509878?publication=0

	Describe data validation and quality assurance systems/efforts.
	Epideiologyst at central level (NCDC) monitor the quality of data in EIDSS entered by municipality PHCs. Several training were provided to district level epidemiologist on data quality and completeness. 
	

	Describe syndromic surveillance systems that are in place within the country:

a. Describe various syndromes and pathogens that are detected and reported.

b. Describe how many sites participate in each surveillance system.

c. Describe how data are validated.

d. Describe any syndromic surveillance system that utilizes electronic reporting.

e. Describe reports that are produced by each surveillance system and how they are used by public health decision makers. Are these reports shared with any other ministries within the country?

f. Describe any linkages that exist between systems at the national level.
	Syndromic surveillance is established on Influenza-like Illness (ILI) and Severe Acute Respiratory Infection (SARI). It utilises PCR testing on influenza virus and its’ subtypes, as well as other respiratory viruses (e.g. RSV, adenovirus, rhinovirus, etc.). ILI has one and SARI has five sentinel sites.

Epidemiologic data is validated by monitoring patients’ medical histories; laboratory results are validated by sending specimen to international laboratories. 

ILI and SARI data is entered into ECDC’s and WHO’s surveillance platform – TESSy.

Morbidity and list of circulating viruses is uploaded and refreshed on a weekly basis on NCDC’s web-site.

The mentioned surveillance system convinced decision-makers to focus on improving influenza vaccination coverage.
Other syndromes under surveillance include AFP and Diarrheal disease, skin leasons with potential zoonotic origin. 
	

	D.2.2 Use of electronic tools

	How are public health staff trained on disease surveillance systems?
	Public health center staff is routinely trained on disease surveillance systems once or twice a year, and continuously updated about the changes.
	

	How are clinical staff trained to report on notifiable diseases?
	Epidemiologists from public health centers and medical facilities are training clinical staff, however, NCDC has occasionally been involved in the process as well.
	

	Do public health staff at national/intermediate/regional levels have the skills to analyse surveillance data to create information triggering/supporting action?
	Public health staff has capacity to analyse data from their own geographic area. They cannot access data for whole country or from another administrative unit. Staff at NCDC are capable to analyse the countrywide surveillance data. 
	

	How does the country utilize electronic reporting systems for notifiable diseases for human health and animal health?
	There is one single national electronic system for disease surveillance on infectious diseases for both sectors.
	

	Are these systems shared between sectors, or are they independent?
	They are shared.
	

	If no electronic reporting systems exist in the country, are there plans to implement electronic reporting in the future?
	
	

	Describe the reporting and feedback to intermediate/regional and local levels.
	Annual reports are available for all levels. Feedback is shared whenever necessary.
Healthcare facilities at local level notify epidemiologist at district Public Health Center via phone (defined by the Order No.01-2 / N. - Regulations on the production and delivery of medical statistical information). PHC epidemiologist conducts initial epi investigation and enters information into EIDSS. Specialists at national level receive information in real-time. In case of zoonotic or foodborne disease, National Food Agency (NFA) is notified according to Ordinance of the Government on Approving Rule of Functioning of Integrated National Surveillance System on Infectious Diseases. Human and animal sector share the same surveillance system (EIDSS) based on One Health approach. It is possible to link human and animal cases in the system. 
	

	Describe reporting to national and intermediate/regional level stakeholders.
	Annual reports are available for all levels.
	

	Describe public reporting.
	Annual reports are available for public. In addition, weekly reports on influenza are publiched on NCDC web-page during the season and measles reports during the ongoing outbreak. 
	

	D.2.3 Analysis of surveillance data

	Describe how surveillance data are analysed.
	Data is analysed by using electronic disease surveillance system. For advanced analyses, other softwares are used. 
	

	Are there trained health care workers to analyse at national and intermediate levels?
	NCDC’s epidemiologists are responsible for analysing nationwide data. Public health center epidemiologists are analysing data from their own administrative levels.
	

	Is there a mechanism in place to link epidemiological and laboratory data?
	Yes, it is done by using electronic disease surveillance system.
	

	Is there a capacity to conduct risk assessment at national, intermediate and/or local levels?
	Yes, at national level. 
	

	How is the risk assessment information disseminated and to whom?
	In case of infectious hazards, NCDC and MoH are responsible to disseminate the information to the public and to other stakeholders. 
	

	Is there a centrally located mechanism for integrating data from clinical case reporting and data from clinical or reference microbiological laboratories?
	The data is integrated if the laboratory is a part of NCDC’s network of laboratories throughout the country. 
	

	How often are reports published and disseminated? 

a. Is it published systematically every week or monthly or annually?

b. Who does the analysis and at what level?
c. Does the country produce and publish an epidemiological bulletin? If yes, what is the frequency?
	Epidemiological bulletin is developed and published annually at a central level. It reflects disease incidences by regions, tendencies by years, exposure data, etc. 
Influenza weekly reports are published during the season. 

Measles weekly reports are published during the ongoing outbreak. 
	


Key Stakeholders (List them): 

· Ministry of Internally Displaced Persons from the Occupied Territories, Labour, Health and Social Affairs of Georgia (MoH)

· Ministry or Environment Protection and Agriculture (MEPA)

· World Health Organization

· Centers for Disease Control and Prevention (US CDC)

· defence Threat Reduction Agency (DTRA);
Documentation or evidence for level of capability:
· Samples of surveillance reports used by public health decision-makers in the country

· Listing of core syndromes indicative of a public health emergency

· Plans for enhancing syndromic surveillance

· Plans for developing or enhancing EBS

· OIE reports (World Animal Health Information System – WAHIS)

· Surveillance databases and forms
Reporting
,
,

	Score
	Indicators: Reporting

	
	D.3.1 System for efficient reporting to FAO, OIE and WHO
	D.3.2 Reporting network and protocols in country

	No capacity - 1
	No National IHR Focal Point, OIE Delegate and/or WAHIS National Focal Point has been identified and/or the identified focal point/delegate does not have access to the learning package and best practices as provided by FAO, OIE and WHO
	Country does not have protocols or processes for reporting to FAO, OIE or WHO; and does not have plans to establish plans and protocols for reporting within the next year

	Limited capacity - 2
	Country has identified the National IHR Focal Point, the OIE Delegate and WAHIS National Focal Point; and the focal point/delegate has access to the learning package and best practices as provided by FAO, OIE and WHO
	Country is in the process of developing and establishing protocols, processes, regulations, and/or legislation governing reporting to start implementation within a year

	Developed capacity - 3
	Country has demonstrated ability to identify a potential PHEIC and file a report to WHO and similarly to the OIE (according to OIE processes) for relevant zoonotic diseases, based on an exercise or real event
	Country has established protocols, processes, regulations and/or legislation governing reporting and processes for multisectoral coordination in response to a potential PHEIC to WHO and to the OIE for relevant zoonotic diseases

	Demonstrated capacity - 4
	Country has demonstrated ability to identify a potential PHEIC and file a report to WHO within 24 hours and similarly to the OIE (according to OIE processes) for relevant zoonotic diseases, based on an exercise or real event 
	Country demonstrates timely reporting of a potential PHEIC to WHO and to the OIE for relevant zoonotic diseases in alignment with national and international standards in selected intermediate levels (districts or regions), based on an exercise or real event

	Sustainable capacity - 5
	Country has demonstrated ability to identify a potential PHEIC and file a report within 24 hours, and similarly to the OIE (according to OIE processes) for relevant zoonotic diseases, and has a multisectoral process in place for assessing potential events for reporting
	Country demonstrates timely reporting of a potential PHEIC to the WHO from district to national and international levels and to the OIE for relevant zoonotic diseases, based on an exercise or real event

Country has a sustainable process for maintaining and improving reporting and communication capabilities, and communication mechanisms are backed by established documentation (such as protocols, regulations, legislation)


	Questions
	Current Status
	Documents

	Contextual Questions: N/A
	
	

	Technical Questions:
	
	

	D.3.1 System for efficient reporting to FAO, OIE and WHO


	Which ministry or office within the country has been identified as the National IHR Focal Point and informed to the WHO? 
a. Is the National IHR Focal Point able to cover all incidents (biological, chemical, radiation) under IHR and currently operational? 
b. Is there an operational OIE Contact Point?
c. Are food safety issues due to microbiological origin reported through the National IHR Focal Point and to the OIE?
d. Is there a mechanism to ensure that the National IHR Focal Point and OIE Contact Points exchange information when needed (e.g. for zoonotic diseases)? 

e. Describe the training that the National IHR Focal Point/OIE Contact Point responsible person(s) have undergone for this specific role.
f. List the ministries (such as health, agriculture) that these focal points represent for the WHO/OIE and which one reports through the National IHR Focal point. 
	Natioanal Center for Disease Control and Public Health (NCDC), under the MoH, was designated as the IHR NFP. NCDC is the main public health agency in the country and covers biological incidents, together with MoH. As for the chemical and radiation, Ministry of Environmental Protection and Agriculture is the responsible entity. NCDC collects information from all relevant institutions for nitifying WHO. 
Food safety issues are reported through NFP in case there is a public health impact, and includes human cases. 

Communication and information sharing between NCDC and NFA (National Food Agency, Ministry of Agriculture) is defined by Governmental decree #336, 2015, “Approval of rules of providing functional integrated surveillance on infectious diseases”.
NFP has undergone several training provided by WHO and other stakeholders. Recently, NFP participated in JADE exercise to test the communication practices. 
	

	What are the mechanisms for public health, animal health and security authorities to make decisions on reporting?
	National Food Agency makes decisions for reporting based on OIE requirements (immediate or 6 month reports)
	

	Describe if the country has multilateral regional (international) or bilateral neighbouring country reporting requirements. If yes, specify.
	Besides the requirement to notify OIE veterinary service also has obligation to report neighbouring countries in case of transboundary animal diseases. There is also a statement of intention among countries in TCC region for more advanced notification including vaccination data. Under the initiative of Bio surveillance Network of Silk Road (BNSR) Georgia and Azerbaijan also share more advanced information regarding several zoonotic diseases in their respective countries.
NFP/NCDC shares monthly aggregated data on infectios disease with Kazakhstan and Azerbaijan. 
	statement of intention

BNSR

	Is there anything that limits the performance of the National IHR Focal Point? (This may include quality and timeliness of information received, and obstacles caused by coordination with other levels and sectors.)

A. Does the National IHR Focal Point use informal consultation mechanisms with WHO under Article 8 of the IHR?

B. Does the National IHR Focal Point use bilateral exchange mechanisms with other National IHR Focal Points?
	There is no established mechanism to receive notification from other (non-health) sectors regarding non-biological events.
a) NFP has used informal consultation mechanisms with WHO several times. 

b) There is only one NFP in Georgia. As for the communication with NFPs of other countries, bilateral exchange of information is a common practice.  
	

	D.3.2 Reporting network and protocols in country

	Describe the most recent exercise (or event) that tested the country’s systems to identify and report on a potential PHEIC. 

a. How was the health event identified? What surveillance systems were linked?

b. How were public health decision-makers and other leadership consulted in the decision-making process?

c. Which ministries were engaged in the exercise or event (health, defence, agriculture)?

d. If the country has not yet exercised PHEIC reporting, identify if there are any plans to do so within the next year.
	Multisectoral Table Top exercise was conducted by DTRA in March, 2019, which was lead by 3 agencies, NCDC, NFA and Emergency Manamgemnt Service (EMS). The scenario was based on avian influenza and required actions brom both, human and animal health sector. After each inject, the roles and responsabilities of each agency was discussed. 
Another example is the JADE exercise organized by WHO. 
	

	Has the country passed legislation or other policies related to procedures and/or approvals for reporting on a potential PHEIC to the WHO? If so, describe the parties involved in approvals as well as the major steps in approvals. If possible, provide a copy of relevant legislation or policies.
	IHR 2005 is the main document used for reporting to WHO. 
	

	Does the country have SOPs in place for approving and reporting on a potential PHEIC to WHO?
	There is a SOPs for reporting disease outbreaks in WAHIS system
	SOPs for WAHIS


Key Stakeholders (list them): 
WHO, MoH, DTRA, NFA, OIE
Documentation or evidence for level of capability:

· WHO IHR Annex 2

· OIE Terrestrial Animals and Health Code – Section 1

· IHR reports to the WHA

· Legislation, protocols or other policies related to reporting to WHO and OIE

· WAHIS
Human resources (animal
 and human health sectors)
	Score
	Indicators: Human resources (animal and human health sectors)

	
	D.4.1 An up-to-date multisectoral workforce strategy is in place
	D.4.2 Human resources are available to effectively implement IHR 
	D.4.3. In-service trainings are available
	D.4.4 FETP or other applied epidemiology training programme is in place 

	No capacity - 1
	No strategy in place to develop a multisectoral health workforce 


	Country does not have appropriate human resources capacity in relevant sectors required for epidemic preparedness and control 
	No continuing professional education (CPE) programme through in-service training course is in place
	No FETP or applied epidemiology training programme is established



	Limited capacity - 2
	A strategy to develop health care workforce exists but does not include all relevant sectors of public health professions (such as epidemiologists, social scientists, IT specialists, veterinarians/livestock specialists and community health workers) 

Basic data on human resources for health are available
	Appropriate human resources are available at national level for epidemic preparedness and control 

	Ad hoc trainings are available for various professions/cadres through disease specific programmes or targeted initiatives
	No FETP or applied epidemiology training programme is established within the country at the national level, but staff participate in a programme hosted in another country through an existing agreement (at any level)



	Developed capacity - 3
	A multisectoral public health workforce strategy exists, but is not regularly reviewed, updated or implemented consistently


	Appropriate human resources are available in relevant sectors and at national and intermediate levels


	Regular trainings, including One Health approach for zoonotic diseases, are available for various professions/cadres through disease-specific programmes or targeted initiatives
	One level of FETP (basic, intermediate, or advanced) or comparable applied epidemiology training programme is in place in the country or in another country through an existing agreement 

	Demonstrated capacity - 4
	A public health workforce strategy has been adopted and implemented consistently, and is reviewed, tracked and reported on annually
	Human resources are available as required in relevant sectors and at relevant levels of the public health system (such as epidemiologist at national and intermediate levels, and assistant epidemiologist (or short course trained epidemiologist) at the local level)
	Training plans are developed and regular trainings are conducted by professional bodies or relevant institutions/units to establish skills and competency standards for the workforce at the national level
	Two levels of FETP (basic, intermediate and/or advanced) or comparable applied epidemiology training programme(s) are in place in the country or in another country through an existing agreement



	Sustainable capacity - 5
	Public health workforce retention is tracked and plans are in place to provide continuous education, as well as retain and promote a qualified workforce within the national system
	Country has capacity to send and receive multidisciplinary personnel within the country (shifting resources) and internationally to assist other countries in developing capacities for epidemic preparedness and control
	In-service trainings are regularly conducted at national and subnational levels, and professional bodies or relevant institutions/units regularly review and update training offers
	Three levels of FETP (basic, intermediate and advanced) or comparable applied epidemiology training programme(s) are in place in the country or in another country through an existing agreement, with sustainable national funding


	Questions
	Current Status
	Documents

	Contextual Questions : N/A
	
	

	Technical Questions:
	
	

	D.4.1 An up-to-date multisectoral workforce strategy is in place
 

	Is there a strategy to ensure that appropriate workforce and human resources for the health sector are in place?

a. Does this cover the full range of tasks and services in the (public and private) health sector (prevention/detection and response, care and rehabilitation)?
	There is no strategy 
	

	Describe which career tracks are included in the workforce strategy (such as epidemiologists, veterinarians, laboratory assistants and specialists, doctors, nurses)?

a. Are community health workers a part of the formal health workforce?

b. Are there job descriptions for the various career tracks and positions within them (such as performance appraisal, competency standards, career ladder)?

	There is no workforce strategy. 


	

	Is attrition a concern for the national public health system (may be caused by aging employees, staff departures or other reasons)?

a. What is the median number of years that public health personnel have been on staff rolls within the ministry and/or national institutes?

b. Are there incentives in place to maintain the existing public health workforce in the country?

i. Describe efforts in place to retain the public health workforce.

ii. Are there specific incentives for any workforce specialties (may include physicians, nurses, veterinarians, biostatisticians laboratory assistants and specialists, or animal health professionals)?
	Possibility for career development; Education improvement: academic programs (Master and PhD) and short/refreshment courses. With improved competencies financial incentives also occur.
There is no official statistics on aging employees, but it is a challenge for public health sector, mostly at district level. 
	

	How is the workforce strategy being implemented and tracked? 

a. Provide a copy of the strategy, if available.

b. Provide a copy of the workforce strategy tracking report, if available.
	There is no workforce strategy
	

	Does the strategy address occupational safety and health in health care facilities?

a. If yes, what is the coverage of occupational safety and health in public health systems?

b. If not, how is the occupational safety and health addressed in health care facilities.
	N/A
	

	How is the national public health workforce financed within the country?

a. Are the positions for the various cadres available, financed and filled?
	Public health workforce is financed from state and municipal budgets. NCDC, as the main public health agency is governmental institution and is financed by government, but donor funding is also available through research projects. 
	

	Is there a separate workforce strategy for human resources in place for the animal health sector? 
	Yes, animal health sector operates through state and private veterinarians. Please see related section above.
	

	Is there a training plan to update the workforce with policy and strategies?
	For animal health sector, disease specific strategies include training of stuff (state and private). As for human health sector, under the DTRA’s financial support there have been designed and launched two important training programs for regional public health specialists: Mentorship courses (Biosafety and Biosecurity – BS&S; EDPs Laboratory Diagnostics; Quality Management; Modern Epidemiology and Epidemiologic Surveillance) and FETP Frontline Course. 
	

	D.4.2 Human resources are available to effectively implement IHR

	Describe the current human resources capacity in the country. 

a. What is the existing capacity on epidemiologists, clinicians, biostatisticians, information systems specialists, veterinarians, social scientists, laboratory technicians/specialists and other public health personnel for different levels of the health system (local, intermediate and national)?

b. To what extent are these capacities available (only at national level or below)?

c. Does each local and/or intermediate level have some capacity for epidemiology, case management, laboratory services, and others?
	National level (NCDC): 
There are 33 Epidemiologists/Public Health Specialists in Communicable Disease department; 
68 Lab Specialist at Lugar PH Research Centre (BSL3 lab); 
District level

6 Epidemiologists/Public Health Specialists and 22 Lab Specialists at 2 Zonal Diagnostic Labs (NCDC regional branches in Adjara and Imereti):

15 Epidemiologists/Public Health Specialists  and 12 Lab Specialist at 7 Lab Surveillance Stations (NCDC district branches); 
In addition, there are 65 municipality Public Health Centers (PHC). 
Epidemiological investigation is conducted at local level by PHC epidemiologists. Data is entered into Electronic Integrated Disease Surveillance System (EIDSS) and notification is received in real-time at National level (NCDC).
NCDC district level branched have capacity to collect samples, store and prepare for transportation. 

NCDC regional branches have capacity to conduct lab testing. 

At each level there is a capacity of epi investigation and data collection.   
	

	Describe how multidisciplinary task forces are formed and communicate with other actors (at national, intermediate and peripheral levels).

a. How are multidisciplinary task forces organized? How do different professionals interact and is this organized through a task force? 

b. Discuss availability and distribution of individual human resources capacities:

I. Epidemiologists (including field epidemiology short term and long term)

II. Clinicians and clinical assistants

III. Nurses

IV. Laboratory specialists and technicians

V. Information specialists and assistants

VI. Social scientists

VII. Veterinarians, veterinary technicians and para-veterinarians

VIII. Other relevant public health personnel.
	Task force is formed according to the annual activity plan, current tasks and per emergency case, if any. 

Communication: regular, including EIDSS, weekly online meetings, reporting.
II. Clinicians and clinical assistants 13126 (52.1% from the total of doctors)

III. 17998 (482.8/100 000 population)
	http://ncdc.ge/Handlers/GetFile.ashx?ID=f7a28a1e-0489-49a0-b183-eb8674244541 

	Describe how professionals at the national, intermediate and local levels communicate on a regular basis. Are there standard reporting connections between these levels?
	Healthcare facilities notify epidemiologist at local public health center via phone. PHC epidemiologist conducts initial epi investigation and enters data into EIDSS. Specialists at national level receive information in real-time. In case of zoonotic or foodborne disease, National Food Agency (NFA) is notified according to decree #336. Human and animal sector share the same surveillance system (EIDSS). It is possible to link human and animal cases.   

[image: image4]
	

	Describe how professionals at the national, intermediate and local levels communicate during an infectious disease outbreak. Are there standard reporting connections between these levels during outbreaks?
	Healthcare facilities notify epidemiologist at local public health center via phone. PHC epidemiologist conducts initial epi investigation and enters data into EIDSS. Specialists at national level receive information in real-time. In case of zoonotic or foodborne disease, National Food Agency is notified according to decree #336. Human and animal sector share the same surveillance system (EIDSS). It is possible to link human and animal cases.   
	

	How many trained field epidemiologists are available to support investigations throughout the country? Is there a simple measure of the numbers of epidemiologists per unit of total population that may help differentiate quality levels – for example: less than 1 per 500 000 in capacity levels 1 or 2; 1 per 200 000 to 500 000 in capacity level 3; or more than 1 per 200 000 in capacity levels 4 or 5. 
	56 epidemiologyst completed the FETP advanced course (2 years);

In addition, FETP Frontline program started in 2018 and is ongoing. 25 district epiodemiologysts completed the training program in first cohort. 
	

	Does the country have established procedures for surge of these professionals?
	No mechanism has been established
	

	Does each intermediate level/district (or other similar administrative divisions) have field epidemiology capacity?
	FETP Frontline was launched in 2017, with support of DTRA and CDC. It is a 3-month in-service program focused on detecting and responding to diseases and events of public health importance or international concern. Participants (mainly district level public health specialists) learn and practice the fundamental skills used in frontline surveillance including use of case definitions, disease detection and reporting, summarizing of data using simple tables and graphs, case investigation, outbreak investigation and response, surveillance monitoring and evaluation, and data analysis and interpretation for decision making. The program is ongoing. 
Each PHC has the capacity (human and technical resources) to conduct collect information and enter into EIDSS. 
	

	Does the country have a human resources database? If yes, how is the database maintained and updated?
	გვაქვს სტატისტიკური ცნობარი, სადაც არის აღრიცხული ექიმების (სპეციალობების მიხედვით) და ექთნების რაოდენობა. რეგისტრი მომზადების პროცესშია (სტრატეგიაშიც გვიწერია)
	

	D.4.3 In-service trainings are available 


	Are there CPE programmes for public health officers, surveillance officers, nurses, midwives, general medical practitioners, veterinarians, para-veterinarians that include outbreak preparedness and control?
	დიახ, არსებობს ასეთი პროგრამა, რომელიც მოიცავს აფეთქებისთვის მზაობისა და კონტროლის ღონისძიებებს საზოგადოებრივი ჯანდაცვის  სპეციალისტების, ეპიდემიოლოგების, ლაბორანტებისა და ვეტერინარებისთვის;
ექიმებსა და ექთნებს BMJ სასწავლო რესურსებზე ხელმისაწვდომობა აქვთ, ასევე, არსებობს აკრედიტებული პროგრამები ექიმებისათვის  
	

	Which professions/cadres have received special trainings on outbreak preparedness and response? 
	ეპიდემიოლოგები, საზოგადოებრივი ჯანდაცვის სპეციალისტები


	

	Describe any short-/long-term training programmes that are available to help expand the number of qualified public health professionals within the country, i.e.

a) Physicians (public health and/or clinical care)

b) Nurses (public health and/or clinical care)

c) Veterinarians (public health, agricultural and/or private practice) and para-veterinarians

d) Biostatisticians

e) Other public health officers/surveillance officers

f) Laboratory assistants and specialists

g) Livestock professionals.
	Three types of higher education institutions are in Georgia:

· University - carries out higher educational programs of all three stages (bachelor, master degree, doctoral) and scientific researches.

· Teaching university - carries out higher educational program/programs (except doctorate programs). 

· College - carries out only first stage educational program of higher academic education).  

უწყვეტი სამედიცინო განათლების მოლკლევადიანი პროგრამები ექიმებისათვის; საველე ეპიდემიოლოგიის სასწავლო პროგრამა;
g. There is no continuous education for veterinary postgraduates presently. Short term trainings, on job mentoring and simulation exercises are regularly conducted for refreshment of knowledge of state veterinarians
	

	Describe programmes and institutions/professional bodies in-charge of CPE and/or trainings, or their capacity in turn of delivering training. How are they funded?
	უწყვეტი სამედიცინო განათლების პროგრამები ექიმებისათვის აკრედიტებული უნდა იყოს სამინისტროს პროფესიული განვითარების საბჭოს მიერ. აღნიშნულ პროგრამებს ახორციელებენ სხვადასხვა ორგანიზაციები: უნივერსიტეტები, სამედიცინო დაწესებულებები, დარგობრივი ორგანიზაციები, სახელმწიფო ორგანიზაციები (მაგალითად, სსიპ - საგანგებო და გადაუდებელი დახმარების სამსახური). პროგრამების სააკრედიტაციო მოთხოვნები მოიცავს პირობებს პროგრამის განხორციელების მიმართ. შესაბამისად, პროგრამებს ახორციელებენ მხოლოდ ის ორგანიზაციები, რომელთაც სათანადო ინფრასტრუქტურა და ადამიანური რესურსი აქვთ. პროგრამების დაფინანსების წყარო არის შერეული: პროგრამები ფინანსდება დონორების, სახელმწიფოს ან დამსაქმებლის მიერ, თუმცა, არის შემთხვევები, როცა დასაქმებულ ექიმს თავად უწევს პროგრამის საფასურის დაფარვა. საზოგადოებრივი ჯანდაცვის პერსონალის უწყვეტი განათლების პროგრამების აკრედიტაციის სისტემა საქართველოში არ არის. შესაბამისად, არ არსებობს ამ პროგრამების შეფასების მექანიზმი.
TSMU Institute of Postgraduate Medical Education and Continuous Professional Development is an educational unit of the university. Activity of the institute was ever-changing due to variable settings and subject actuality, though it’s general profile in relation to theoretical, clinical and practical education in medicine remained unchanged.  From 2006, the academy was integrated in common unit with Tbilisi State Medical University as the “Institute of Postgraduate Medical Education and Continuous Professional Development”. The institute was authorized to provide the postgraduate medical education and continuous professional development, deliver qualification improvement for medical and academic staff and direct the postgraduate study for medical staff having the higher education degree. The institute has a significant potential to reach the set targets and to outline and implement the goals.

Source of funding - out of pocket. 
Through the donors support hundreds of Georgian specialists have passed the trainings through the local and international organizations: Black & Veatch, Battelle, CDC, Critigen, Curatio, Health Protection Agency UK, JUP, NG, NMRC, Northrop Grumman, PNNL, UFL, and USAMRID. The learning modules covered the following directions: Biosafety and Biosecurity; Epidemiology, Entomology, Biostatistics, Lab Sample Collection, Grant Writing and Management, Financial Management, Laboratory Management etc. 

80% of NCDC staff have passed the above-mentioned trainings.

In 2016 through the DTRA’s support the internationally recognized and a rated comprehensive educational platform of the BMJ CDS (clinical decision support) initiative was established for Georgian clinicians.
	

	Is there any training related to contingency planning, management of emergency situations, or risk communications? 
	with the support of WHO, Emergency Risk Communication training, capacity-mapping and plan writing workshop was organized, which completed the 3 steps of ERC five-step capacity-building package developed by WHO. 

The goal of the workshop was to provide an interactive ERC training for all participants from different sectors; to conduct an ERC capacity mapping exercise to review where the country’s ERC capacity resources and gaps lie and to develop an ERC response plan designed to effectively use the country’s capacities and synchronize into existing national emergency response plans and structure
	

	Is there any training that includes joint exercises for multidisciplinary teams? 

a. If yes, describe briefly (regular/on demand).
	Simulation excersises are usually supported by donors. The recent multisectoral table top excersise was organized by DTRA. The scenario was based on avian influenza. 
	

	D.4.4 
FETP
 or other applied epidemiology training programme in place 

	Describe current field epidemiology capacity in the country.

a. Describe the training programme for field epidemiologists. Who conducts this training? 

b. How is field epidemiology capacity tracked in the country?
	MediPIET

In May 2017 National Center for Disease Control and Public Health was granted a Mediterranean Programme for Intervention Epidemiology Training (MediPIET) Site, thus Georgia has become a full member of the MediPIET family. Involvement in the MediPIET project is one of the crucial steps within the Association Agenda between the European Union and Georgia on the concept of strengthening Public Health system.
During 2017, 13 Georgian epidemiologists and public health practitioners have been continuing to participate as external participants in the MediPIET modules - totally 5 different modules. In November, 2017, the country has participated in the MediPIET Annual Scientific Conference “Regional Contributions and Synergies For Global Health Security”, eight scientific study results have been presented by Georgian representatives during the conference. 

At the end of 2017 the first phase of the MediPIET project has finished. During 2018 countries included in this project were working on “farther development and consolidation of the Mediteranian and Black-sea programme for Intervention epidemiology. As a first priority, the extension phase of MediPIET II should train a 3rd MediPIET cohort, since the FETP fellowship is recognised as the most effective way to train health professionals to respond timely and adequately to health threats. The proposal for the MediPIET-extension has been approved by the EC at the end of 2018 (November, 2018). Within the MediPIET II Georgian fellows will be included and trained.
FETP advanced

With the support of CDC South Caucasus Office and DTRA the Field Epidemiology and Laboratory Training Program (FELTP) had been implemented in Georgia since 2009 to train and mentor public health professionals.  FELTP courses were TEPHINET accredited, two-year regular based in-service trainings. As of today 25 NCDC employees are FELTP graduates.
FETP Frontline was launched in 2017, with support of DTRA and CDC. It is a 3-month in-service program focused on detecting and responding to diseases and events of public health importance or international concern. Participants (mainly district level public health specialists) learn and practice the fundamental skills used in frontline surveillance including use of case definitions, disease detection and reporting, summarizing of data using simple tables and graphs, case investigation, outbreak investigation and response, surveillance monitoring and evaluation, and data analysis and interpretation for decision making. Participants spend up to 12 days in three workshops in the classroom; they spend the remaining 8–10 weeks back at their jobs, where they conduct field projects to practice, implement, and reinforce what they have learned. 

FETP-Frontline is established and implemented with the intention of being a long-term ongoing training program within Georgia poised to continue training public health staff at various surveillance levels.
Veterinarians participated in FELTP advanced training program as well. Training program for FETP frontline veterinarians is planned to be launched with support of donors.

In 2018, 18 public health specialist from 3 regions (Adjara, Imereti, and Tbilisi) were trained through FETP Frontline program. 
	

	Is there an FETP or other standard epidemiology training programme in the country?

a. Describe current field epidemiology capacity in the country.

b. Does the epidemiology training programme target current members of the public health workforce, or students, or both?

c. How is field epidemiology capacity tracked in the country?

d. Describe how epidemiologists at the national, intermediate and local levels communicate on a regular basis. Are there standard reporting connections between these levels?

e. Have veterinarians participated in the epidemiology training programme? 

f. Provide measures on the number of epidemiology training programme graduates in the country and their current positions.

g. Describe the mentorship programme for epidemiology training programme residents.

h. Is there a partnership with other countries in the region to share epidemiology training programme graduates during emergency events?

i. How many trained field epidemiologists are available to support investigations throughout the country?

j. Does each intermediate level/district (or other similar administrative division) have field epidemiology capacity?
	As described above. 
NCDC, with donor support at this time, implements the FETP frontline programme, where FELTP advanced course graduates serve as the mentors. The main target audience of programme includes district epidemiologists. 
Veterinarians participated in FELTP advanced course. 
High proportion of field epidemiologists (FELTP advanced course graduates) are working at National level, at the NCDC; out of total 29 FELTP graduates from Human side (Epis and Labs), 16 are working at NCDC, 7 at other institutions (National Center for Tuberculosis and Lung Diseases and Infectious Diseases, AIDS and Clinical Immunology Research Center, Department of Healthcare at the Ministry Of Health); these institutions are located in Tbilisi (capital), additional two graduates – at international donor organizations and only the rest four graduates are working at regional level.
FETP-Frontline participants spend up to 12 days in three workshops in the classroom. The remaining 8–10 weeks are dedicated to their field projects to practice, implement, and reinforce what they have learned. Projects may include creating a report with summary tables and charts of the surveillance data routinely collected at their facility or health system level; conducting monitoring, evaluation, and feedback visits at some of the reporting sites; performing a health problem analysis; and participating in a case or outbreak investigation. Classroom instruction and field assignments are linked to and directly support country goals for improvements in surveillance and outbreak detection. Epidemiologists at National level serve as the mentors for FETP frontline participants. 
The mentors of the educational programs are the NCDC representatives who have passed various trainings over the years and have become skilful trainers in laboratory and epidemiology fields.
ეპიდემიოლოგების მომზადება ხორციელდება სამაგისტრო პროგრამების ფარგლებში, რომელთა ხანგრძლივობა  არის 2 წელი და მოიცავს 120 კრედიტს.
	

	Describe any other long-term training programmes that are available to help expand the number of qualified public health professionals within the country, i.e.

a. Physicians (public health and/or clinical care)

b. Nurses (public health and/or clinical care)

c. Veterinarians (public health, agricultural and/or private practice)

d. Biostatisticians

e. Laboratory assistants and specialists.
	სამაგისტრო პროგრამები საზოგადოებრივი ჯანდაცვის პერსონალისათვის ეპიდემიოლოგიასა და ბიოსტატისტიკაში;

ექიმებისა და ექთნებისათვის მოკლევადიანი სასწავლო პროგრამები საგანგებო მდგომარეობების მართვის, ასევე, გარკვეული დაავადებების/მდგომარეობების იდენტიფიცირების, პირველადი სამედიცინო დახმარების აღმოჩენის და შემდგომი მართვის კუთხით;

საზოგადოებრივი ჯანდაცვის სპეციალისტებისათვის მოკლევადიანი და ხანგრძლივი პროგრამები საგანგებო მდგომარეობებში ეპიდზედამხედველობის, კომუნიკაციის და სხვ. მიმართულებით;

ლაბორატორიის პერსონალის მოლევადიანი პროგრამები კონკრეტული კვლევების მიმართულებით, ასევე, ხანგრძლივი პროგრამები პროფესიული კვალიფიკაციის ამაღლების მიზნით.
In 2016 through the DTRA’s support the internationally recognized and a rated comprehensive educational platform of the BMJ CDS (clinical decision support) initiative was established for Georgian clinicians. Since then the platform has attracted lots of users and caused a satisfaction among the medical society.
	

	Is there a professional veterinarian association in the country? Does it have a CPE? If yes, what does it cover? How is it financed? 
	Yes, there are several regional and one central veterinary association in Georgia. None of them provides Continues Professional Education
	

	Is there a specific training on zoonosis in the human medicine curriculum or in any CPE programme for medical practitioners? 
	Covered in BMJ best practice and learning platform. 
ასევე, ზოონოზური დაავადებები ისწავლება საექიმო სპეციალობის - „ინფექციური სნეულებები“ სარეზიდენტო პროგრამის ფარგლებში.
	


Key Stakeholders (list them): 

TSSU
TSU

UG

Other higher education providers

DTRA
Documentation or evidence for level of capability:
· Sample field epidemiology training curriculum used in the country

· Number of graduates/year, and if available, positions after training 

· Public health workforce/human resource plan/strategy, if available and latest strategy drafted/enacted

· Annual reports based on workforce strategy

· Planning and availability of resources

· Terms of reference/job descriptions of provincial/district rapid response teams

· Job description/terms of reference of provincial/district public health officer in-charge of outbreak preparedness

· Budget for human resources for health (animal and human health sector), donor contributions

· Description of the human resources management information system 

· List of variables used 

· Data from human resource information systems, if available

· Post and staff list, if available; staff turnover, and number of staff attending in-service training

· Annual reports based on workforce strategy

· Lists of in-service training available in the country

· Lists of national training institutes/professional bodies/schools of public health/nursing/midwifery/veterinary/medical colleges/universities that provide in-service training courses 

· Number of graduates/trainees per year

· CPE programme and course list (if available)

· Training course list for professionals that do not have CPE programmes

· Evidence of training on issues related to occupational health, safety and security.

RESPOND

Emergency preparedness

	Score
	Indicators: Emergency preparedness

	
	R.1.1 Strategic emergency risk assessments conducted and emergency resources identified and mapped
	R.1.2 National multisectoral multihazard emergency preparedness measures, including emergency response plans, are developed, implemented and tested

	No capacity – 1
	A national emergency risk profile based on a strategic multihazard emergency risk assessment is not available or has not been updated in the past five years

National level inventories and maps of multisectoral resources for emergency response are not available or have not been updated in the past five years
	A national multisectoral multihazard plan for strengthening emergency preparedness is not available

A national multisectoral multihazard emergency response plan is not available

	Limited capacity – 2
	A national strategic multihazard emergency risk assessment has been conducted in the past five years and documented in a national health emergency risk profile
National level inventories and maps of health sector resources for emergency response are available and have been updated in the past five years
	A national multisectoral multihazard plan that identifies key measures for strengthening emergency preparedness for priority risks is in place. 

A national multihazard emergency response plan with SOPs for core emergency response coordination functions has been developed within the past two years to respond to emergencies, including PHEICs

	Developed capacity – 3
	National resources for emergency response in all relevant sectors have been identified and mapped (such as logistics, staff/experts, finance) in the past two years
A plan for the management and distribution of national stockpiles is in place
	Emergency preparedness measures are implemented at national levels by public health, animal health and other relevant sectors, including points of entry and mass gathering events
National multisectoral multihazard emergency response plans have been exercised or used in actual response operations in the past two years

	Demonstrated capacity – 4
	Strategic multihazard emergency risk assessments and mapping of resources for emergency response at subnational levels have been developed in the past two years
National level resource mapping has been reviewed at least on an annual basis, and stockpiles (critical stock levels) for responding to priority biological, chemical and radiological events and other emergencies are accessible
	Emergency preparedness measures are implemented at national, subnational and local levels by public health, animal health and other relevant sectors
Multisectoral multihazard emergency response plans and SOPs are in place at subnational and local levels, as well as at the points of entry; and implemented or tested in the past two years and updated accordingly

	Sustainable capacity – 5
	National profiles on risk and resource maps, are monitored and regularly updated (e.g. on annual basis) to accommodate emerging threats and is shared regularly among sectors
	There are dedicated human resources and regular budget funding to support coordination and implementation of emergency preparedness measures by public health, animal health and other relevant sectors 
Dedicated resources are in place for implementation of multisectoral, multihazard emergency response plans, contingency plans and SOPs at national, subnational and local levels, and are tested, reviewed and updated on a regular basis


	Questions
	Current Status
	Documents

	Contextual Questions: N/A
	
	

	Technical questions:
	
	

	R.1.1 Strategic emergency risk assessments
 conducted and emergency resources identified and mapped

	Does the country have a national emergency risk profile based on strategic multihazard emergency risk assessments? 

a. When was the last national strategic multihazard risk assessment conducted? Which sectors participated in the risk assessment?

b. What are the findings of the national strategic emergency risk assessment?

c. Are strategic risk assessments conducted by all sectors? Do health sector strategic risk assessments contribute to national multisectoral risk assessments?

d. Are strategic risk assessments conducted at subnational and local levels? What proportion of subnational or local entities has conducted risk assessments? 

e. Is there a capacity to monitor priority risks or emerging risks? How often are national emergency risk profiles reviewed and updated to accommodate emerging threats or changing risks?

f. How are national risk profiles and resources shared among sectors? Are information technology capacities utilized to support availability, accessibility, analysis, updating, reporting and sharing of risk assessments?

g. Are strategic risk assessments used as the basis for emergency preparedness measures?
	მულტისექტორული საფრთეების დოკუმენტი შედგენილია,

a. არსებობობს სამოქმედო გეგმა 2018-2020 წლებზე, საფრთეების დოკუმენტის განახლება ხედება 2 წელწადში ერთხელ. დოკუმენტზე მუშაობს ყველა სექტორი (სამინისტრო) მ.შ. ჯანდაცვის სამინოსტრო. 
b. დოკუმენტი არ არის საჯარო, (საიდუმლოა). დოკუმენტზე მუშაობას კოორდინაციას უწევს სახელმწიფო უსაფრთხოებისა და კრიზისების მართვის საბჭო 
c.  დიახ

d. შეფასება ჩატარებულია ადგილობრივ და რეგიონულ დონეზე, შეფასების შედეგები ზემოაღნიშნულ დოკუმენტში წარმოდგენილია ცენტრალუდ დონეზე დოკუმენტის შემუშავების სამუშაო ჯგუფის წევრების (ყველა სექტორიდან წინასწარ შერჩეული ექსპერტების) მიერ.

e. (ყოველ ორ წელწადში)

f. დიახ

g. დიახ
	

	Does the country have a national inventory and mapping of the available resources for emergency response?

a. Does this mapping address resources and Does this mapping address resources and capacities required for response to all types of emergencies, including for potential PHEICs?

b. Does the mapping of resources include:

i. expertise,

ii. staff,

iii. logistics,

iv. equipment,

v. finance, and

vi. facilities (e.g. health facilities, laboratories)?

c. When was the last mapping of resources conducted? Which sectors participated? 

d. Are assessments of the safety and functionality of the health facilities for emergencies included in resource mapping?

e. What is the status of stockpiling with respect to pharmaceuticals, protective equipment and other equipment?

I. What provisions are made with respect to stocks of vaccinations, pre-ordering/licencing/import of drugs and vaccines and protective equipment?
	a. ჰოსპიტალური სექტორის რესურსები აღწერილია, შედგენილია ანგარიშები და მონაცემთა ბაზა. მათ შორის საავადმყოფოების ალტერნატიული მომარაგების რესურსებთან (ელექტრო ენერგია, წყალი, ჟანგბადი, კავშირგაბმულობის საშუალებები, საწვავი, საკვები, სახარჯი მასალები, მედიკამენტები, კადრების მობილიზაცია, სამედიცინო აპარატურა, იშვიათ შემთხვევაში ფუნანსური რესურსი) დაკავშირებით.  

c. საავადმყოფორბის რესურსების აღწერა, მ.შ. უსაფრთხოების ინდექსის შეფასება ჩატარდა 2017-2018 წლებში რეგიონებში, თბილისში აღწერა მიმდინარეობს 2019 წლის იანვრიდან

d. ქვეყნის მასშტაბით ყველა საავადმყოფო შეფასედა/ ფასდება ჯანდაცვის მსოფლიო ორგაბიზაციის მიერ რეკომენნდირებული ინსტრუმენტით - Hospital Safety Index , რომელიც გულისხმობს სამედიცინო დაწესებულებების მზადყოფნას საგანგებო სიტუაციების დროს გაუძლოს გარეშ ფაქტორების ზემოქმედებას და განაგრძოს სამედიცინო სერვისების უზრუნველყოფა შესაბამისი ხარისხის უზრუნველყოფით, მათ შორის პაციენტთა მასობრივი მიმართვიანობის დროს.

e. შეფასებულია Hospital Safety Index - იმსტრუმენტის კრიტერიუმების შესაბამისად

f. 2018 წლის 31 დეკემბრის საქართველოს მთავრობის დადგენილება N693, 2019 წლის ჯანმრთელობის დაცვის სახელმწიფო პროგრამების დამტკიცების შესახებ ითვალისწინებს ვაქცინების სტრატეგიული მარაგის შექმნა. იგი ასევე მოიცავს  სპეციფიკური (ბოტულიზმის, დიფთერიის, ტეტანუსის, გველის შხამის საწინააღმდეგო) შრატების/იმუნოგლობულინების და ყვითელი ცხელების საწინააღმდეგო ვაქცინების სტრატეგიული მარაგის შესყიდვას;
მედიკამენტების და იმუნობიოლოგიური ნაწარმის რეგისტრაცია რეგულირდება საქართველოს კანონით წამლისა ფარმაცევტული საქმიანობის შესახებ. მუხლი 1111. ფარმაცევტული პროდუქტის სახელმწიფო რეგისტრაციის ეროვნული რეჟიმი მოიცავს ყველა იმ პროცედურას, რომელიც სავალდებულოა მედიკამენტის და იმუნობიოლოგიური ნაწარმის საქართველოს ტერიტორიაზე რეგისტრაციისათვის. ასევე მუხლი 1113. ფარმაცევტული პროდუქტის საქართველოს ბაზარზე დაშვების რეჟიმების გვერდის ავლით შემოტანის გამონაკლისი შემთხვევები, გულისხმობს მედიკამენტების და იმუნობიოლოგიურინაწარმის შემოტანას განსაკუთრებულ პირობებში (სტიქიური უბედურება, მოსახლეობის მასობრივად დაზიანება, ეპიდემია, იშვიათი დაავადება) ჰუმანიტარული მიზნით, აგრეთვე სხვა განსაკუთრებული სახელმწიფოებრივი ინტერესის არსებობისას, სამინისტროს თანხმობით,
	

	R.1.2 National multisectoral multihazard emergency preparedness measures, including emergency response plans,
 are developed, implemented and tested

	1 Does the country have plans and mechanisms for coordinating the development and implementation of multisectoral multihazard emergency preparedness measures?

a.  Does the national plan and mechanisms for coordinating emergency preparedness have a multihazard whole-of-society approach involving all relevant sectors?

b.  Does the health sector have a multihazard plan for coordinating emergency preparedness measures that is integrated in the multisectoral plan? Is emergency preparedness included in plans for strengthening national emergency and disaster risk management?

c.  Does the national multisectoral multihazard plan include:

i. strategic emergency risk assessment,

ii. capacity assessments and resource mapping, 

iii. multihazard emergency response planning (see below for specific questions),

iv. contingency planning for specific hazards or risk scenarios,

v. plans for developing emergency response capacities, including emergency operation centres (EOCs),

vi. plans for developing surge capacity,
 

vii. business continuity planning

viii. training, and

ix. exercising?

d.  Does the plan address emergency preparedness for IHR-relevant hazards, including those that have the potential to cause PHEICs? Does the plan address emergency preparedness for all types of hazards that the country faces?

e.  Does the plan address the measures  to prepare for any mass gathering events?

f.  Does the plan clearly assign roles and responsibilities for emergency preparedness to specific government units of all relevant sectors and points of entry?

g.  Are there plans for strengthening emergency preparedness at subnational and local levels?

h.  Are there dedicated human resources and regular budget funding for emergency preparedness measures by public health, animal health and other relevant sectors? Are human resources briefed and trained in their role and responsibilities?

i. When was the national plan developed? When was the last update? 
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება


	

	2. Does the country have multisectoral multihazard emergency response plans?

a. Does the national health emergency response plan have a multihazard whole-of-society approach involving all relevant sectors? When was the plan developed? When was the plan last updated?

b.  Is the health sector’s emergency response plan integrated in the multisectoral plan?

c. Is the national multisectoral multihazard response plan based on strategic emergency risk assessment, capacity assessments and resource mapping?

d. Does the emergency response plan incorporate IHR-relevant hazards, including those that have the potential to cause PHEICs? Does the response plan address all types of emergencies that the country faces? 

e. Have contingency plans been developed for high priority risks/specific events? Are they based on strategic risk assessments and resource mapping?

f. Does the plan clearly assign roles and responsibilities for emergency response to specific government units of all relevant sectors and points of entry?

g. Does the plan incorporate SOPs that describe the procedures for activating and implementing the plan for all key response management and technical functions in relevant sectors (such as health, emergency management, animal health, chemicals, radiation and any mass gathering events)?

h. Are there emergency or contingency funds readily available to support response by public health, animal health and other relevant sectors?

i. Does the plan analyse available resources (such as human resources, equipment, facilities) in relation to the need for regular operation mode, for acute emergencies, and protracted crises?

j. Is a surge plan included in the national multisectoral multihazard response plans for scaling up response operations?

k. What is the mechanism to address resource gaps? Does the plan include SOPs for deployment of surge capacity?

l. Is surge capacity available to respond to emergencies, including public health emergencies of national and international concern? 

m. Are there multihazard emergency response plans at subnational and local levels?

n. Does the national emergency response plan describe the procedures and plans to relocate or mobilize resources from national and intermediate levels to support response at the local level? What are those procedures and plans?

o. Does the national emergency response plan include logistics? What resources are available for logistics? 

p. Has the national response plan been implemented in a real event or tested in a simulation exercise? When was the last time it was used? Was the plan updated as a result of an after-action review or other form of evaluation?

q. Have subnational and local multihazard emergency response plans been implemented in a real event or tested in a simulation exercise? When was the last time these were used? Were plans updated as a result of an after-action review or other form of evaluation?

r. Have national contingency plans been implemented in a real event or tested in a simulation exercise? When was the last time it was used? Were the plans updated as a result of an after-action review or other form of evaluation?

s. What are the key findings of the after-action reviews or evaluations of emergency response operation or SWOT (strengths, weaknesses, opportunities, threats analysis) exercise?
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება

a. -„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, რომელიც განსაზღვრავს ძირითადი და მხარდამჭერი მორეაგირე უწყებების ფუნქციებს, მოვალეობებს და რეაგირების ღონისძიებების მაკოორდინირებელ მექანიზმებს.დარგობრივი რეაგირების გეგმა - „საქართველოს შრომის, ჯანმრთელობისა და სოციალური დაცვის სამინისტროს საგანგებო სიტუაციებზე რეაგირების დარგობრივი გეგმა“.სამედიცინო სერვისის მიმწოდებელი სუბიექტების (საავადმყოფოები, პირველადი ჯანდაცვის ობიექტები და სხვა) საგანგებო სიტუაციებზე რეაგირების გეგმები.
b. გეგმა შემუშავდა 2007 წელს, ბოლო განახლება 2013 წელს, ამ ეტაპზე მიმდინარეობს გეგმის განახლება დასრულდება 2019 წლის სექტემბერში

c. დიახ
Specific guidelines and SOPs are developed for every veterinary field activity.
d. დიახ
e. ჯანდაცვის უწყებრივი რეაგირების გეგმა არის განახლების პროცესში, სადაც გაწერილი იქნება შესაბამისი გეგმები სცენარების მიხედვით რისკების გათვალისწინებით.
f. დიახ
g. დიახ
h. No
i. დიახ
j. დიახ
k. დიახ
l. დიახ
m. დიახ
n. დიახ, გაწერილია ჯანდაცვის რეაგირების გემაში
o. გათვალისწინებულია გეგმაში ლოჯისტიკური საკითხები, რომელზეც პასუხისმგებელია შესაბამისი უწყებები/სამინისტროები მაგ. ინფრასტრუქურა, სოფლის მეურნეობა და ა.შ.
p. ეროვნული რეაგირების გეგმა გამოყენებული იქნა რეალურ სიტუაციაში 2009 – 2010 წლის პანდემიური გრიპის სეზონზე, მოეწყო 2012 წელს მულტისექტორული სიმულაციური სავარჯიშო, შედეგების მიხედვით, მოხდა ჯანდაცვის უწყებრივი გეგმის გადახედვა და განახლება 2013 წელს. ხოლო ეროვნული რეაგირების გეგმის გადახედვა 2015 წელს, ასევე მიმდინარეობს ამჟამადაც.
q. რეაგირების გეგმები გააჩნიათ ადგილობრივ დონეზე მუნიციპალიტეტებს და ასევე ყველა სამედიცინო დაწესებულებას გააჩნია ჯანდცვის სამინისტროსთან შეთანხმებული საგანგებო სიტტუაციებზე რეაგირების გეგმა. აღნიშნული გეგმების განახლება ხდება ორ წელიწადში ერთხელ და ბოლო განახლება მიმდინარეობს 2018 წლიდან დღემდე.
r. დიახ
s. ძლიერი მხარე: თითოეული მორეაგირე უწყების მატერიალური და ადამიანური რესურსები
სუსტი მხარე: უწყებებს შორის კოორდინაციის ნაკლებობა

	


Key Stakeholders (list them): 

Emergency response operations 

	
	Indicators – Emergency response operations

	Score
	R.2.1 Emergency response coordination
	R.2.2 Emergency operations centre (EOC) capacities, procedures and plans
	R.2.3 Emergency exercise management programme

	No capacity - 1
	An emergency response coordination mechanism is not available
	An EOC has not been identified and no EOC plans/procedures are in place
	No exercises have been completed in the past five years

	Limited capacity - 2
	A national health sector emergency response operation point of contact is available 24/7 but there is no formal emergency coordination mechanism
	National EOCs or equivalent structures are established on an ad hoc basis in response to emergencies
	Table top exercises have been completed in the past five years to test emergency response capabilities and decision making at the national level

	Developed capacity - 3
	A health sector emergency response coordination mechanism for emergencies including PHEICs (e.g. emergency response committee) is in place

	National EOCs are available for response with plans and SOPs, resources and trained staff in EOC SOPs
EOCs are not yet capable of activating a coordinated emergency response within 120 minutes of receiving an early warning or information of an emergency requiring EOC activation
	A functional exercise has been completed to test response operations capabilities at the national level, or national health response systems have been activated to respond to a major emergency in the past two years

	Demonstrated capacity - 4
	There are emergency response coordination mechanisms at the subnational and local levels

Emergency response coordination mechanism at the national level has been tested and updated in the past two years


	National EOCs can be activated within 120 minutes of receiving an early warning or information of an emergency requiring EOC activation

EOC plans, activation and functions at the national level have been tested and updated in the past two years

EOCs are available at the subnational level with plans and SOPs, resources and staff trained in EOC SOPs
	A combination of exercises is conducted at least annually to test emergency response capabilities at national level with the involvement of subnational levels



	Sustainable capacity - 5
	Emergency response coordination mechanisms at all levels have been tested and updated in the past two years
	EOC functions at all levels have been tested and updated regularly
EOC operations can be sustained for large scale or concurrent emergencies due to a network of fully functional emergency operations centres and trained staff
	A combination of exercises are conducted at least annually to test emergency response capabilities at all levels
Following exercises, corrective action plans to update plans and strengthen capacities were developed and implemented


	Questions
	Current Status
	Documents

	Contextual Questions:
	
	

	During an emergency, is there a process for sharing scientific data and recommendations with policy makers and national leaders?
	There is a mechanism to provide scientific data to decision makers mostly though official reports (examples of PPR, LSD etc.)

Standardized data sharing to policy makers, superiors and stakeholders will be described in new contingency plan that is under development
	

	Is there a multisectoral commission or a multidisciplinary emergency coordination department or unit for public health/animal health? 

a. If yes, does this include security, public health, veterinary, wildlife and other experts? 

b. Has this team received public communication training? 

c. How often do these groups meet to discuss cross-cutting issues? 
	
	

	How do subnational (intermediate and local) entities manage emergency response activities?

a. Is there a role for public health, or is this an emergency management activity?
	ეროვნული რეაგირების გეგმის და ადგილობრივი საავადმყოფოების რეაგირების გეგმის ფარგლებში.

a. ეს არის საგანგებო სიტუაციების მენეჯმენტის ფუნქცია, რომელიც გაწეილია ეროვნული რეაგირების გეგმაში
	

	How do localities manage emergency response activities? 

a. Is there a role for public health or do other entities (such as representatives from national disaster management board) manage it?
	რაიონული საავადმყოფოების რეაგირების გეგმების SOP-ებისშესაბამისად
a. რეაგირებას ახორციელებს საზოგადოებრივი ჯანდაცვის ცენტრები მუნიციპალიტეტების დონეზე
	

	Is there a hotline that people/clinicians can call for help on handling a disease of unknown origin? 

a. Is there a comparable system for animal disease support?
	არსებობს NCDC ცხელი ხაზი 116 001, საგანგებო სიტუაციების კოორდინაციის და გადაუდებელი დახმარების ცენტრის ცხელი ხაზი 1499, ჯანდაცვის სამინისტროს ცხელი ხაზი 1505; უნიფიცირებული გადაუდებელი ცხელი ხაზი 112.
	

	Technical Questions:
	
	

	R.2.1 Emergency response coordination


	Describe scenarios or triggers for activation of emergency response. Are there multiple levels of emergency response activation?

a. Who decides the change of level?

b. Is there a national point of contact available for 24/7 coverage of emergency operations?

c. Is there a national health sector emergency response coordination mechanism, committee or national health EOC?

d. Is there a dedicated coordination mechanism under the national health EOC for activation and coordination of emergency medical teams (EMTs) (such as a EMT Coordination Cell)?

e. Is there an incident management system in the health sector at the national level?

f. Are there health sector emergency response coordination mechanisms, committees or health EOCs at subnational levels?

g. Is there an incident management system in the health sector at the national level? And at subnational levels?

h. Describe how health sector staff have been trained on emergency operations procedures. Has there been any incident management systems training at national or subnational levels?

i. How are surge staff for emergency response coordination identified? Is there a roster of staff? Is training available to surge staff in advance of a response? Is there “just in time” training available?
	საგანგებო სიტუაციების რეაგირების გეგმის გააქტიურება ხდება შესაბამისი შეტყობინების დაფიქსირებისა და მასშტაბების განსაზღვრის შემდგომ
a. კრიზისების მართვის საბჭო
b. დიახ 0322 411011; 577 556201;
c. LEPL Emergency Situations Coordination and Urgent Assistance Center under the ministry of Health
24/7 hot line1499, ცენტრალური სადისპეტჩერო, 112-თან ინტეგრირებული ელექტრონული პროგრამით, შემოსული შეტყობინებების მყისიერი ხედვის შესაძლებლობით.
d.  ქვეყანას ამჟამად არ ყავს EMT ჯგუფი, იგეგმება ქვეყანაში EMT – 1 fixed -ის ფორმირება და ასევე  EMT Coordination Cell იქნება LEPL Emergency Situations Coordination and Urgent Assistance Center -ის ორგანიზებით.
e. დიახ

f. არა

g. დიახ

h. მუდმივ რეჟიმში ხდება ექიმების, ექთნების, პარამედიკოსების გადამზადება გადაუდებელი დახმარების მოდულებში, ასევე აღნიშნული პერსონალი იღებს მონაწილეობას საერთაშორისო დონეზეჩატარებულ საგანგებო სიტუაციების მართვის და რეაგირების სიმულაციებში.

i. ჯანმრთელობის დაცვის სახელმწიფო პროგრამების მთავრობის დადგენილების ფარგლებში გაწერილია საგანგებო სიტუაციებისა და სპეციალური ოპერაციების დროს გადაუდებელი სამედიცინო მომსახურების მიწოდებისათვის მზაობის უზრუნველყოფა/შესაბამისი ტექნიკით აღჭურვილი სამედიცინო ბრიგადის თანხლება და გადაუდებელი სამედიცინო დახმარების უზრუნველყოფა (მათ შორის, საჭიროების შემთხვევაში – სამედიცინო და არასამედიცინო პერსონალისათვის უწყვეტი განათლების უზრუნველყოფა); განმახორციელებელი უწყება - LEPL Emergency Situations Coordination and Urgent Assistance Center
	

	R.2.2
  Emergency operations Centre (EOC) 
  capacities, procedures and plans 

	Describe the health EOC at the national level (these questions are to be answered whether there is a permanent EOC, temporary EOC or virtual EOC).

a. If there is a dedicated EOC (physical), provide a floor plan and description of equipment.

b. What is the total staff capacity for the EOC? Is there a plan in place to accommodate additional staff if necessary?

c. Is there a reliable power source for the EOC?

d. Is there a reliable communications structure for the EOC? Does this include Internet, email and phone capabilities?

e. Is the organization able to convene participants from ministries and agencies of all relevant sectors and other national and multinational partners as appropriate?
	
	

	Describe the plans and SOPs that are in place for the EOC.

a. Are the plans and procedures based on an incident management system? Do they include the following functions and resources:

i. incident command,

ii. operations,

iii. planning,

iv. logistics, and

v. finance?

b. When there is a national emergency, who serves as the “incident manager” for the health EOC?

c. Is there a procedure in place for decision making in the EOC?

d. Does the national health EOC plan include roles for public health science (epidemiology, medical and other subject matter expertise), public communications, partner liaison?

e. How often are these procedures updated? When was the last time they were updated?

f. How are EOC records and procedures maintained and distributed?
	
	

	How long after the receipt of an early warning or information does it take for the activation of the EOC? 

a. How many times was the EOC activated in the past five years?
	
	

	Are there subnational health EOCs with staff who are trained in emergency management and EOC SOPs? 
	
	

	How often are exercises conducted to test national EOC activation and networking with subnational and multisectoral EOCs? When was the last time this happened?
	
	

	Describe roles for staff that have been identified for EOC functions. Are there role descriptions and job aids for national EOC functional positions?
	
	

	Describe how staff have been trained for their role in EOCs?

a. Is there a training programme for EOC staff? 

b. How are EOC surge staff identified? Is there training available to EOC surge staff in advance of a response? Is there “just in time” training available?
	
	

	Does the EOC use standardized forms and templates for data/information management, reporting, briefing, etc.?
	
	

	Describe the availability/dissemination of situational awareness reports from health EOC for different target groups.
	
	

	R.2.3 Emergency exercise
 management programme


	Describe health emergency exercises that have been conducted, and any activation of the emergency response operations for real events in the past five years.

a. Describe functional exercises that have been completed at national or subnational levels in the past two years.

b. Describe table top exercises that have been completed at national or subnational levels in the past two years.

c. Describe any emergency response activations at the national level in the past two years.

d. Provide a summary of any improvement plans, after-action reports, or lessons learned documents that were completed as a result of these exercises or real emergency response operations. What action has been taken to implement the recommended actions?
	
	


Key Stakeholders (list them): 

Documentation or evidence for level of capability:
· Plans of the EOC, and listing of available equipment

· Training plans for emergency operations staff

· Exercise plan, including evaluation and corrective action plan, if available

· Activation plan for emergency response, such as roster of emergency operations staff and role

Linking public health and security authorities

	Score
	Indicator: Linking public health and security authorities

	
	R.3.1 Public health and security authorities (e.g. law enforcement, border control, customs) linked during a suspect or confirmed biological, chemical or radiological event

	No capacity – 1
	No legislation, relationships, protocols, MoUs or other agreements exist between public health, animal health, radiological safety, chemical safety and security authorities to address all hazards

	Limited capacity - 2
	Points of contact and triggers for notification and information sharing have been identified and shared between public health, animal health, radiological safety, chemical safety and security authorities to address all hazards

	Developed capacity - 3
	MoU or other agreement/protocol, that includes at least roles, responsibilities, SOPs and information to be shared, exists between public health and security authorities within the country and has been formally accepted to address all hazards

	Demonstrated capacity - 4
	At least one public health emergency response or exercise in the previous year that included information sharing with security authorities using the formal MoU or other agreement/protocol related to all hazards

Public health and security authorities engage in a joint training programme to orient, exercise and institutionalize knowledge of MoU or other agreements related to all hazards

	Sustainable capacity - 5
	Public health and security authorities exchange reports and information on events of joint concern at national, intermediate and local levels on a regular basis using the formal MoU or other agreement/protocol

Public health and security authorities engage in a joint training programme to orient, exercise and institutionalize knowledge of the MoU or other agreement related to all hazards


	Questions
	Current Status
	Documents

	Contextual Questions : N/A
	
	

	Technical Questions:
	
	

	R.3.1 Public health and security authorities, (e.g. law enforcement, border control, customs) linked during a suspect or confirmed biological, chemical or radiological event

	Is there a MoU or other agreement between public health and security authority entities at the national level?

a. If yes, which security authority organizations are covered by a MoU or other agreement – law enforcement, border control, customs enforcement, food safety inspection, radiological safety and chemical safety?

b. If not, is there a MoU or other agreement between public health and another sector (such as agriculture, defence, foreign affairs) that could be used as a sample agreement to promote information sharing and collaboration during emergency events? Are there agreements between public health and security authorities at any intermediate and/or local levels?
	-„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, განსაზღვრავს ყველა მორეაგირე უწყების law enforcement, border control, customs enforcement, food safety inspection, radiological safety and chemical safety - საკითხებზე კოორდინაციას. უწყებები:  სახელმწიფო უსაფრთხოების სამსახური, შსს, თავდაცვის სამინისტრო, ჯანდაცვის სამინისტრო, სოფლის მეურნეობის სამინისტრო და ა.შ.
	

	Have trainings been conducted jointly (at an intermediate level (regional) or national level) including for both public health and security authorities on topics related to information sharing and joint investigations/responses? 
	დიახ
	

	Are there SOPs or agreements in place for coordination of a joint response to public health and other emergencies at official locations, such as points of entry where both public health and security authorities have operational safety and health security responsibilities?
	
	

	Are there SOPs or agreements in place for a joint/shared risk assessment during events of public health and security significance? 
	
	

	Is there legislation in place that allows the government to detain/quarantine an individual who presents a public health risk?
	
	

	How are potential biological, chemical and radiological events that may have deliberate motives identified in the country? Provide any plans that have been drafted that cover response to possible biological, chemical and radiological events.
	
	

	Is there a functional mechanism for collaboration and timely and systematic information exchange between public health and law enforcement agencies in case of deliberate and/or accidental events?
	
	

	Are public health experts involved in emergency response linked to the BTWC? Has the country participated in an exercise, simulation or response in the past year that involves leadership from both public health and security authorities? If yes, describe the exercise, simulation or response.

a. Describe any corrective actions that were recommended on how the public health organization should coordinate with security authorities. 
	
	

	Are reports regularly shared between public health and any security authorities within the country? Is there a mechanism in place to encourage regular reporting?

a. What types of reports are shared from public health entities to security authorities regularly?

b. What types of reports are shared from security authorities to the public health system regularly?

c. How often are the informational reports shared?
	
	

	Is there a country-specific joint investigations curriculum in place to train public health and law enforcement entities on joint investigations?
	
	

	Describe how the national government is connected to INTERPOL. What ministry is charged with interacting with INTERPOL?
	
	


Key Stakeholders (list them: 

Documentation or evidence for level of capability:

· SOPs or emergency response plans that would include security authorities

· Informational reports that are regularly shared with security authorities 
Medical countermeasures and personnel deployment

	Score
	Indicators: Medical countermeasures and personnel deployment

	
	R.4.1 System in place for activating and coordinating medical countermeasures during a public health emergency
	R.4.2 System in place for activating and coordinating health personnel during a public health emergency
	R.4.3 Case management procedures implemented for IHR relevant hazards 

	No capacity - 1
	No national countermeasures plan has been drafted
	No national personnel deployment plan has been drafted
	No case management guidelines are available for priority epidemic-prone diseases 

	Limited capacity - 2
	Plans that outline a system for sending and receiving medical countermeasures during public health emergencies have been drafted
	Plans that outline a system for sending and receiving health personnel during public health emergencies have been drafted, including the development of plans for EMTs for national response
	Case management guidelines are available for priority epidemic-prone diseases

	Developed capacity - 3
	Table top exercise(s) has been conducted to demonstrate sending or receiving of medical countermeasures during a public health emergency
	Table top exercise(s) has been conducted to demonstrate decision making and protocols for sending or receiving health personnel from another country during a public health emergency, and training and equipment is available for national EMTs
	Case management guidelines for other IHR relevant hazards are available at applicable health system levels and SOPs are available for the management and transport of potentially infectious patients in the community and at points of entry

	Demonstrated capacity - 4
	At least one response or formal exercise or simulation within the previous year in which medical countermeasures were sent or received by the country
	At least one response or formal exercise or simulation within the previous year in which health personnel were sent or received by the country. Evidence of deployable EMT capacity/capability for national response
	Case management, patient referral and transportation, and management and transport of potentially infectious patients are implemented according to guidelines and/or SOPs

	Sustainable capacity - 5
	Country participates in a regional/international partnership or has formal agreement with another country or international organization that outlines criteria and procedures for sending and receiving medical countermeasures and has participated in an exercise or response within the past year to practice deployment or receipt of medical countermeasures
	Country participates in a regional/international partnership or has formal agreement with another country or international organization that outlines criteria and procedures for sending and receiving health personnel and has participated in an exercise or response within the past year to practice deployment or receipt of health personnel. Country has an internationally deployable EMT as classified by WHO or is in the process of mentorship by WHO
	In addition to demonstrated capacity, appropriate staff and resources (as defined by the country) are in place in the management of IHR relevant emergencies


	Questions
	Current Status
	Documents

	Contextual Questions: N/A
	
	

	Technical Questions:
	
	

	R.4.1 System in place for activating and coordinating medical countermeasures during a public health emergency


	Does the country have a plan in place that identifies procedures and decision-making related to sending and receiving medical countermeasures during a public health emergency?

a. Does the plan address regulatory concerns of requesting/accepting and receiving drugs or devices from an international source?

b. Does the plan address logistic concerns related to sending, receiving and distributing medical countermeasures during a public health emergency?

c. Does the plan address security concerns that may emerge related to sending/receiving/distributing medical countermeasures during a shortage?
	დიახ

a.  დიახ -„სამოქალაქო უსაფრთხოების ეროვნული გეგმის დამტკიცების შესახებ“ საქართველოს მთავრობის 2015 წლის 24 სექტემბრის №508 დადგენილება, რომელიც განსაზღვრავს საერთაშორისო ორგანიზაციებიდან დახმარების მოთხოვნის საკითხებს. ჰუმატიტარული ტვირთების მიღებასთან დაკავშირებით ასევე არსებობს გამარტივებული პროცედურების საკანონმდებლებო ბაზა.
b.დიახ

c. დიახ
	

	Has the country exercised plans for sending or receiving medical countermeasures within the past year?

a. If yes, describe the exercise and specific outcomes.
	არა გასულ წელს, ასეთს ადგილი არ ჰქონია.
	

	Does the country have a stockpile of medical countermeasures for national use during a public health emergency?

a. Does the country have capacity to produce antibiotics, vaccines, laboratory supplies/equipment or others?

b. Does this include countermeasures for use in other sectors (e.g. personal protective equipment for animal culling)?

c. If the country has a stockpile for drugs and equipment, specify for how long this may last and for how many patients. 

d. Is annual budget available for stockpiling?
	ვაქცინები და ლაბორატიული მარაგები NCDC-ის თემაა, სამინისტროს აქვს საკმარისი მარაგი პირადი დაცვის აღჭურვილობების PPE, ასევე პირბადეები და ხელთათმანები

a. PPE აქვს სამინისტროს, შესაძლებელია სოფლის მეურნეობის სამინისტროსთვის გადაცემაც
მედიკამენტების მარაგი: მარაგის სახით მხოლოდ ანტივირუსული პრეპარატები, ასევე გაფორმებულია მემორანდუმები ფარმაცევტულ კომპანიებთან საგანგებო სიტუაციების დროს მედიკამენტებისა და სახარჯი მასალის მოწოდებაზე.
	

	Does the country have agreements in place with manufacturers or distributors to procure medical countermeasures during a public health emergency? If yes, describe.
	
	

	Is the country part of any regional/international countermeasure procurement agreements? If yes, describe.
	
	

	Is the country part of any regional/international countermeasure sharing agreements? If yes, describe.
	ამ ეტაპზე მიმდინარეობს ჩვენი ქვეყნის გადაუდებელი დახმარების ჯგუფების EMT ფორმირება, სამომავლოდ დაგეგმილია ჩვენი EMT-ების საერთაშორისო ქსელში ჩართვა.
	

	Is the country part of any regional/international countermeasure distributing agreements? If yes, describe.
	
	

	Are there dedicated resources/staffing identified for logistics related to delivery and receipt of countermeasures?
	No
	

	Are there dedicated resources/staffing identified for tracking and distribution of countermeasures?
	No
	

	Does the country have a pandemic preparedness plan that addresses countermeasures? If yes, describe.
	Pandemic Influenza preparedness plan was developed in 2009 and needs to be updated. 
	

	Does the country have a plan, procedure or legal provision in place for procuring animal countermeasures? If yes, describe.
	
	

	Does the country have a plan, procedure or legal provision in place for distributing animal countermeasures? If yes, describe.
	
	

	R.4.2 System in place for activating and coordinating health personnel during a public health emergency

	Does the country have a plan in place that identifies procedures and decision-making related to sending and receiving health personnel during a public health emergency?

a. Does the plan address regulatory and licensure concerns of requesting/accepting and receiving health personnel from an international source? 

b. Does the plan identify training criteria and standards for health personnel who will be sent or received during a public health emergency?

c. Does the plan address liability concerns for using medical personnel during an international deployment?

d. Does the plan address safety concerns for health personnel during a national or international deployment?

e. Does the plan address financial concerns for health personnel during a national or international deployment?

f. Are other sectors (i.e. security authorities, animal health) included in plans for sending/receiving personnel during an emergency?
	
	

	Do plans for surge staffing for public health emergency response activations include triggers for requesting personnel from other countries?

a. Have training procedures and materials been developed to orient arriving personnel into the organization?
	
	

	Does the system include other sectors (chemicals, radiation, animal health) or do separate systems exist? 
	
	

	Has the country exercised plans for sending or receiving health personnel within the past year?

a. If yes, describe the exercise and specific outcomes.
	
	

	Is the country part of any regional/international personnel deployment agreements, such as WHO Global Outbreak Alert and Response Network (GOARN)? If yes, describe.

a. Are policies and resources in place to ensure that technical institutions and networks are able to be active partners in the GOARN? If yes, describe.

b. Does the country have a pandemic preparedness plan or other emergency preparedness plan that addresses personnel deployments? If yes, describe.
	
	

	Is the country part of any regional/international personnel deployment agreements, such as WHO Global Outbreak Alert and Response Network (GOARN)? If yes, describe.

a. Are policies and resources in place to ensure that technical institutions and networks are able to be active partners in the GOARN? If yes, describe.

b. Does the country have a pandemic preparedness plan or other emergency preparedness plan that addresses personnel deployments? If yes, describe.
	
	

	R.4.3 Case management procedures implemented for IHR relevant hazards

	Availability of case management guidelines for priority diseases and IHR relevant hazards at all health system levels.
	
	

	Availability of SOPs (according to national or international guidelines) for the management and transport of potentially infectious patients at the local level and points of entry.
	
	

	Availability of patient referral and transportation mechanism with adequate resources (designated ambulances, hospitals and SOPs).
	
	

	Availability of appropriate staff trained in case management of IHR-relevant emergencies, including but not limited to the ability to recognize, treat and refer infectious diseases, trauma cases, exacerbation of noncommunicable diseases and others. 
	
	


Key Stakeholders (list them)
Documentation or evidence for level of capability:

· Countermeasures deployment plan

· Personnel deployment plan

· Pandemic preparedness plan (if applicable)

Risk communication


	Score
	Indicators: Risk communication

	
	R.5.1 Risk communication systems for unusual/unexpected events and emergencies 
	R.5.2 Internal and partner coordination for emergency risk communication
	R.5.3 Public communication for emergencies

	No capacity – 1
	No formal government risk communication arrangement 
	No coordination platform and mechanisms for internal and partner communication for engaging key national, intermediate, local and international stakeholders (including health care workers) 
	No central unit or locus for public communication, or responsive ad hoc media outreach

	Limited capacity – 2
	Formal government arrangement including a national multihazard, multisectoral emergency risk communication plan (reviewed within past 24 months) in place and a dedicated core team responsible for this area of work established

Significant gaps in capacity in human resources, communication platforms and resources to deal with a large-scale emergency
	Some ad hoc communication coordination, such as meetings with some partners and/or irregular information sharing
	Public communication unit or team exists 

Government spokesperson identified and trained 

Procedures for public communication in place

	Developed capacity – 3
	Formal government arrangements and systems in place with SOPs and capacity with multisectoral and multistakeholder involvement, but insufficient allocation and alignment of human and financial resources 
	Communication coordination exists but with limited partner and stakeholder engagement (such as health care workers, civil society organizations, private sector and other non-state actors)
	Proactive public outreach on a mix of platforms (newspapers, radio, television, social media, Internet) as appropriate according to national and local preferences, in relevant national and local languages, and understandable to the population 

Use of locally relevant technologies for public communication (such as mobile phones)

	Demonstrated capacity – 4
	Fully operational national system established with reasonably skilled and/or trained personnel and volunteers, and financial resources and arrangements for scale-up as evidenced by a simulation exercise or tested during a real health emergency
	Effective, regular communication coordination with all partners, and their coordination evidenced by a simulation exercise or tested during a real health emergency
	There is planned communication with continuous engagement and proactive media outreach (including regular media briefings) guided by risk communication best practices, and achieving comprehensive geographical coverage, evidenced by regular coverage of health issues and risks in relevant languages, as well as by media and social media activity during an emergency

	Sustainable capacity – 5
	Lessons learnt from capacity level 4 integrated into the revision of national plans for continuous strengthening of the system

Regular allocation of resources for growth and maintenance of the system
	Effective, regular and inclusive communication coordination with partners and stakeholders including definition of roles, sharing of resources and joint action plans
	The government, partners and diverse media outlets are engaged in robust and increasingly responsive collaboration to provide health advice, including addressing people’s concerns and rumours, and misinformation


	Score
	Indicators: Risk communication

	
	R.5.4 Communication engagement with affected communities
	R.5.5 Addressing perceptions, risky behaviours and misinformation

	No capacity – 1
	No arrangement to systematically engage populations at community level for emergencies
There may be social mobilization, health promotion or community engagement on health risks for maternal and child health, immunization, malaria, tuberculosis, HIV/AIDS, polio, neglected tropical diseases and other developmental programmes, but they are not systematically used for emergencies
	No system to gather information on perceptions, risky behaviours and misinformation to analyse public concerns and fears

	Limited capacity – 2
	Community-level engagement system partially with mapping of existing processes, programmes, partners and stakeholders

Social mobilization, behaviour change communication and community engagement included in the national risk communication strategy in the context of health emergencies

Some key stakeholders in this domain identified at national and intermediate (provincial/regional) levels
	Ad hoc systems in place for gathering information on perceptions, risky behaviours and misinformation but are not systematically used to guide the response

	Developed capacity – 3
	Stakeholders mapped at intermediate and local levels, and decentralized system (including financial and human resources) in place for community engagement involving community and religious leaders, community-based organizations and other decentralized teams

Standard practice of developing information education communication materials with the involvement of community and key stakeholders

Community consultation mechanisms in place (such as hotline, surveys)
	A systematic approach for gathering information on perceptions, risky behaviours and misinformation exists, but is not systematically used for shaping the response

	Demonstrated capacity – 4
	Regular briefing, training and engagement of social mobilization and community engagement teams including volunteers

Mechanisms to harness scale-up capacity exist and are operational 

Feedback loop from listening (Domain 5) into community engagement is operational
	Mechanisms in place for systematic gathering of information on perceptions, risky behaviours and misinformation, and using such analysis systematically for shaping the response

	Sustainable capacity – 5
	Communities are equal partners in the risk communication process as evidenced by review of a simulation exercise or tested during a real health emergency
	Feedback mechanism to further improve this system and feedback to improve preparedness


	Questions
	Current Status
	Documents

	Contextual Questions: N/A
	
	

	Technical Questions: 
	
	

	R.5.1 Risk communication systems for unusual/unexpected events and emergencies

	Is there a function for risk communication in the country’s national response plan? 
	
	

	Are there communications personnel or government departments that informally respond to public information needs during emergencies? 
	კრიზის დროს კრიზისების მართვის საბჭოს სპიკერი ახორციელებს კომუნიკაციას
	

	Is there permanent or surge staff dedicated to risk communication during emergencies? 
	
	

	Are the roles and responsibilities of the risk communication staff articulated in a response plan? 
	
	

	Are there significant improvements that could be made in the staffing, platforms, financial resources or other factors to improve communications with public and partners during emergencies? 
	
	

	Are there shared communication plans, agreements and/or SOPs between other response agencies, such as public safety, law enforcement, hospitals, emergency response, Red Cross/Crescent and/or government agencies, such as ministries of defence, agriculture, food/drug?
	
	

	Is there a dedicated budget line for communications personnel, materials and activities for emergencies? 
	
	

	Are plans tested at least once every two years? 
	
	

	Which government entities/agencies have the lead for risk communication for different types and magnitudes of emergencies?
	
	

	Is training for responding to local hazards provided to risk communications personnel? 
	
	

	Is there an agreement internal to the agency for clearance of messaging to the public?
	
	

	Is there a dedicated budget for the risk communications system to grow sustainably? 
	
	

	R.5.2 
Internal and partner communication and coordination for emergency risk communication

	Is there an informal or formal mechanism to coordinate internal communication within the agency during an emergency? 
	
	

	Is there an informal or formal mechanism to coordinate communication among national stakeholders and response agencies during an emergency? 
	
	

	Is there an informal or formal mechanism to coordinate communication among international stakeholders and response agencies during an emergency? 
	
	

	Have there been incidents where stakeholder/partner agencies have released contradicting information?
	
	

	Have there been instances of delays in the release of information due to a lack of agreement between key partners during an emergency? 
	
	

	Is there a formal mechanism to coordinate communication with the hospital and health care sector during an emergency? 
	
	

	Is there a formal mechanism to coordinate communication among civil society organizations during an emergency?
	
	

	Is there a formal mechanism to coordinate communication with the private sector during an emergency? 
	
	

	Has an exercise for testing communication coordination with partner organizations been conducted?
	
	

	Has there been a response in an actual emergency that tested communication coordination with partner organizations?
	
	

	Is there a system to regularly develop communication response plans together with external partners and stakeholders?
	
	

	Is there a coordinated budget for communications response with external partners and stakeholders?
	
	

	R.5.3 Public communication for emergencies

	Is there a formalized function with a trained public spokesperson?
	
	

	Is there a fast-track process for clearing media and social media products?
	
	

	Is there a communication team dedicated to media and social media outreach that coordinates with partners?
	
	

	Are target audience analyses conducted to better understand audience language, trusted information resources and preferred communication channels?
	
	

	Is there a communication strategy that proactively reaches out to a variety of media platforms (such as newspapers, radio, television, social media, Internet) for targeting communication messages to specific audiences?
	
	

	Is information provided in local languages as needed by the audience?
	
	

	Is media research conducted to determine if a message reaches the target audience?
	
	

	Is public health messaging adapted according to the geographic location, language and media preference?
	
	

	Is there any contribution to an evidence base of which communications methods are best enabled for target audiences to change behaviour during emergencies?
	
	

	Is there media and social media monitoring followed by addressing misinformation quickly?
	
	

	R.5.4 Communication engagement with affected communities

	Is there a social mobilization, health promotion or community engagement department, team or working group that is used for emergency response?
	
	

	 Is the social mobilization, health promotion or community engagement department or team/working group integrated within the overall health response and linked to the media department/team/focal person and coordinated with key partners?
	
	

	Does the social mobilization, health promotion or community engagement department/team/working group have mechanisms to reach out to affected or at-risk populations during health emergencies at national as well as provincial, district and local levels?
	
	

	Is social mobilization, health promotion or community engagement included in the national response plan?
	
	

	Are opportunities for information sharing or training regularly provided between experienced community engagement experts and volunteers or for potential surge capacity to be used during emergencies?
	
	

	Is there an ongoing and functioning feedback loop between at-risk or affected populations and response agencies?
	
	

	Are baseline social data, intelligence and analysis on factors that may increase the population’s risk to (or the ability to withstand) the top five hazards in the country (such as mapping of languages, living conditions, religious/cultural practices/trusted channels of communication, influencers) conducted or commissioned?
	
	

	R.5.5 Addressing perceptions, risky behaviours and misinformation

	Is there a formal communication function to monitor, detect and address people’s perceptions, unfounded beliefs, risky behaviours and misinformation?
	
	

	Is the effectiveness of public outreach methods and/or messages used to address unfounded beliefs or to correct misinformation monitored?
	
	

	Is information on people’s perceptions, unfounded beliefs, risky behaviours, and misinformation and strategies to address them regularly shared with other stakeholders?
	
	

	Is communication feedback, including on perceptions and misinformation, taken into consideration so as to shape an effective response?
	
	

	Are communication responses and the ability to address perceptions, risky behaviours and misinformation to identify best practice regularly evaluated?
	
	


Key Stakeholders (list them): 

Documentation or evidence for level of capability:

· Refer to JEE tool
IHR-related hazards and Points of Entry (PoE)

Points of Entry (PoE)

	Score
	Indicators: Points of entry

	
	PoE.1 Routine capacities established at points of entry
	PoE.2 Effective public health response at points of entry

	No capacity – 1
	No capacity at points of entry for appropriate medical services
	Public health emergency contingency plan for each designated point of entry for responding to public health emergencies occurring at points of entry is not in place or under development.

	Limited
capacity – 2
	Designated points of entry have access to appropriate medical services including diagnostic facilities for the prompt assessment and care of sick travellers and with adequate staff, equipment and premises (Annex 1B, 1 (a))
	Public health emergency contingency plan in place at each designated point of entry for responding to public health emergencies occurring at points of entry, integrated with generic emergency preparedness and response plan of each designated point of entry, involving all relevant sectors and services at points of entry, and developed and disseminated to all key stakeholders

	Developed capacity – 3
	Designated points of entry have developed other routine capacities prescribed in the IHR Annex 1B “1. At all times” in addition to appropriate medical services, such as equipment and personnel for the transport of sick travellers to an appropriate medical facility
	Public health emergency contingency plans at designated points of entry are integrated into the national emergency response plan and ad hoc measures related to travellers at points of entry (such as referral system, transport) for the safe transfer of sick travellers to appropriate medical facilities, are in place

	Demonstrated capacity – 4
	All routine core capacities prescribed in the IHR Annex 1B “1. At all times” are developed and functioning as an all-hazard, multisectoral approach
	Demonstrated capacities of applying recommended measures to disinsect, derat, disinfect, decontaminate or otherwise treat baggage, cargo, containers, conveyances, goods or postal parcels. Establishment of regular testing and updating of an all-hazard, multisectoral system of assessment and care of affected animals, probably implemented through arrangements with local veterinary facilities

	Sustainable capacity – 5
	All routine core capacities prescribed in IHR Annex 1B “1. At all times” are functioning as an all-hazard, multisectoral approach, with evidence of periodic evaluation and continuous improvement
	Evaluation of effectiveness in responding to public health events at points of entry conducted, and evidence of an existing periodic evaluation and continuous improvement are shared with relevant stakeholders


	Questions
	Current Status
	Documents

	Contextual Questions :
	
	

	How many points of entry (airports, ports, ground-crossings) are there in the country? How many of them are designated? List them by type. 
	ქვეყანაში არის 20 საბაჟო გამშვები პუნქტი,

რომლებიც მთავრობის N 428 დადგენილების N 3 დანართის შესაბამისად, განსაზღვრულია სასაზღვრო ინსპექციის პუნქტებად, სადაც ხორციელდება სანიტარიულ-საკარანტინო კონტროლი. კერძოდ: 3 აეროპორტი, 2 პორტი, 15

სახმელეთო შემოსასვლელი. ჯსწ - ს
შესაბამის შემოსასვლელ პუნქტად აღიარებულია 1 აეროპორტი და 2 პორტი.
	

	Do adequate legislation and/or policies exist for provision of health services at points of entry in the country? Link this question to technical area of National legislation, policy and finance.
	არსებობს, საქართველოს მთავრობის
დადგენილება N428 31.12.2010 წ. "საქართველოს სასაზღვრო ზოლსა და საბაჟო კონტროლის ზონებში
სანიტარიულ-საკარანტინო კონტროლის განხორციელების ტექნოლოგიური სქემისა და
სანიტარიულ-საკარანტინო კონტროლის განხორციელების წესის დამტკიცების შესახებ".
	

	Technical Questions:
	
	

	PoE.1 Routine capacities established at points of entry

	Do the designated points of entry have access to appropriate medical services, including diagnostic facilities for the prompt assessment and care of sick travellers, with adequate staff, equipment and premises (Annex 1B, 1a)?
	ხელმისაწვდომობა განისაზღვრება შემოსავლების სამსახურის შესაბამისი კვალიფიკაციის პერსონალის
(თანამშრომლების) არსებობით, აეროპორტის/პორტის სამედიცინო სამსახურით და აგრეთვე, საქართველოს
ოკუპირებული ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური დაცვის სამინისტროს
შესაბამისი მომსახურებით (საჭიროების შემთხვევაში, მაგ.,გადაუდებელი სამედიცინო დახმარება (112)).
	

	Do these points of entry provide access to equipment and personnel for the transport of sick travellers to an appropriate medical facility?
	ხელმისაწვდომია პორტებსა და აეროპორტებში (განსაზღვრულია საქართველოს ოკუპირებული
ტერიტორიებიდან დევნილთა, შრომის, ჯანმრთელობისა და სოციალური დაცვის სამინისტროს შესაბამისი მომსახურება - გადაუდებელი სამედიცინო დახმარება
(112)).
	

	Do these points of entry carry out inspection programmes to ensure safe environment at points of entry facilities?
	წარმოადგენს პორტისა და აეროპორტის ადმინისტრაციის კომპეტენციას.
	

	Is there evidence of control of vectors and reservoirs in and near points of entry (Annex 1b, Art. 1e)? Are there specific programmes for this? 
	წარმოადგენს პორტისა და აეროპორტის
ადმინისტრაციის კომპეტენციას.
	

	Does the country have trained personnel for the inspection of conveyances available at designated points of entry (Annex 1b, Art. 1c)? If not, is there a mechanism to bring them from outside?
	სანიტარულ-საკარანტინო კონტოლის ობიექტებზე (სატრანსპორტო საშუალება და მისი ეკიპაჟი, მგზავრი, მისი ბარგი და ხელბარგი, ადამიანის გვამი) კონტროლს
ახორციელებს შემოსავლების სამსახურის შესაბამისი უფლებამოსილი პირი.
	საქართველოს მთავრობის
დადგენილება N428 31.12.2010 წ.

"საქართველოს სასაზღვრო ზოლსა
და საბაჟო კონტროლის ზონებში
სანიტარიულ-საკარანტინო
კონტროლის განხორციელების
ტექნოლოგიური სქემისა და
სანიტარიულ-საკარანტინო
კონტროლის განხორციელების
წესის დამტკიცების შესახებ".

	PoE.2 Effective public health response at points of entry

	Has the country integrated activities concerning points of entry (such as for early detection, assessment, notification, report of events) into national emergency response plans? 
	სახელმწიფო სტრუქტურების პასუხისმგებლობები გაწერილია რეაგირების ეროვნულ გეგმაში, თუმცა არ
არის გაწერილი შემთხვევების დროული აღმოჩენის, შეფასების, შეტყობინების და ანგარიშგების მიზნით სამოქმედო გეგმა.
	

	Is the public health emergency contingency plan for responding to public health emergencies occurring at points of entry integrated with generic emergency preparedness and response plan of each individual point of entry. 

a. Does it involve relevant sectors and services at points of entry (such as immigration, transportation, security, media)?

b. Is it developed and disseminated to all stakeholders?
	არ არსებობს ასეთი მოქმედების გეგმა.
	

	Do the designated points of entry have capacities to apply recommended health measures related to travellers at points of entry (such as a system in place for safe referral and transfer of sick travellers to appropriate medical facilities, with MoUs, SOPs, trained staff, equipment and regular exchange of information between points of entry, health authorities and facilities for all designated points of entry)?
	არსებობს უწყებათაშორისი ურთიერთობის
ეროვნული პრაქტიკა, თუმცა დოკუმენტურად (მემორანდუმის, სოპ -ის სახით) გაწერილი არ არის.
	

	Do the designated points of entry have capacities to apply recommended measures to disinsect, derat, disinfect, decontaminate or otherwise treat baggage, cargo, containers, conveyances, goods or postal parcels, including when appropriate, at locations specially designated and equipped for this purpose? 
	ხორციელდება შემოსავლების სამსახურის
მოთხოვნით. პროცედურების განხორცილებას უზრუნველყოფენ შესაბამისი კერძო კომპანიები. სათანადო ადგილის განსზღვრაზე პასუხისმგებელია
პორტისა და აეროპორტის ადმინისტრაცია.
	

	Has the country evaluated the effectiveness of points of entry in responding to public health events at points of entry? If yes, is it shared with relevant stakeholders and updated regularly?
	არ არის შეფასებული.
	


Key Stakeholders (list them):

Documentation or evidence for level of capability:

1. Documented, regularly-updated and tested national guidelines, and SOPs to reflect all relevant technical and operational guidance tools for points of entry in place and disseminated to all relevant sectors including for:

a. detection, reporting and response to events related to travel and transport;
b. public health measures to be applied at points of entry that may be recommended by the WHO (such as exit/entry screening, isolation, quarantine, contact tracing); and

c. application of other public health measures that could affect international travel and transport.

2. Documentation available for all relevant technical and operational guidance for points of entry – Annex 1B, 1e “to provide as far as practicable a programme and trained personnel for the control of vectors and reservoirs in and near points of entry”.

3. Documentation available on, regularly-updated and tested national guidelines and SOPs to reflect all relevant technical and operational guidance tools for points of entry in place and the same disseminated to all relevant sectors including application of recommended measures to disinsect, derat, disinfect, decontaminate or otherwise treat baggage, cargo, containers, conveyances, goods or postal parcels including, when appropriate, at locations specially designated and equipped for this purpose.

4. Documentation on systematic collection with standardized tools, analysis and dissemination of data on public health events occurring at points of entry, with updated list of priority conditions for notification, baseline data trends, and thresholds for alert and timely action (i.e. per national standards), reporting (using standard reporting formats and tools), and providing timely and regular feedback on surveillance data and trends to relevant stakeholders using standardized feedback formats (such as Epi bulletins, electronic summaries, newsletter, surveillance reports). 

5. Documentation of regular receipt of points of entry findings by national surveillance unit is available.

Additional tools:

· Points of entry checklist in the “Assessment tool for core capacity requirements at designated airports, ports and ground crossings”. WHO/HSE/IHR/LYO/2009.9 (http://www.who.int/ihr/ports_airports/PoE/en/index.html, accessed 02 January 2018).
Chemical events
,

	Score
	Indicators: Chemical events

	
	CE.1 Mechanisms established and functioning for detecting and responding to chemical events or emergencies
	CE.2 Enabling environment in place for management of chemical events

	No capacity - 1
	No mechanism in place


	National policies, plans or legislation for chemical event surveillance, alert and response do not exist

	Limited
capacity - 2
	Guidelines or manuals on surveillance, assessment and management of chemical events, intoxication and poisoning are available

	National policies, plans or legislation for chemical event surveillance, alert and response exist

	Developed capacity - 3
	Surveillance is in place for chemical events, intoxication and poisonings with laboratory capacity or access to laboratory capacity to confirm priority chemical events
	A chemical event response plan is in place that defines roles and responsibilities of relevant agencies and takes into account all major hazard sites and facilities

	Demonstrated capacity - 4
	Timely and systematic information exchange between appropriate chemical units, surveillance units and other relevant sectors about urgent chemical events and potential chemical risks and their response
	Functional mechanisms for multisectoral coordination and collaboration to manage chemical events are in place including involvement in international chemical/toxicological networks

	Sustainable capacity - 5
	Adequately resourced poison centre(s) are in place and the country has a demonstrated ability to respond to chemical emergencies in all regions 
	A chemical event response plan has been tested through occurrence of a real event or through simulation exercise and is updated as needed


	Questions
	Current Status
	Documents

	Contextual Questions: 
	
	

	Has a national chemicals profile been developed in the past five years? If applicable, describe outcome/provide report.
	No
	

	Have chemical risks been assessed for priority chemicals in the past five years, for example in terms of impact on morbidity and mortality?
	No
	

	Have there been any major chemical incidents in the past five years?
	No
	

	Are any international chemical conventions/agreements ratified/implemented?

a. Is the Rotterdam Convention on the Prior Informed Consent Procedure for Certain Hazardous Chemicals in International Trade ratified?

b. Is the Stockholm Convention on Persistent Organic Pollutants ratified?

c. Is the Basel Convention on the Control of Transboundary Movements of Hazardous Wastes and their Disposal ratified?

d. Is the United Nations Economic Commission for Europe Convention on the Transboundary Effects of Industrial Accidents ratified?

e. Is the International Labour Organization Convention 174 on Prevention of Major Industrial Accidents ratified?

f. Is the International Labour Organization Convention 170 on Safety in the Use of Chemicals at Work ratified?
	Georgia has signed and ratified the Association Agreement with the EU. According to this Agreement, the parties shall develop and strengthen their cooperation on environmental issues, thereby contributing to the long-term objective of sustainable development. Policy objectives concerning chemicals and waste management are included in the 2014 Association Agreement with the EU. Georgia is a party to the Multilateral Environmental Agreements (MEAs) in the field of chemicals and waste management.

The policy making related to the management of chemical in Georgia is influenced by the Strategic Approach to Sound Management of Chemicals – SAICM, which provides a policy framework of chemicals management to participating countries.
Ratified:

· Rotterdam Convention

·  Stockholm Convention

· Basel Convention

· Minamata Convention ratification process is ongoing

Implementation:

Stockholm Convention:

·  Within the UNDP project “Disposal of POPs Pesticides and Initial Steps for Containment of Dumped POPs Pesticides in Georgia” 230 tones POPs Pesticides were collected, packed and exported to Belgium and France for disposal in 2014. The territory of Iagluja Dumpsite was fenced and the warning signs has been installed, Iagludja chemicals landfill remediation action plan is elaborated (for site remediation and environmental improvement three conceptual scenarios). Also, POPs inventory and Awareness raising activities has been carried out.

·  Additional 208 tones POPs Pesticides were collected, packed and sent to France for disposal in April 2016 within the FAO/EU project “Improving capacities to eliminate and prevent recurrence of obsolete pesticides as model for tackling unused hazardous chemicals in the former Soviet Union”.

· Global Environmental Facility (GEF) funded project “Review and update of the national implementation plan for the Stockholm Convention on Persistent Organic Pollutants (POPs) in Georgia” was implemented by United Nations Environment Programme (UNEP). In the scope of project, the new POPs inventory, assessment of the existing plan and development of the new plan, as well as public awareness raising activities regarding POPs has been carried out. The “National implementation plan on Persistent Organic Pollutants (POPs) for 2018-2022 years” is adopted by the Governmental Decree N247 (23.05.2018).

· UNIDO is implementing in Georgia GEF funded project “PCB-free electricity distribution in Georgia” management. The aim of the project is to promote the safe management of PCB-contaminated oils in the electricity distribution system of Georgia (inventory, collection, packaging, disposal, technology transfer, public awareness raising).

Rotterdam Convention:

To meet the requirements and procedures of Rotterdam and Stockholm Conventions and to implement the Regulation (EC) No 689/2008 of the European Parliament and of the Council of 17 June 2008 concerning the export and import of dangerous chemicals the Decree of the Government “on Rule of Import and Export of Certain Hazardous Chemicals and Pesticides and Implementation of Prior Informed Consent Procedure” was Adopted on 13.06.2016 (Governmental decree N263);

Basel Convention:

Law on "Import, export and transit of wastes"

New edition of Law on "Import, export and transit of wastes" is developed to meet the requirements of the Basel Convention and will be submitted to the parliament for approval in the nearest future.

Minamata Convention:

The Global Environmental Facility (GEF) funded project “Strengthen national decision making towards ratification of the Minamata Convention and build capacity towards implementation of future provisions” has undertaken a Mercury Initial Assessment to enable the Government of Georgia to determine the national requirements and needs for the ratification of the Minamata Convention and establish a national foundation to undertake future work towards the implementation of the Convention, moreover, Minamata Initial Assesment Report has been elaborated.
	

	Is the country working towards achieving sustainable development goals 3.9 and 12.4 (see also Strategic Approach to International Chemicals Management (SAICM) goal)? 
,

	SDG goals 3.9 and 12.4 aren’t nationalised.
	

	Technical Questions:
	
	

	CE.1 Mechanisms established and functioning for detecting
  and responding to chemical events or emergencies

	Are guidelines or manuals on the surveillance, assessment and management of chemical events, intoxication and poisoning available?

a. Are these implemented?

b. Are these updated after the events or follow-up exercises, or updated regularly?
	
	

	Is there chemical incident surveillance?

a. Is there an authority/institute/agency with primary responsibility for chemicals and surveillance/monitoring?

b. Is there an efficient information flow in chemicals surveillance/monitoring?

c. Is there surveillance of sentinel health events that may signal a hazardous chemical exposure?

d. Is there environmental monitoring (water, air, soil, sediment) with regard to chemical hazards?

e. Is there monitoring of consumer products (foodstuffs and goods) with regard to chemical hazards?
	
	

	Are there procedures for risk assessment in chemicals surveillance/monitoring to inform a chemical event response?
	
	

	Is laboratory capacity available for systematic analysis?
	
	

	Are current human resources sufficient to meet the needs for managing chemical events?
	
	

	Are current financial resources sufficient to meet the needs for chemical safety?
	
	

	Are investigation reports produced in chemicals surveillance/monitoring?
	
	

	Is there regular (i.e. weekly, monthly or yearly) feedback of data and response activities in chemicals surveillance/monitoring?
	
	

	Is there an inventory of reference health care facilities for the diagnoses and treatment of chemical poisoning cases?
	
	

	Are there protocols/guidelines for case management with regard to chemical hazards?
	
	

	Are there poison centre(s)? How do they function and fit into the health care system?
	
	

	CE.2 Enabling environment is in place for management of chemical events

	Is there a strategic plan to strengthen the assessment and management of chemicals (e.g. a national chemicals profile)? Is it up-to-date and implemented?
	
	

	Does chemicals legislation provide comprehensive coverage? Some areas that may be covered by legislation not specific for chemicals should be considered, such as:

a. hazardous sites registration

b. control of hazardous sites (through safety reports and safety management systems)

c. on-site emergency plans

d. off-site emergency plans

e. siting and land use planning

f. control of procedures and sites for disposal of hazardous waste

g. control of contaminated land, water (drinking and other), crops, foodstuffs

h. national and international transport/trade of dangerous goods or substances

i. hazardous substances registration

j. control of labelling and accompanying safety information for hazardous substances

k. inspection/monitoring and enforcement

l. public communication

m. incident documentation and reporting

n. incident investigation

o. epidemiological and medical follow-up

p. occupational health.
	There is no framework law on the management of chemicals in Georgia. The Law of Georgia on Hazardous Chemical Substances (1998) was abolished 2010 and a new law has not been developed yet. Development of chemicals management legislation (except for the legislation related to pesticides and agrochemicals management) is one of the major challenges in Georgia and is one of the main prerequisites for chemicals management.

For the implementation of the Georgia-EU Association Agreement and the National CBRN (Chemical, Biological, Radiological and Nuclear) Threat Reduction Action Plan for 2015-2019, the relevant legislation in the field of chemicals management has to be developed and adopted.

· The ongoing Czech Development Agency project “Capacity Building for Sound Management of Chemicals”, implemented by DEKONTA envisages to bring the chemicals management system in line with the European model, elaborate relevant chemicals legislation according to CLP and REACH regulations and enhance capacity at national level.
	

	Is there a national coordinating body/committee with regard to the assessment and management of chemicals?
	
	

	Is there a public health plan for chemical incidents/emergencies? 
	
	

	Does a public health plan for chemical incidents/emergencies consider the range of functions required in a crisis?

Describe, if applicable. Consider the availability of resources and SOPs and the following aspects:

a. roles and responsibilities

b. public communication

c. referral, transport and treatment of large numbers of affected individuals

d. stockpiling of equipment and medication

e. follow-up of patients

f. decontamination of people, premises and environment

g. regular evaluation/revision of plan

h. restrictions, evacuation

i. emergency funds

j. exercises organized on a regular basis to test and revise the plan.
	
	

	Are there multisectoral/interdisciplinary coordination mechanisms with regard to chemical safety?
If applicable, describe mechanisms and indicate shortcomings. Coordination mechanisms could consider:

a. health

b. environment

c. agriculture

d. National IHR Focal Point

e. all public health levels (local, intermediate and national)

f. emergency preparedness

g. emergency services (fire, police, ambulance, medical responders)

h. consumer safety

i. administrative/political authorities at all levels (local, intermediate, national)

j. hazardous sites

k. meteorological services

l. points of entry (ports, airports, ground crossings), in particular those designated under the IHR

m. transport

n. private sector/industry

o. poison centre(s)

p. national surveillance institute(s) with regard to chemical safety

q. reference laboratory(ies) with regard to chemical safety

r. reference health care facilities with regard to chemical safety.
	
	

	In the event of a public health emergency of chemical origin, could a budget be mobilized to meet additional demands?
	
	

	Is there an audit/evaluation system for exercises/responses?
	
	

	Is there a chemical database or data bank available at all times (e.g. INCHEM)? 
	
	


Key Stakeholders (list them): 

Radiation emergencies

	Score
	Indicators: Radiation emergencies

	
	RE.1 Mechanisms established and functioning for detecting and responding to radiological and nuclear emergencies
	RE.2 Enabling environment in place for management of radiological and nuclear emergencies

	No capacity - 1
	National policies, strategies or plans for the detection, assessment, and response to radiation emergencies are not established


	No coordination and communication mechanism between national authorities responsible for radiological and nuclear events with health ministry and/or National IHR Focal Point

	Limited
capacity - 2
	National policies, strategies or plans for the detection, assessment, and response to radiation emergencies are established and radiation monitoring mechanisms exist for radiation emergencies that may constitute a PHEIC
	National authorities responsible for radiological and nuclear events have a designated focal point for coordination and communication with the health ministry and/or National IHR Focal Point

	Developed capacity - 3
	Technical guidelines or SOPs developed, evaluated and updated for the management of radiation emergencies (including risk assessment, reporting, event confirmation and notification, and investigation)


	A radiation emergency response plan exists (could be part of the national emergency response plan) and national policies, strategies or plans for national and international transport of radioactive materials, samples and waste management including those from hospitals and medical services are established

	Demonstrated capacity - 4
	Systematic information exchange between competent radiological authorities and human health surveillance units about urgent radiological events and potential risks that may constitute a PHEIC
	Functional coordination and communication mechanisms exist between relevant national competent authorities responsible for nuclear regulatory control/safety and relevant sectors

	Sustainable capacity - 5
	Mechanism is in place to access health facilities with capacity to manage patients of radiation emergencies


	Radiation emergency response drills and other exercises carried out regularly, including the requesting of international assistance (as needed) and international notification


	Questions
	Current Status
	Documents

	Contextual Questions:
	
	

	Have there been radiation safety assessments in the past five years (such as emergency preparedness review by IAEA)? If applicable, describe the outcome and share the report.
	Georgia hosted IRRS Mission in February, 2018, in the framework of which the regulatory aspects regarding Emergency Preparedness and Response were covered (Chapter 10).

The Mission concluded that:

“A legislative framework is in place, which defines the regulatory mandate and responsibilities of ANRS in the field of EPR. Regulatory requirements for the OOs in some EPR areas are not in line with international standards (IAEA) such as;

there are no defined requirement to approve the EPR Plans of OOs;

there are no approved criteria and guidance for OOs on how to perform hazard assessments as the planning basis for their preparedness and response arrangements;

there are no defined requirements to organize on-site emergency exercises and systematic evaluation of them by ANRS;

here is no obligation for ANRS to conduct inspections before authorizing nuclear and radiation activity and to verify EPR arrangements before commencement of operations.

Despite the fact that ANRS has a large number of emergency response functions and performs them with due responsibility, ANRS preparedness to implement its functions in emergency response should be improved.

The Government should take steps to develop a protection strategy to address radiological emergencies and to approve the Technical Regulations – Preparedness and Response Plan for Nuclear and Radiation Emergency.”

The Mission ended up with 3 Recommendations (R22, R23, R24).
	mailto:https://www.iaea.org/sites/default/files/documents/review-missions/irrs_geogia.pdf


	Have there been baseline public health assessments with regard to radiation safety in the past five years, for example considering morbidity and mortality?
	This issue does not fall under the ANRS legislative competence.
	

	Have there been any major radiation emergencies in the past that may have contributed to the experience and preparedness of the country?
	a. The Radiological Accident in Lilo, 1997 – 11 soldiers from the Lilo Training Centre developed skin lesions on several parts of their bodies and were diagnosed with 'radiation burns of various degrees. They were exposed to source left by Soviet troops.
b. The Radiological Accident in Lia, 2001 - an accidental overexposure to radiation of three people in a forest approximately 50 km east of Lia, a village in Georgia. The event resulted from the inadvertent use of two hot objects found as personal heaters, which were later found to be two 90Sr radioisotope sources with an activity of 1295 TBq.
	mailto:https://www-pub.iaea.org/MTCD/Publications/PDF/Pub1097_web.pdf
mailto:https://www-pub.iaea.org/MTCD/Publications/PDF/Pub1660web-81061875.pdf


	Is the country a signatory to the Early Notification and Assistance in Case of Nuclear Emergency (1986) conventions? 
	Georgia acceded to the Early Notification Convention on 06 Oct 2010 and to the Assistance Convention on 10 Apr 201.8
	mailto:https://www-legacy.iaea.org/Publications/Documents/Conventions/cenna_status.pdf
mailto:https://www-legacy.iaea.org/Publications/Documents/Conventions/cacnare_status.pdf


	Technical Questions:
	
	

	RE.1 Mechanisms established and functioning for detecting
  and responding to radiological and nuclear emergencies

	Are there national policies, strategies or plans available for the detection, assessment, response and recovery after radiation emergencies?

a. Are these implemented, and if so, how?

b. Are these updated after actual events or exercises (or updated regularly)?
	National Strategy on Reducing Chemical, Biological, Radiological and Nuclear (CBRN) Threats is adopted under the Decree № 164 of the Government of Georgia (14 Feb 2014), where the existing situations, challenges and future action plans are considered according to the prevention, detection, preparedness and response.

Moreover, the mentioned issue is covered under the specific normative acts: Order № 150 of the Minister of Environment and Natural Resources Protection of Georgia On Approval of Regulation for Responding to Illicit Traffic of Nuclear and Radioactive Substances and Decree № 397 of the Government On the Approval of rules on taking joint measures in case of alarm on nuclear and radioactive materials at check-points, airports, harbours and maritime space. Updating those documents after actual events of exercises has not yet been experienced.
	http://anrs.gov.ge/getattachment/Legislation/National-Legislation/illicit-traffiking.pdf.aspx
https://matsne.gov.ge/ka/document/view/1166983
CBRN Strategy (Georgian Version 



	Is there an authority/institute/agency with primary responsibility for radiation and surveillance/monitoring?
	LEPL Agency of Nuclear and Radiation Safety, Ministry of Environmental Protection and Agriculture of Georgia – the Regulatory Body.

As for the environmental monitoring – LEPL National Environment Agency.
	Article 27 and para 9 Article 29,

http://anrs.gov.ge/Legislation/National-Legislation/saqartvelos-kanonebi/Law-on-Nuclear-and-Radiation-Safety.aspx <http://anrs.gov.ge/Legislation/National-Legislation/saqartvelos-kanonebi/Law-on-Nuclear-and-Radiation-Safety.aspx>;



	Is there monitoring of consumer products (e.g. foodstuffs and goods) with regard to radioactive contamination?
	There is a statutory requirement on monitoring consumer products, however, this requirement is not technically supported – there is no technical capacity in the country
	Article 27 and para 9 Article 29
http://anrs.gov.ge/Legislation/National-Legislation/mtavrobis-dadgenileba/usafrtkhoebis-normebi.aspx <http://anrs.gov.ge/Legislation/National-Legislation/mtavrobis-dadgenileba/usafrtkhoebis-normebi.aspx>;



	Are there procedures for risk assessment in radiological surveillance/monitoring, to trigger/mount a response of suitable composition and magnitude?
	There are no such procedures.
	

	Is there laboratory capacity in the country or access to laboratory services abroad for monitoring and assessment of radioactive contamination of the environment in case of a radiation emergency?
	There is no such laboratory capacity, however, the Ministry of Internal Affairs of Georgia possesses the laboratory in the capacity of which the evidence is assessed in the cases of illicit traffic of nuclear and radioactive substances and detection nuclear and radioactive materials at check-points, airports, harbours and maritime space.
	

	Is there laboratory capacity in the country or access to laboratory services abroad for monitoring and assessment of internal contamination and radiation exposure of humans in case of a radiation emergency?
	There is no national laboratory capacity for monitoring and assessment of internal contamination. However, the international assistance might be referred to in the framework of the Assistance Convention.
	

	Are training programmes available for emergency responders in the country or is their access to training abroad?
	Training programs are available in the framework of cooperation with the IAEA and International Partners.
	

	Are current human resources sufficient to meet the needs of radiation protection and safety?
	As for the ANRS, currently, there is a need of additional human resources.
	

	Are current financial resources sufficient to meet the needs of radiation protection and safety?
	As for the ANRS, currently, there is a need of additional financial resources
	

	Is there an inventory of reference/designated health care facilities for radiation emergencies?
	N/A
	

	Are there protocols/guidelines for case management of persons over-exposed to ionizing radiation?
	N/A
	

	Is there a national stockpile of pharmaceutical agents that can be used as countermeasures in radiation emergencies (such as diethylene triamine pentaacetic acid, Prussian blue, potassium iodide, cytokines)?
	N/A
	

	RE.2 Enabling environment in place for management of radiological and nuclear emergencies 

	Is there a policy or strategic plan for ensuring safe use of radiation in the country? Is it up-to-date? How is it implemented?
	The safe use of radiation is ensured by the legislative/regulatory framework – primarily, by the Law of Georgia on Nuclear and Radiation Safety; also, the national strategy on radioactive waste management; state border management strategy; National Strategy on Reducing Chemical, Biological, Radiological and Nuclear (CBRN) Threats contribute in guaranteeing safe use of radiation. The national policy regarding the nuclear and radiation safety is part of the mentioned Law of Georgia
	http://anrs.gov.ge/Legislation/National-Legislation/saqartvelos-kanonebi/Law-on-Nuclear-and-Radiation-Safety.aspx
https://matsne.gov.ge/ka/document/view/2247510?publication=0
https://matsne.gov.ge/document/view/3529786?publication=1
https://matsne.gov.ge/ka/document/view/2279821?publication=5


	Is there a national coordinating body/committee with regard to radiological and nuclear emergencies?
	Emergency Management Service, Ministry of Internal Affairs of Georgia.
	

	Is there an emergency response plan for radiological and nuclear emergencies?
	There is a draft emergency response plan for radiological and nuclear emergencies prepared by the ANRS (also referred by the IRRS Mission). As for the acting legislative framework, the Law of Georgia on Civil Security and the National Plan on Civil Security cover the nuclear and radiological emergency related issues.
	https://matsne.gov.ge/document/view/4243170
https://matsne.gov.ge/document/view/2993918?publication=1


	Does the emergency response plan consider the range of functions required in a crisis? Describe, if applicable. Does it consider the availability of resources and SOPs? The plan should consider the following aspects:

a. roles and responsibilities

b. public communication

c. referral, transport and treatment of large numbers of affected individuals

d. stockpiling of equipment and medication

e. decontamination of people, premises and environment

f. registration and follow-up of over-exposed persons

g. restrictions, evacuation

h. emergency funds

i. exercises organized on a regular basis to evaluate and revise the plan.
	Under the National Plan on Civil Security ensuring chemical and radiation safety is regarded as a function 11 with the idea of designating responsible authorities (main and auxiliary authorities) and establishing main purposes.

Under the draft national plan for radiological and nuclear emergencies SOPs are covered; and the following aspects are regulated:

· roles and responsibilities
· public communication

· referral, transport and treatment of large numbers of affected individuals
· stockpiling of equipment and medication e. decontamination of people, premises and environment

· restrictions, evacuation

· registration and follow-up of over-exposed persons
· exercises organized on a regular basis to evaluate and revise the plan.
	https://matsne.gov.ge/document/view/2993918?publication=1


	Are there multisectoral/interdisciplinary coordination mechanisms with regard to radiation emergency preparedness and response management?

If applicable, describe mechanisms and indicate shortcomings. Coordination mechanisms could involve:

a. Health sector

· National IHR Focal Point

· Hospitals and health care facilities (clinics, laboratories, nursing homes)

· All levels of public health infrastructure (local, intermediate, national)

· Food and drinking water safety services

· Laboratory(ies) for individual monitoring and assessment of radiation exposure in humans 

· Reference health care facilities capable of clinical management of severe radiation injuries and internal contamination.

b. Environmental protection

· National surveillance services for radiological monitoring of the environment.

c. Nuclear regulatory and radiation safety authorities

· Operators of nuclear installations (if any)

d. Emergency services (fire, police, ambulance, medical responders, etc.)

e. Consumer safety, including food and drinking water safety

f. Administrative/political authorities at all levels (local, intermediate, national)

g. Hazardous sites management

h. Meteorological services

i. Points of entry (ports, airports, ground crossings), in particular those designated under the IHR

j. Transport

k. Private sector/industry.
	Out of the aspects given in the description of the question, the following are established:

· Nuclear regulatory and radiation safety authorities - ANRS

· Environmental protection – NEA

· Private sector/industry – according to the legislation, certain relevant responsibilities are imposed over the licensees in case of nuclear or radiological emergency;

· Transport – regulated under the Decree № 72 of the Government of Georgia on the Approval of Technical Regulations – Rules For Transport Of Nuclear And Radioactive Substances.
	http://anrs.gov.ge/Legislation/National-Legislation/saqartvelos-kanonebi/ENG-Transportation.aspx


	In the event of a radiation emergency, could a budget be mobilized to meet additional demands?
	N/A
	

	Is there an audit/evaluation system for exercises/responses?
	Under the draft national plan, it is set as one of the obligations of the relevant authorities
	

	Are their radiation emergency response drills carried out regularly? 
	Drills are organized and carried out regularly in cooperation with the international partners
	

	Are plans for national and international transport of radioactive materials, and waste management including those from hospitals and medical services established?
	Under the draft national plan, the specific chapter is devoted to managing radioactive waste generated as a result of nuclear or radiological emergency
	

	Are there links established with global expert networks, such as WHO’s Radiation Emergency Medical Preparedness and‭ ‬‬‬‬‬and Assistance Network‬‬‬‬ (REMPAN), WHO’s global biodosimetry network of laboratories for radiation emergencies (BioDoseNet), or International Atomic Energy Agency Response Assistance Network (RANET)?‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬
	The process of acceding to IAEA RANET has been launched recently by ANRS.
	


� Food safety legislation should ideally include all roles and responsibilities necessary to meet the objectives and enforce the various elements of food control to prevent foodborne diseases and food contamination.


� Two critical competencies on legislation in the PVS tool are: Critical Competency (CC) IV-1: Preparation of legislation and regulations; and CC IV-2: Implementation of legislation, regulations and compliance. The PVS Pathway mission reports are a good source of information on the state of veterinary legislation in the country. 


� Legislation: state constitutions, laws, decrees, ordinances or similar legal instruments.


� Financing refers to funds and resources identified, allocated, distributed and executed on activities and interventions. It does not take into account costing or identifying how many resources or funds are necessary for the implementation of activities or interventions.


� Funding and a financing mechanism for responding to public health emergencies, which focuses on providing resources to facilitate the surge capacity of the health system and the deployment of interventions that go beyond the routine structure of the health system. This could include legislation in place, such as a public health act and state emergency act. 


� As defined by the country through a set of triggers that declare a situation as a public health emergency.


� Additional information can be used from the following indicators:


D.3.1 System for efficient reporting to Food and Agriculture Organization (FAO), OIE and WHO


D.3.2 Reporting network and protocols within the country


R.3.1 Public health and security authorities (such as law enforcement, border control and customs are linked during a suspect or confirmed biological event)


Relevant sectors include private and public sectors, such as: all levels of the health care system (national, subnational and community/primary public health); NGOs; divisions/activities of other sectors which affect public health, such as ministries of agriculture (quarantine and movement control authority, import/export regulations, disease diagnosis and control financing, zoonosis, veterinary laboratory etc.), transport (transport policy, civil aviation, ports and maritime transport), trade and/or industry (food safety and quality control), foreign trade (consumer protection, control of compulsory standard enforcement), communication, defence, treasury or finance (customs), environment, interior, health, tourism; health, tourism; the home office; media; and regulatory bodies.


� In the human health sector, the assessment should review bacterial resistance to antibiotics. Viral, other non-bacterial pathogen and vector resistance are out of scope, unless integrated in national policies, standards or guidelines. Systems for tracking human tuberculosis resistance are managed through tuberculosis programmes. For food production aspects, all antimicrobials are included.


� Multisectoral indicates a One Health (refer to glossary) approach representative of, at least, human, animal, crops and food safety aspects.


� This assessment focuses on surveillance of AMR levels in human health and animal food production sectors. Surveillance/monitoring of antimicrobial use in humans and animals is another important element of national AMR action plans, and the plans may also include other types of surveillance; however, while these may be discussed during the JEE, they are not part of the rating.


� National Reference Laboratory: the primary function within the AMR surveillance system is to promote good microbiological laboratory practices, including adapting and disseminating microbiological methods, standards and protocols and to facilitate collaboration on all laboratory matters relating to AMR. For sample terms of reference see GLASS guide (Global Antimicrobial Resistance Surveillance System (GLASS): guide to uploading aggregated antimicrobial resistance data. Geneva: World Health Organization; 2016 � HYPERLINK "http://apps.who.int/iris/bitstream/10665/251740/1/WHO-DGO-AMR-2016.7-eng.pdf" �http://apps.who.int/iris/bitstream/10665/251740/1/WHO-DGO-AMR-2016.7-eng.pdf�, accessed 19 December 2017).


� National Coordinating Centre (NCC) for AMR: an institution that has been designated by the national authorities to oversee the development and functioning of the national AMR surveillance system. The NCC will need a structure for surveillance coordination and data management, and collaborate closely with both the National Reference Laboratory and surveillance sites. See GLASS guide (Global Antimicrobial Resistance Surveillance System (GLASS): guide to uploading aggregated antimicrobial resistance data. Geneva: World Health Organization; 2016 � HYPERLINK "http://apps.who.int/iris/bitstream/10665/251740/1/WHO-DGO-AMR-2016.7-eng.pdf" �http://apps.who.int/iris/bitstream/10665/251740/1/WHO-DGO-AMR-2016.7-eng.pdf�, accessed 19 December 2017).


� For the human health sector, attribute P3.3 focuses on infection prevention and control (IPC) in health care facilities, while recognizing that prevention of infection in the community is also critical, through public health mechanisms including improving water and sanitation, and increasing vaccination coverage. IPC programmes in the health sector are recommended to include: development and implementation of evidence-based guidelines; education and training of health care workers; surveillance of health care associated infections; multimodal implementation strategies; regular monitoring, audit and feedback of practices at the facility level and national monitoring with hand hygiene as a key performance indicator; an enabling environment including bed occupancy not exceeding the capacity of the facility; health worker staffing according to patient workload; a hygienic environment including water, sanitation and hygiene (WASH) infrastructure; and availability of IPC materials and equipment. (See IPC Core Components, 2016 (� HYPERLINK "http://www.who.int/gpsc/core-components.pdf" �http://www.who.int/gpsc/core-components.pdf�, accessed 23 November 2017).


� For the animal food production sectors, the focus of attribute P3.3 is on infection prevention that promotes good animal husbandry and aims to reduce the use of antimicrobials in farmed animals and food production. Infection prevention/good animal husbandry plans in the animal food production sectors tend to include promotion of farm hygiene, a vaccination programme, biosecurity measures, appropriate feeding and clean water, and handling of sick animals, to prevent the transmission of resistant bacteria to humans and other animals.


� Zoonotic diseases are those transmitted between and affecting both animals and humans.


� Also see section on Food safety indicators for further information.


� Surveillance refers to diseases on the agreed list of priority zoonoses. If there is no list, it refers to surveillance for diseases on the list of priority zoonoses of the public health sector.


� The indicator refers to the national capacity to detect, assess and respond to zoonotic diseases, and includes consideration of the animal health and human health sector capacity, as well as the collaborative mechanism between them.


9 In this indicator, agriculture ministry refers to that ministry or agency responsible for animal health and production. The agriculture ministry (or other relevant agency) can provide an accurate description of animal demographics within the country and within each administrative unit.


� Refer to the relevant technical area where there is an overlap between one or more technical areas (such as Food safety and Zoonotic disease).


� The National Laboratory System is a collaborative community of clinical laboratories, public health laboratories, and many individual partners who initiate tests and/or use test results (� HYPERLINK "https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2846799/pdf/phr125s20018.pdf" �https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2846799/pdf/phr125s20018.pdf�, accessed 24 November 2017). The same applies to the National Veterinary Laboratory System.


� The indicators refer to the national laboratory capacity for the country.


� Link this technical area with other technical areas that require laboratory testing capacity (such as surveillance, zoonosis, food safety, AMR)


�The national laboratory system should include: 


Ability to conduct at least five of the 10 core tests (see footnote 4).


Ability to transport specimens safely and quickly from 80% or more of intermediate levels/districts to national laboratory facilities for advanced diagnostics.


Ability to conduct high-level diagnostic testing at national laboratories or have agreements with regional networks to ensure testing is available.


Ability to test for antimicrobial susceptibility for priority pathogens in human health and in animal food production.


� Rapid diagnostic test performed and result obtained within 12–48 hours or in a timely manner for triggering and guiding control measures.


� Priority diseases – based on the local epidemiology and as defined in national surveillance guidelines for priority diseases and/or notifiable diseases (refer to Glossary and footnote 4). 


� Transport “system”: Accurately collect and maintain specimen integrity and as written in the SOP.


� There is critical competency in the PVS tool CC II-1: Veterinary laboratory diagnosis. The OIE conducts PVS laboratory missions where the network aspects are evaluated.


� There is critical competency in the PVS tool CC II-2: Laboratory quality assurance.


� The indicator refers to surveillance capacity for the country.


� The surveillance system should include: 


ability to conduct surveillance for at least three core syndromes indicative of a public health emergency;


ability to provide reports and data to high-level public health decision-makers in the country, and feedback to lower levels implementing the control programmes; and


linkages to laboratory and other information systems to provide a complete surveillance representation.


� There is critical competency in the PVS tool CC II-5: Epidemiological surveillance and early detection.


� All questions should be answered to reflect human and animal diseases.


� Need to ensure that animal health officials (FAO and OIE) should be present for this technical area. This is directly related to protocols for reporting mechanisms across agencies in both indicators. 


� Indicator D.3.1 is related to whether the National IHR Focal Point can report (an efficient system exists); Indicator D.3.2 is the detailed structure and procedures behind the National IHR Focal Point and how the National IHR Focal Point gathers information and verifies as part of the reporting process.


� Not all countries will have reported a potential PHEIC to the WHO or reported to the OIE for relevant zoonotic diseases.


� There is critical competency in the PVS tool CC I-1: Professional and technical staffing of the veterinary services; CC I-2: Competencies of the veterinarians and veterinary para-professionals; and CC I-3: Continuing education.


� The indicator D.4.1 refers to a multisectoral public health workforce capacity for the country. This includes primary care service providers.


� In-service trainings offer CPE through face-to-face trainings, blended or e-learning offers, short courses, exercises, and advanced trainings that complement and/or advance knowledge, skills and competencies. These can be offered by national/regional training institutes, universities or national professional bodies and should respond to a nationally agreed CPE programme.


� Field epidemiology training programme: Check Glossary.


� There is critical competency in the PVS tool CC II-3: Risk analysis


� Emergency response plans should be scalable and flexible to address known and emerging hazards, including disease threats. Contingency plans for response to high priority risks should be developed


� Surge capacity is defined as the ability to increase (or conserve) resources in an emergency situation. Surge capacity is often deployed rapidly when routine operating capacities are insufficient to deal with the increased demand for resources in an emergency. Resources include personnel, equipment, supplies, finances, among others. A surge plan for scaling up response operations should be included in the national multisectoral multihazard response plans.


� Emergency response coordination mechanisms may employ an incident management system to fulfil the coordination function.


� The indicator refers to public health emergency operations and health EOCs for the country.


� EOC


The national health EOCs are networked with health EOCs at subnational and local levels, and are interoperable with EOCs in other sectors, including with the National Disaster Management Office.


EOC plans and SOPs describe key structural and operational elements; forms and templates for EOC data management, reporting and briefing; role descriptions and job aids for EOC functional positions (including incident management or command, operations, planning, logistics and finance) and resources including information systems to connect public health decision makers to appropriate data sources;


communications equipment; and


staff that are trained and capable of coordinating an emergency response.


National health EOC plans are in place for functions including public health science (epidemiology, medical and other subject matter expertise), public communications and partner liaison.


There are additional trained staff who can support and replace regular EOC staff on a rotational basis


�Exercises should test the capacity of the emergency operations systems and staff to coordinate a large response to affect multiple communities, by involving multisectoral coordination and mass gathering events where appropriate.


�Functional multisectoral exercises should be held on an annual basis except when the country has conducted major emergency response operations which have tested the system in a real event; additional drills, table top exercises and simulations can supplement the functional exercises.


� If the country has a stockpile of medical countermeasures, it will not be asked to provide a list or formulary.


� Under the IHR capacity assessment framework, only one element of the key components of risk communication – public communication – was assessed. The focus was predominantly on outputs of public communications activities. The revised framework proposed here addresses risk communications outcomes. The framework builds on the existing IHR capacity assessment content, and draws on an evidence-based “logic model” for evaluating emergency risk communication outcomes developed jointly by WHO and Harvard School of Public Health in 2014. 


� Domain 5 (Dynamic listening and rumour management) should be assessed independently as well as in relation to domains 2 (Internal and partner communication and coordination), 3 (Public communication) and 4 (Communication engagement with affected communities).


� While the capacities for this technical area should be available countrywide, the infrastructure does not need to be present in all geographical areas. 


� Indicators refer to detection of and response to chemical events and enabling environment for management of chemical events in place with appropriate legislation, laws or policy and with involvement of multiple sectors.


� In adopting the 2030 Agenda for Sustainable Development, governments recognized the continued importance of sound management of chemicals for the protection of human health, particularly in target 3.9 which is to substantially reduce the number of deaths and illnesses from hazardous chemicals and air, water and soil pollution and contamination by 2030, as well as target 12.4 which calls for sound management of chemicals and all wastes by 2020 to minimize adverse impacts on human health and the environment.


� The SAICM goal is that by 2020, chemicals will be produced and used in ways that minimize significant adverse impacts on human health and the environment. 


� Detection capacity also includes not only surveillance but also the laboratory capacity required for the verification of any events.


� This indicator refers to detection and response to radiological and nuclear emergencies and an enabling environment for the management of radiation events in place with appropriate legislation or policy and with the involvement of relevant sectors (such as environment, transport, trade, tourism, customs, law-enforcement, defence, others).


� Detection capacity includes not only surveillance but also the laboratory capacity required for the verification of any events in collaboration with laboratory networks outside and inside the country.





�აღნიშნული ვფიქრობ არ არის გარე ფინანსური რესურსი, აღნიშნული არის ჯანმრთელობის დაცვის სახელმწიფო პროგრამა „რეფერალური მომსახურება“ პროგრამული კოდი 27 03 03 09 -  სტიქიური უბედურებების, კატასტროფების, საგანგებო სიტუაციების, კონფლიქტურ რეგიონებში დაზარალებულ მოქალაქეთა და საქართველოს მთავრობის მიერ განსაზღვრული სხვა შემთხვევების დროს მოსახლეობის სამედიცინო დახმარება
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