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[bookmark: _Toc68868424]Introduction
The Ministry of IDP from the Occupied Territories, Labour, Health and Social Affairs (MoIDPLSA) is committed strengthening PHC in Georgia and has indicated a 1 June 2021 launch for implementation of the phased strategy to advance PHC in Georgia. To achieve this goal there are critical decision points and actions that must be taken in a short timeframe. If these are accomplished in accordance with the proposed schedule, a phased “pre-launch” of the PHC reform strategy is feasible on June 1. However, without these prerequisites in place, a June 1 launch could negatively impact the intent and success of the reform. Following are proposed activities are to be resolved by the dates indicated to stay on track to achieve this goal by June 1. 

[bookmark: _Toc68868425]Objective
This is a working document to facilitate communication, decision making and implementation. The objective of this document is to: 
1) outline a vision for what is a feasible launch of a PHC initiative on 1 June for agreement with the Ministry and to create clarity regarding expectations and 
2) identify and assign essential decisions/tasks and deadlines to respective working groups
[bookmark: _Toc68868426]Vision
On June 1 the Ministry reaffirms its commitment to strengthening the role of PHC through a concerted process to build skills and increase services at the PHC level (emphasis on process) and announces phased implementation of PHC reform beginning with select identified URBAN providers as follows:
On June 1, the Ministry will announce the selection of the first round of urban Early Adopters who meet the criteria for the preparatory stage (PHC Learning Laboratory/transition phase) of Phase 1A. The selected urban facilities will begin preparations for the full launch of Phase 1A (urban and rural Early Adopters) by implementing priority services under a new contract and payment system (payment system might need special adjustment for transition phase as it should incentivize necessary preparatory actions by these PHC centers) during a transition and development phase. Leaders in PHC/public health will speak publicly about the role of PHC in the health system and the plan to strengthen PHC over time. Additional providers will be added as the program progresses. 
[bookmark: _Toc68868427]Framework 
The WHO proposes a framework comprised of six building blocks that contribute to the strengthening of health systems. Cross-cutting components, such as leadership/governance and health information systems, provide the basis for the overall policy and regulation of all the other health system blocks. Key input components to the health system include specifically, financing and the health workforce. Finally, service delivery and access to essential medicines and technologies reflect the immediate outputs of the health system or the distribution of care. 
[bookmark: _Toc68868428]Working Groups
The building blocks can be used to monitor health system strengthening over time or in the current situation, to facilitate the formation of working groups to support the implementation of the PHC Roadmap to deliver more integrated and patient-centered primary health care. We propose organizing two working groups in line with the WHO building blocks (additional working groups may be created as needed):
· Leadership and governance: health sector policies; harmonization and alignment; oversight and regulation
· Information: facility and population-based information & surveillance systems; standards, tools
· Financing: national health financing policies; benefit and payment system design, costing
· Service delivery: design of services; task distribution; infrastructure; management; safety & quality; demand for care
· Access to essential medical products: norms, standards, policies; reliable procurement; equitable access; quality
· Health workforce: national workforce policies and investment plans; advocacy; norms, standards and data
[bookmark: _Toc68868429]Working Group 1: Governance/Leadership, Financing, and Access to Medical Products
· Lead: [IDENTIFY]
· Working group members: [IDENTIFY]
[bookmark: _Toc68868430]Tasks and activities (include but are not limited to): 
· Confirm criteria for early adopters and identify early adopters
· Selective contracting
· Empanelment/enrollment (from existing list or open for more to be recruited)?
· Legal and regulatory base
· Payment design, costing and budgeting
· Policy Roundtables 
· PHC coordination unit/PHC management
· Infrastructure/procurement equipment/logistics
· Pharmaceutical benefit design

[bookmark: _Toc68868431]Working Group 2: Health Workforce, Training, Service Delivery and Information
· Lead: [IDENTIFY]
· Working group members: [IDENTIFY]
[bookmark: _Toc68868432]Tasks and activities (include but are not limited to): 
· Assess training need and available materials/adapt as needed
· Development of training plan (clinical, non-clinical, management, digital, etc.)
· E-MIS/Data collection and analysis
· Performance monitoring and evaluation framework
· Generate demand for services 
· Communication and patient/community engagement to build trust and increase utilization of PHC as first point of care
· Roundtable/engagement with providers
· Workforce assessment and planning (later)/capacity building
[bookmark: _Toc68868433]Required Tasks Calendar

The following activities are to be resolved by the dates indicated to stay on track to achieve the above stated vision for 1 June 2021.


	Date
	Working Group 1 (Policy)
	Working Group 2 (Workforce/Training)

	Monday  
12 April
	· Agree on vision for June 1 launch of PHC Reform
· Confirm taskforce working groups leads, composition, roles, responsibilities and accountability 

	
	· Review and familiarize with costing, payment design and budgeting for implementation of the new PHC model
· Define/agree on criteria for Phase 1 Early Adopters (e.g. urban providers with catchment of more than 20,000, trained in delivery of priority NCD/ECD services, equipped to provide new services, etc.)

	· Assign point person for mapping existing training materials and plan to assess training needs of Early Adopters

	Thursday 
15 April
	· Hold webinar on costing and budgeting for implementation of the new PHC model
· Complete selection of Urban Early Adopters – PHC providers who will implement the new PHC model with priority service packages (Package A: ECD, Diabetes, Hypertension, CVD management)
· Determine patient list size
· Determine salary
· Determine team composition
· Determine coverage for facility rent and capitation costs (see below)
· Determine coverage for laboratory tests
· Determine coverage for primary package costs (see below)

	


	Monday
19 April
	· Finalize costing and budgeting (only possible AFTER selection of Early Adopters)
· Define roles/responsibilities of Urban Early Adopters (define expectations and contracting terms for participation in initial transition phase)
· Appoint institutions responsible for patient enrollment, financing urban providers under the new module, conducting equipment procurement and providing digital solutions.

	· Present completed map of existing training materials for assessment


	Thursday
22 April
	· Define and confirm enrollment procedure (for general population and patients included in priority service programs) Establish criteria to define patients in catchment area.
· Develop communication strategy

	· Assess training needs and develop a training plan of Early Adapters (digital health/technology, change management, protocols)
· Assess what data are currently available (at PHC, hospitals, different level public health institutions) to support performance of PHC professionals in CVD risk stratification, prevention and management of hypertension, diabetes, COPD, asthma, and early child development  
· Assess current practice of analysis, feedback and use of data for quality improvement, incentives and monitoring of PHC performance at every PHC team, facility, district level.


	Monday
26 April
	· Determine system to make payments for urban (and rural) providers for patients included in the priority package (determine what if any changes in IT, data, payment processing are needed by June 1)

	

	Thursday
29 April
	· Hold first roundtable with Early Adopters
· Identify what regulatory/legislative changes are needed

	· Develop draft report with key findings from the rapid assessment of data collection and analysis and recommendations for improving existing data systems to support PHC performance in the short term. 


	Monday
3 May
	· Complete draft framework for contracting according to selection criteria (ONLY possible if enrolment and payment is decided)
· Prepare new contracting, payment, reporting and verification mechanisms for Early Adopters for Ministries approval, including the motivational payment component for key priority areas: ECD, hypertension, CVD, type 2 diabetes, COPD, asthma
· Implement communication strategy

	· Complete assessment of training needs and develop a training plan of Early Adapters (digital health/technology, change management, protocols)


	Thursday
6 May
	· Establish mechanisms to ensure access to necessary diagnostics for all Early Adopters  
	· Develop monitoring and evaluation framework, tools and mechanisms, including a digital platform for care coordination, monitoring and continuous improvement of services and outcomes evaluation to be used also for RB


	Monday
10 May
	
	· Develop assessment plan to determine what if any procurement is necessary for URBAN Early Adopters for office and home-based service provision under the new PHC model


	Thursday 
13 May
	· Prepare revisions to legal and regulatory base as needed – new national guidelines and protocols, changes to the state health programs, including changes to financing mechanism for the priority services packages and empanelment procedures for the target populations for early adopters
	· Present and discuss findings of rapid assessment of data management/analysis capacity and recommendations with international experts (including Amsterdam WHO CC) and with Ministerial Task Force during policy roundtables 

	Monday 
17 May
	
	· Complete Community Focus Groups (identify perception/understanding of PHC, barriers, expectations, preferences, needs)
· Initiate Training up to 30 Master trainers in delivery of priority services (Package A)
· Develop limited passports of indicators, that will be used for quality improvement circles and incentives for Urban Early Adopter roll out

	Thursday 
20 May
	· Technical solution available for testing of patient enrolment system and providing data for instalments  

	· Electronic Health Information System: Unified Management Information System (E-MIS): testing of e-module for patient flow, e-referral, telemedicine for PHC


	Monday
24 May
	· Launch system to make payments for select URBAN early adopters (for expansion later) for patients included in the priority package

	· Develop communication engagement strategy

	Thursday
27 May
	· 
	· Complete initial training of up to 30 Master trainers in delivery of priority services (Package A)

	Monday
31 May
	
	

	Tuesday
1 June
	· Launch PHC Reform
· Implement community engagement strategy (link to public health) communications/ public awareness campaign 



[bookmark: _Toc68868434]Decisions for cost calculations and budgeting

The goal of the new primary health care (PHC) package revision is to promote a more integrated, comprehensive PHC benefits package inclusive of prevention, diagnostics, chronic diseases management and treatment to meet the health needs of the whole population. The new payment model is intended for use by all providers offering the PHC benefits package in rural and urban settings.  
 The new payment model includes three components: 
1. capitation 
a. to cover all necessary costs for a single practitioner working together with one nurse 
b. to cover costs of laboratory tests that minimally should be available at primary care level
2. motivational component of an add-on payment for key priority areas: hypertension, asthma, COPD, diabetes type 2, CVD and early child health development (ECD) 
3. room rent or capitalization allowance 

An Excel-based costing model was developed to simplify the modelling target population and unit cost scenarios for each cost component (see Appendix 1).

This document outlines the decision points for cost calculations and budgeting under the revised PHC model.
The model lists all cost components and assumptions which are the basis of payment calculations. It gives a possibility to easily assess impact if any of the cost components or assumptions are changed. The following table summarizes the cost components of each payment and indicates the spreadsheet in the Excel model for each component.

Table 1. Cost components included in each payment
	 
	Cost components
	Excel spreadsheet

	Basic capitation
	 
	Minimum costs, payment summary

	Minimum costs for group practice of 5 providers
	Salary, facility-associated costs, medical equipment and medicines for a group practice with at least 5 FD and FN teams
	Minimum costs, premises, Medical equipment and medicines

	Laboratory tests
	Costs of essential PHC-level laboratory tests 
	Tests

	Rent or capitalization costs for group practices
	Rent per m2 for urban providers
	Premises

	Priority services
	 
	NCD summary, child health, payment summary

	CVD
	Laboratory tests and nurse counseling
	CVD

	Diabetes
	Laboratory tests, nurse counseling and eye examination by a specialist 
	Diabetes

	Hypertension
	Laboratory tests, nurse counseling and eye examination by a specialist 
	Hypertension

	Asthma
	Laboratory tests, nurse and doctor counseling 
	Asthma

	COPD
	Laboratory tests, nurse and doctor counseling 
	COPD

	Child health 0-5
	FD and FN preventive visits (including on site and remote visits)
	ECD



[bookmark: _Toc68868435]Capitation

This chapter summarises the decision points that are required to finalise the cost calculations and budget impact assessment. While the capitation model developed aims to be cost based and data were collected to determine the rates; the rates depend on many different assumptions that may be changed according to political decisions. Table 3 summarises some of the assumptions that have the greatest impact on the capitation cost calculations. More details of the defined cost objects and rates included in the capitation can be found in the Excel model sheets Minimum costs, Premises, Medical equipment and Medicines

Table 3. Assumptions for basic capitation
	Baseline scenario
	Assumptions

	Patient list for group practitioner with at least 5 FDs
	2,000? 2,500?

	FD monthly salary (paid to rural providers with taxes)
	927.00

	FN monthly salary (paid to rural providers with taxes)
	685.98

	Working hours/week
	40

	Working days/year 
	242

	Holidays/year 
	24

	Utilities
	Included

	Medical equipment 
	Included

	Medicines
	Included

	COVID-related PPE 
	Included

	Training days
	10

	Specialist services
	Excluded

	Share of OOPs
	0%

	Management staff for group practices with at least 5 FDs
	1.5

	Supporting staff for group practices with at least 5 FDs (speech therapist, dietitian, etc.)
	1.5



The most important policy decision affecting capitation rate, are the size of the patient list, salary levels and team composition:
· What is the acceptable average patient list size? WHO cannot recommend an average patient list size of 2,500, although it may be used temporarily for a defined transition period (e.g., 3 years).
· Every selectively contracted urban provider should employ at least 5 family doctors and 5 nurses. The salary rates for the nurse and doctor are defined according to the level of salary paid to rural providers. Nevertheless, this salary level may not be sufficient to improve service delivery. Also, an agreement should be made that salary levels be adjusted and reviewed annually to consider the increasing role of PHC providers and also medical professionals average salary levels and cost of living/inflation.
· The model also considers that for a team of 5 FPs and nurses, a manager at 1.5 time should also be employed. In addition, the funding accounts for employing support staff at 1.5 time in the form of any kind of healthcare specialist the provider deems necessary. This should be a minimum requirement for all urban providers selectively contracted. 

[bookmark: _Toc68868436]Laboratory tests

The cost of laboratory tests is calculated within the capitation payment. It includes It includes 25 most essential laboratory tests that were defined jointly in collaboration with local experts and WHO expert group. Average market prices have been used for laboratory tests cost calculations (sheet “Tests”).[footnoteRef:2]  Most of these tests are currently available through the UHC program, but others (e.g., HbA1c, albumin, HOMA2) have been added to ensure accessibility for patients with chronic conditions.  [2:  International cost comparisons for laboratory tests indicates that some diagnostic prices are too high. It is evident that market competition has not resulted in lower prices in Georgia, indicating inefficiencies in the health system. Therefore, a move to regulated prices for laboratory tests applied to all PHC providers is highly recommended and basic costing is required to ensure adequate pricing.] 


The following decisions should be made to finance the laboratory tests:
· The list of the laboratory tests included in the package should be confirmed by the PHC board.
· A selective contracting requirement should list the availability of the most essential laboratory tests to the patients with an agreed tariff to each test.
· For rural providers, an agreement should be made with the closest laboratory or urban provider to make the tests available to their NCD patients. Furthermore, a referral process with an agreed patient pathway should be developed. Responsible agency for contracting rural providers should ensure rural patients access to necessary services.
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The rent allowance is currently excluded from capitation calculations. A separate allowance calculation was made which would ensure covering the costs of facility not depending on patients enrolled.  Table 4 summarized the basic room requirements for group practices.

Table 4. Room requirements
	Minimum requirements for PHC service provision

	 
	5 FD and FN group practice

	Name of the room
	Area, m2

	Nurse or doctor’s office
	12x10 

	Procedure room
	36

	Waiting room
	52

	WC
	17

	Auxiliary room
	55

	For group practice of 5, the area may not be less than 280 m2. For every addition FD team after 5 FDs, minimally 40m2 is needed.

	FDs working together shall have at least one procedure room for three FDs.



The following decisions should be made on covering room rent or capitalization related costs:
· Should room capitalization or rent costs be included in the capitation or paid as a separate allowance?
· Should the rent or capitalization prizes be fixed throughout the country or depending on the location? 
· The minimum requirements listed in the table 4 should be confirmed by the PHC board or relevant agency responsible for financing and contracting.
· Filling the minimum requirements should be a part of selective contracting.
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The final list of priority programs included to the program are as follows:
· Cardiovascular Disease (CVD)
· Hypertension
· Type II Diabetes 
· Asthma
· Chronic obstructive pulmonary disease (COPD)
· Early Childhood Development (0-5) (ECD)
The costing model summarises cost calculations for each of the programs under the Excel sheet tab.
These costs are based on the patient and do not depend on whether the provider has a solo or group practice or is in a rural or urban setting. The per capita costs were defined by dividing the cost of delivering the defined services to the target population by the total population in need. Based on the per capita costs for each condition and prevalence in the country, a weighted average capitation amount was calculated for all three NCD conditions (hypertension, CVD, COPD, asthma and type II diabetes).

The model assumes to cover all necessary costs for services that need to be delivered within one year. Note that if the program starts midyear, it should be taken into consideration that services are not covered in full and therefore should aim for a simplified payment design for the transition period (June-December 2021). No decisions on changes to the program should be made in the first year of implementation as continuity is important. This should be further discussed.

The following decision should be made covering priority package costs:
· PHC board accepts the services enlisted in the cost calculations.
· Define and/or accept the coverage targets. 
· Accept/define patient enrolment requirements and procedure.
· Accept/Define minimum data that would be required for feedback on service utilization.
· Develop a system for making instalments for rural and urban providers (also listed above)
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The new payment model aims to exclude specialist services from the PHC payment model. But if the specialist services remain funded through PHC capitation, it would have an additional budget impact of 25 million GEL. This accounts for specialist visits for 8 different specialities - endocrinologist, oculist, cardiologist, neurologist, otorhinolaryngologist, gynaecologist, urologist, surgeon.

· A decision is needed on whether to continue funding specialist care services at PHC level. If yes, a transition period should be defined to exclude specialist care services from PHC package.
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The WHO working group has defined the following upfront investments for the period 2021 to 2023 to train, equip and motivate the PHC providers. This list should be confirmed by the PHC board.

	Description

	· Procure stadiometers and pediatric scales (both stationary and portable) for all PHC facilities implementing the new model of ECD services.

	· Procure and supply parents/caregivers of children from marginalized families with smartphones having video capabilities for remote online and video consultations with ECD and other providers.

	· Train of PHC personnel in new national guideline and protocol for ECD and NCD services and in delivery of ECD and NCD services and care coordination, referrals/counter-referrals following the new protocol.

	· Train PHC personnel, PHC managers, social workers, local government social services and child services unit representatives in effective governance (including coordination, referral and counter-referral for essential childcare services), financing (RBF) and M&E arrangements and procedures.

	· Support the ongoing supervision and monitoring of priority services and its gradual scale up and perform mid-term evaluation of PHC providers - early adopters to provide recommendations/refinements for the national scale up and the final evaluation of the effectiveness of national scale up.

	· Coaches/Master Trainers/Supervisors (25 pers X 24 months)

	· Compensation for travel 

	· Change management costs (lump sum motivational payment for first early adopters)














