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CHAPTER 1. BACKGROUND 
 
1.1 INTRODUCTION 
 

The main objective of the reform of health care system in Georgia is to 
establish a modern and flexible primary health care (PHC) system, which would be 
based upon the principles and the concept generally recognized across Europe. The 
severe health status of the Georgian population, which has worsened during the last 
12-15 years in comparison with either western Europe, as well as the status of eastern 
and central Europe, constitutes the clear affirmation of necessity for such 
transformation and establishment of the efficient model of the primary health care. 
The situation is extra alarming as regards to maternal and infant health care and 
management of tuberculosis, transmissible, parasitical and cardiovascular diseases. 

The poor indicators of the population health status are resulted from various 
factors, including (a) the severe social situation, which disqualifies most patients from 
payment of the cost of medical services, (b) the poor level of the public awareness 
regarding health matters, (c) the lack of confidence of the general public in medical 
experts, etc. Despite the fact that the financial barrier, which reduces the population’s 
accessibility to health care services, is the key factor; however, the mistrust of the 
population in respect of outpatient services is also important. The current obsolete 
physical infrastructure of the network of outpatient clinics and polyclinics is less 
attractive for most patients. The lack of relevantly trained human resources shall be 
also noted. Only a minor part of the personnel engaged within the primary health care 
network has passed the specific training, and the skills and competence of most staff 
in primary care does not comply with the requirements of primary health care. 

Due to all the above, the population actually does not apply to the PHC 
institutions. During the last years, utilization of the public medical services at the PHC 
level has reduced drastically (since 1990 and up to present, application rate per capita 
has reduced from 7-8 visits down to 1.8 visit, and the annual utilization rate per capita 
is even lower in rural outpatient clinics). Such utilization rate of services is the lowest 
across the whole of Europe and Central Asia (according to data of 2002). And the 
target population coverage rate is also low. 

The primary health care reform implemented by the Ministry of Labour, 
Health and Social Affairs with support by donor organisations, considers the various 
activities, through which the new PHC system is to be established. As far as it ensures 
for efficient, fair and even distribution of resources existing in the health care sector, 
therefore, instead of the limited package of medical services, it offers to the 
population the comprehensive and high-quality services, which will be accessible for 
each citizen despite his/her age, gender and social status. 

Primary Health Care as a concept (,,the first point of contact of the population 
with the medical services”) is not a new concept. For more than two decades, it has 
been promoted by the World Health Organisation and thus it is widely known all over 
the world.  
  The way in which service production and provision is organised in PHC is 
specific and different from the overspecialised, fragmented services typical of the 
soviet system. The following aspects need to be considered: 
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a Coverage. PHC is a subsystem intended to provide the first level of services to 
the entire population irrespective of their age, gender and other demographic or socio-
economic attributes. Although certain restrictions may be applied due to limited 
resources, it has by definition an intention to provide unrestricted care (all diseases, all 
life long) to all members of society, with a community orientation. PHC covers not 
only the diagnostic and therapeutic aspects of personal care, but also disease 
prevention, health promotion, rehabilitation, care and all aspects related to the health 
of the community. Also, the PHC coverage is properly articulated with other levels of 
care (that is, patients are referred to hospitals as necessary when the equipment 
required to provide quality of care is not available in any of the PHC settings). 
b PHC team. The persons involved in PHC service delivery are professionals 
who have chosen to work and are specialised in PHC (as opposed to being those who 
were simply just graduated from medical schools and/or ,,failed to become specialised 
in other medical disciplines”). They have different profiles and work as a team, 
usually composed of one PHC doctor and one (or more) PHC nurse(s) who are in 
charge of a defined number of citizens who get voluntarily enrolled with them. For 
populations bigger than that defined number, the ,,basic team” gets repeated in times 
until the total population is properly covered. This PHC teams are in charge of the 
health of that community, for which they need to have specific knowledge, skills and 
competencies reflected in their job descriptions. They are also properly motivated by 
sufficient pay, clear professional career prospects and social recognition to their very 
valuable job. 
c PHC management. The production of PHC services in PHC settings does not 
occur in a ,,passive way” by simply receiving those who seek care. On the contrary, it 
is subject to active management, intended to achieve specific results. This 
management approach is reflected in three dimensions: 
1 the production of the maximum possible quality services through adhering to 
 good clinical and management protocols;  
2 the adherence to community priorities and preferences in tackling the health 
needs  of the community; and  
3 a spirit of efficiency and flexibility in maximising the results obtained with the 
  available resources.  
This managerial approach is supported by a good Health Management Information 
System that permits a process of continuous improvement after careful analysis of the 
team’s performance. A PHC manager (which is different from a simple 
,,administrator”) is required to ensure good results in all PHC activities. He/she should 
have sufficient power to redirect resources if deemed convenient. 
d Physical service delivery settings. The PHC settings are not equal to the 
specialised polyclinics typical of the soviet period. On the contrary, they are purpose-
specific buildings with specific equipment and sufficient consumables designed to 
provide the above mentioned coverage. For reasons of efficiency and rationality, PHC 
premises may combine different sizes and complexity, including mobile units if need 
be. However, the care there provided is always circumscribed within the range of 
PHC (that is, is different from outpatient, specialised care). 
 
 It must be noted for a start that under Georgian regulations PHC facilities are 
separate standing legal entities which are granted full freedom. All publicly owned 
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PHC facilities (that is, the huge majority of them) belong not to the Ministry of Health 
or to the municipalities (as in other countries of Central and Eastern Europe) but to the 
State Department of Property. They are governed according to the Law on 
Entrepreneurs. Some have registered as limited companies as separate entities while 
others have grouped together, e.g. Kakheti Region, where most of the village 
ambulatories have registered as one organisation under the rayon policlinic.  
 The form of management varies between centres, with the larger organisations 
maintaining a rayon polyclinic director as the manager. At other smaller ambulatories 
the doctors manage themselves with some administrative support. The State 
Ambulatory Programme funds administrative staff for each medical team at the 
ambulatories.  
In some PHC centres (ambulatories, which are in association with a rayon policlinic) 
doctors also fulfil the role of managing the centre, and there is no separate 
administrative staff at all. Health care providers  receive financial resources on 
contractual basis from SUSIF, Regional Public Health Department, and other sources. 
Mainly PHC facility managers (chief doctors) hold full responsibility and they are the 
only decision makers on financial expenditures on the facility level.  
 Regarding financial subordination, those facilities that are part of a larger 
polyclinic-ambulatory association report directly to the head of rayon polyclinic. The 
management of policlinic-ambulatory unity assumes responsibility to report to local 
tax inspection, SUSIF, Regional Public Health Department. Also management 
assumes responsibility to collect regularly epidemiological/statistical information (as 
mandated by laws and decrees) and to report to superior bodies.  
 In addition to above mentioned administrative and managerial functions 
include:      
* hiring and firing of staff  
* premises cleaning and upkeep  
* organising additional services to BBP. 
                                          
 There were several proposals for the management of family medicine practices 
in Georgia: independent practices, practices managed by the polyclinic or by a rayonal 
managers attached to ,,PHC Reform Agency”. The distinction between a family 
medicine facility-building, facility as an institution and a general practice  staff only 
(solo/group practice) and a family medicine team (2 staff only, doctor-nurse) is not 
very clear. Different international organisations propose certain organisation and 
management models for family medicine practices, but they are not accepted yet by 
the MoLHSA. 
 
 
 
1.2 DESCRIPTION OF THE COURSE 
 
 The general objective of the management and administration (M&A) course is 
to enable the staff of the new family medicine practices to perform the administrative 
and financial duties that are connected with the provision of the standard package of 
family medicine services to a circumscribed population. The course has been designed 
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on the basis of the “Master plan for Kakheti” developed by the EU supported “Reform 
of the health financing system in Georgia” project. 
 For a proper interaction between the family medicine practices and the public 
purchaser (SUSIF), the Ministry of Labour, Health and Social Affairs (MoLHSA) and 
the Department of Public Health (DPH), representatives of these institutions will also 
participate in (some of) the activities of the M&A course.  
 
The target groups for the M&A course are: 
1 retrained family doctors 
2 retrained family nurses 
3 regional staff of the MoLHSA 
4 regional SUSIF staff 
5 regional DPH staff  
6 national SUSIF staff. 
 
For the year 2006, the following numbers of participants can be expected: 
 
 Kakheti Imereti + Ajara total 
family doctors and nurses 159 119 278 
regional/Ajara MoLHSA 7  21 
regional SUSIF 7 14 21 
regional DPH 10 10? 20 
national SUSIF - - 10 
total 182 143 335 
 
The main subjects of the M&A course are: 
1 legal aspects of practicing family medicine 
2  management of human resources 
3 financial administration 
4 health information system 
 
Learning outcomes of the M&A course: 
 
By the end of the course, the participants will: 
* have developed an understanding of the concepts of management and 
 administration of the new FM practices and know how to introduce them; 
* have an understanding of how to manage staff, facilities, finance, information 
and  quality according to Georgian legislation;  
* be able to perform the administrative and financial duties for the provision of 
the  standard package of FM services to an enrolled population; 
* be able to establish proper relationships with the public purchaser and other 
 governmental institutions. 
 
 The M&A course consists of lectures, discussions, case-studies, exercises, and 
a final test. The emphasis is on the practical side of management and administration, 
not on theoretical aspects. The M&A course will be given to groups of maximum 20 
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participants. That means that the M&A course will be given to approximately 17 
groups in 2006. 
 If the MoLHSA decides to establish the new profession of Primary Health 
Care (PHC) manager/implementer, then OPM consultants should be responsible for 
training such PHC managers, and the M&A course curriculum will be 
reduced/adapted accordingly. However, our master plan calls for self-management by 
the new family medicine practices, with assistance by the existing regional authorities 
(SUSIF, MoLHSA, DPH).  
 
 Four part-time trainers have been selected and trained to teach the M&A 
course almost continuously between May and October 2006. They are practice-
manager-trainers working in different primary care facilities in Tbilisi, but available 
for teaching the M&A course in different regions of Georgia.  
 The syllabus for trainees contains information directly needed for the 
discussions and exercises during the course, but also background information that is 
useful for family medicine professionals. 
Chapter 2 gives an overview of the programme of the M&A course. 
Chapter 3-7 contains information needed during the course, as indicated in the 
programme of the course in chapter 2. During the course, the trainers may hand out 
additional working papers to the participants. The participants should note any ideas 
or questions that cannot be dealt with immediately, for use later during the course or 
afterwards. 
Chapters 3-7 also contain more general information useful for family medicine 
professionals and government officials involved in family medicine that will not 
directly be needed during the course. The syllabus can be used as an “operations 
manual” for the FM practice after the course.  
 
1.3 THE FAMILY MEDICINE PILOT PROGRAMME IN 2006 
 
 During the year 2006, the first groups of retrained family doctors and family 
nurses will return to their work places in Kakheti, Ajara and Imereti that will be 
refurbished and equipped in the framework of donor-supported projects. As from 1 
July 2006, these new family medicine practices will have a special status and a 
separate budget in the State Ambulatory Programme for 2006. 
 The pilot program 2006 expresses the readiness of the Ministry of Labour, 
Healthcare and Social Affairs in order to ensure the consistent and sustainable 
implementation of the primary healthcare reform. Transformation of the system is the 
long-term and complicated process. The activities at early stage of the reform do not 
consider the full reorganisation of the outpatient clinics and polyclinics. The first 
changes will concern the rural outpatient clinics. Start up of the new model of 
provision of medical service in the country and analysis of obtained results will create 
the solid foundation for planning of subsequent steps. 
 By means of foreign investments, several rural outpatient clinics have been 
repaired and equipped in Imereti, Kakheti and Ajara. The personnel engaged therein 
have been re-trained through the specific training programs. Since 2006, 22, 24 and 
15 PHC institutions should be ready for operation in Imereti, Ajara and Kakheti 
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respectively. The re-trained professionals will offer to patients the different and high-
quality service, and that will positively affect their health state. 
 Start up of the rehabilitated entities and study of peculiarities of operation 
thereof is really important for further implementation of the PHC reform carried on in 
the country. Ultimate formation of the primary healthcare model in Georgia shall be 
performed upon consideration of those experiences and hardships gained right at the 
early stages. 
 The overall goal of primary care  reform in general and the family medicine 
pilot programme in particular is the improvement of the health state of target 
population.  
General (long-term) tasks of the pilot programme are:  
* growth of utilisation rate of the primary healthcare services; 
* improvement of the quality of medical services at rehabilitated centres. 
Growth of the utilisation rate of the primary health care services is the crucial task of 
the primary health care reform in Georgia. The utilisation rate is a good indicator of 
how the attitude of the population will change in the nearest future as regards the PHC 
entities and medical services provided by them. 
Specific tasks of the pilot programme are: 
* growth of accessibility and coverage rates; 
* provision of permanently accessible medical services; 
* launch of services focused on patients needs and requirements; 
* raise of the public awareness (knowledge) as regards to health care issues. 
 
Ways for the realisation of the tasks above are: 
* launch of a new model of provision of services, which shall be focused on 
 prevention and health promotion; 
* selection and launch of an optimal model of organisational structure and 
 management of rehabilitated centres; 
* launch of an optimal funding model for institutions considered under the 
program; 
* establishment of basics of the healthcare information system in accordance 
with  operational peculiarities of renovated institutions; 
* provision of the population with information as regards to new services. 
 
Main principles of the pilot programme implementation are: 
* a family medicine team - i.e. a family physician and a general practice nurse - 
will  constitute a major provider of medical services at rehabilitated PHC centres; 
* introduction of a new model of primary health care will be supported by 
 relevantly trained staff, who will provide family medicine centres with 
effective  administration; 
* the funding model will provide a patient with an optimal financial 
accessibility. 
 
Institutions participating in the programme and the target population 
 
 The primary health care institutions of Imereti, Ajara and Kakheti, 
rehabilitated through the financial aid provided by the World Bank and European 
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Union, will participate in the programme and be staffed by re-trained health 
professionals. 
 Within the programme frame, family medicine centres will provide services to 
the population residing within their areas of activity (based the geographic 
accessibility principle). Upon identification of the target population, an institution 
shall be governed by the formal data of the passport system, however, keeping the 
formal statistical data, which is approved by a Gamgeoba or a Sakrebulo. 
 Determination of a number of teams within an activity area is performed 
through the principle as follows: a team of a family physician and a nurse shall cover 
2,000 persons on average. An exception is allowed in cases as follows: 
* in highland and out-of-the-way villages, where a population does not exceed 
the  average standard; 
* when facing a lack of personnel (absence of a physician or a nurse in a team). 
The SUSIF will fund the institutions participating in the program through the 
combined method: by capitation and budgetary source. 
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CHAPTER 2. PROGRAMME OF THE M&A COURSE 
 
2.1 MODULE 1: INTRODUCTION TO THE COURSE; LEGAL ASPECTS OF PRACTISING 
 FAMILY MEDICINE 
 
This module will be given during the first day of the M&A course. 
This module aims to provide an understanding of Basics of Georgian Legislation as a 
tool for achieving delivery of efficient and effective health care. This module 
introduces the key points of a core aspect of Health Legislation.  
 
Objectives: 
 
* Develop an understanding of the Legal acts, Normative Acts, Laws, Codes and 
 Regulations in the Family Medicine Practice.  
* Establish legal relationships and contracts with employees, patients, the public 
 purchaser, governmental and non-governmental institutions. 
* Manage Family Medicine Practice according to the Georgian Legislation. 
 
Learning outcomes: 
 
By the end of this module learners will be able to:  
 
* understand  the Basic Legislation used in PHC; 
* understand patients’ rights and duties;  
* understand the advantages and disadvantages of different legal statuses of 
family  medicine practices; 
* be able to select preferable status for the provision of the standard package of 
 family  medicine services to an enrolled population; 
* understand basic legislation terms and interpret them;  
* understand how to establish public service and other contracts with different 
legal  persons and patients;  
* understand what is lease (rent) contract between the owner of the building and 
 family medicine practices; 
* be able to handle a complaint by a patient; 
* understand legal basis to provide drugs in villages where is no licensed 
pharmacy;  Why may this require legal changes? 
 
Preparation by the trainees: 
 
The trainees should study chapters 1, 3 and 4 of this syllabus before the beginning of 
the M&A course. 
 
 

time subjects training 
methodology 

Monday   
10.00-10.30 pre-test written test 
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10.30-11.30 
explanation about the course; discussion about 
the pilot programme for family medicine in 
2006. 

lecture 
discussion 

11.30-12.00 description of various legal statuses lecture, questions 
12.00-12.15 break  

12.15-13.15 advantages and disadvantages of different legal 
statuses exercise, discussion 

13.15-14.00 lunch  
14.00-14.30 licensing of facilities discussion 
14.30-16.00 contracting issues lecture, analysis 
16.00-16.15 break  
16.15-17.15 patients’ rights case studies 

 
2.2 MODULE 2: MANAGEMENT OF HUMAN RESOURCES 
 
This module will be given during the second day of the M&A course. 
 
Objectives: 
 
* To develop an understanding of the concept of HR management.  
* To introduce HR management in the family medicine practice. 
* Establish proper relationships and contracts with employees, the public 
purchaser,  governmental and non-governmental institutions. 
* To manage staff and quality of provided services according to the Georgian 
 legislation. 
 
This module aims to provide an understanding of human resource management as a 
concept and a tool for achieving delivery of efficient and effective health care to 
reduce the 'effectiveness gap' that exists within organisations, and to offer suggestions 
as to how family medicine personnel might develop such skills in their teams.  This 
module introduces the key points of a core aspect of HR management.  
 
Learning outcomes: 
 
By the end of this course learners will:  
* have developed an understanding of the concept of HR management;  
* have developed an understanding how to perform HR management;  
* have developed an understanding of how to introduce HR management in their 
 practice; 
* be able to establish proper relationships and contracts with employees, the 
public  purchaser, governmental and non-governmental institutions; 
* be able to comply with all requirements concerning HR and the contracted 
health  services at the level of Primary Health Care;  
* have developed an understanding of how to manage staff and quality of 
provided  services according to the Georgian legislation. 
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Preparation by the trainees: 
 
The trainees should study chapter 5 of this syllabus before the beginning of Module 2. 
 

time subjects training 
methodology 

Tuesday   
10.00-10.30 principles of management lecture 
10.30-11.00 organisation of activities of the FM team discussion 
11.00-12.00 measurement of work load exercise 
12.00-12.15 break  
12.15-13.15 job descriptions exercise 
13.15-14.00 lunch  

14.00-15.00 appraisal of staff performance exercise, (case 
studies) 

15.00-16.00 organisation of continuing education discussion 
16.00-16.15 break  
16.15-17.15 outsourcing of non-medical tasks exercise, discussion 

 
 
 
2.3 MODULE 3: FINANCIAL MANAGEMENT 
 
This module will be given during the third and fourth days of the M&A course. 
 
Objectives: 
 
* develop an understanding of the concept of financial management;  
* introduce financial management in the family medicine practice; 
* establish proper relationships and contracts with the public purchaser and 
patients;  
 introduce common terminology used in financial management and to practice 
 developing and interpreting common accounting reports; 
* manage the finances of the FM facility according to the Georgian legislation.   
 
Learning outcomes: 
 
By the end of this module learners will be able to:  
* understand of the concept of the Basic Benefits Package and its financial 
aspects; 
* understand the principles of provider payment methods used in primary care; 
* understand how to perform the administrative and financial duties for the 
 provision of the standard package of family medicine services to a enrolled 
 population;  
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* understand financial terminology, analyse financial data, and read and interpret 
 various accounting statements;  
* establish public service contracts; 
* understand basic accounting terms such as assets, liabilities and shareholders 
 capital; revenue and expenses; direct and indirect costs; 
* be able to develop and interpret a simple balance sheet using raw financial 
data; 
* be able to develop and interpret a simple income statement using raw financial 
 data; 
* understand how to perform financial administration of revenues and 
expenditures; 
* understand how to handle depreciation of the building and the equipment; 
* handle a bank account for the family medicine practice; 
* make a simple business plan; 
* bill (invoice) the public purchaser and patients; 
* report financial and utilisation data to the public purchaser; 
* understand the complex dynamics of the health care industry’s economic 
 environment.  
 
Preparation by the trainees: 
The trainees should study chapter 6 of this syllabus before the beginning of Module 3. 
 

time subjects training 
methodology 

Wednesday   
10.00-10.30 introduction into financial management lecture 

10.30-11.30 financial aspects of the basic benefits package introduction, 
discussion 

11.30-12.00 provider payment methods; payment method in 
family medicine pilot 

introduction, 
discussion 

12.00-12.15 break  
12.15-13.15 types of cost; cost accounting interactive session 
13.15-14.00 lunch  

14.00-16.00 making a business plan and a budget introduction, 
exercise, discussion 

16.00-16.15 break  
16.15-17.15 balance sheet exercise, discussion 

 

time subjects training 
methodology 

Thursday   
10.00-11.00 income statement exercise, discussion 
11.00-12.00 revenues from patients; cash book exercise, discussion 
12.00-12.15 break  

12.15-13.15 preparation of invoices and reports for SUSIF - 
I exercise, discussion 



NFMTC

 15

13.15-14.00 lunch  

14.00-15.00 preparation of invoices and reports for SUSIF - 
II exercise, discussion 

15.00-16.00 depreciation and capital investment exercise 
16.00-16.15 break  
16.15-17.15 paying taxes exercise, discussion 

 
 
2.4 MODULE 4: HEALTH INFORMATION SYSTEM MANAGEMENT 
 
This module will be given during the fifth and last day of the M&A course. 
 
Objectives: 
 
Information collection, processing, and analysis capacity in Georgia is generally weak 
and a regular use of information for the decision making process is not widely 
practised. The goal of this module is to develop the health professionals’ 
understanding of the usefulness of information to support their clinical and 
management decisions.  
 
This module therefore aims to assist FM staff in establishing a management 
information system (MIS) that will enable the FM centres to manage their day to day 
operations, but that will also generate the data for evaluation of the impact of the 
family medicine services.  
Key areas which should be addressed primarily are: 
* invoicing financiers; 
* reporting to SUSIF, National Centre for Disease Control, Department of 
Public  Health  and others, concerned especially with patient registration, tracking and 
 minimum data set; 
* clinical care data that helps to improve the quality of services provided to the 
 individual (population). 
 
Learning outcomes: 
 
Following completion of this module the participants should be able to: 
* understand the importance of establishing appropriate management and 
 communication systems; 
* provide information to support decision making; 
* forecast trends and developments which are likely to affect the organisations 
 objectives; 
* appreciate the need to identify information flows; 
* identify the patterns of management control that apply to different 
management  information systems; 
* analyse their organisation’s requirements for recording and storing 
information; 
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* define information requirements appropriate in different parts of the 
organisation; 
* define the types of data which must be collected to enable management 
 information to be produced; 
* understand the features and uses of database packages in a developed primary 
care  setting; 
* understand the uses of information in project management; 
* understand the use of planning and scheduling techniques; 
* identify the roles played by management; 
* understand the need for training strategies related to information management. 
 
 
Preparation by the trainees: 
 
The trainees should study chapter 6 of this syllabus before the beginning of Module 4. 
 

time subjects training methodology 
Friday   

10.00-10.30 purposes of information management lecture 
10.30-12.00 overview of required data collection introduction, discussion
12.00-12.15 break  

12.15-13.15 how to analyse the performance of your 
practice - I exercise, discussion 

13.15-14.00 lunch  

14.00-15.00 how to analyse the performance of your 
practice - II exercise, discussion 

15.00-16.00 enrolment procedures exercise 
16.00-16.15 break  
16.15-16.45 test  
16.45-17.15 evaluation written and verbal 
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CHAPTER 3. TASKS OF THE FAMILY MEDICINE TEAM 
 
3.1 THE SERVICES TO BE PROVIDED TO THE POPULATION 
 
          The content of primary health care services varies between different countries, 
but always consist of the following global functions: 
- Preventive services. 
- Curative services. 
- Care services including home care. 
-  Laboratory services 
- Public health activities. 
 
          In general, the package of family medicine services can be described as follows: 
* Comprehensive curative care. This means responding to all patients who 
present  themselves with any medical complaint: history taking, examination, 
sometimes  simple  diagnostic tests, trying to reach a (working) diagnosis, and - if 
necessary -  treatment with advice, drugs, a small intervention, etc. Urgent visits 
can also take  place outside office hours. Some patients may require a home visit. In 
 approximately 10% of cases, a referral to secondary care is necessary. 
 Rehabilitation services after secondary care interventions also belong to family 
 medicine.  
* Preventive services for clients without complaints. The most important are: 
 - mother and child care: family planning, growth monitoring, etc. 
 - immunisations  
 - health promotion at individual and community level: smoking, alcohol, 
   nutrition, safe sex, etc. 
 - screening, e.g. for hypertension and other chronic conditions in risk 
   groups. 
 - antenatal, obstetric and postnatal care 
 - genetic counselling. 
* Care services for patients who cannot be cured: patients with chronic diseases 
and  the terminally ill, unless they are hospitalised. Sometimes such care requires 
the  participation of specialised services, but always co-ordinated by the primary 
care  provider. 
 
          Laboratory services can be provided both by the family practice itself or by 
external laboratories. 
 
          Public health activities in the Georgian context consist of: 
- Support and assistance to all activities organised by the regional/rayonal DPH 
and  by the  national Centre for Disease Control during emergencies and epidemics, 
for  research purposes, and for disease control, on the territory served by the FM 
 practice. 
- Support and assistance to the regional/rayonal DPH and the national Centre for 
 Disease Control in the implementation of the immunisation programme for the 
 population served by the FM practice. 
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- Conducting information and education activities on healthy life style for the 
 population served by the FM practice, in collaboration with the DPH. 
- Elaboration and support to municipal and national public health programmes. 
- Certification for employment and insurance purposes; 
 
Five characteristics of family medicine are that it is: 
* Comprehensive: includes cure, care, rehabilitation and prevention; deals with 
all health  problems for  all ages and both sexes; 
* the first Contact for patients with the health care system: no major 
geographical  financial or administrative barriers to access; 7 x 24 hours availability; 
* Context-oriented, which means that it takes social and environmental factors 
into  account; 
* Continuous/longitudinal, “from the cradle to the grave” and for as long as the 
 illness  lasts; 
* the Co-ordinator of all health services for a defined practice population 
including  secondary care services and other primary care services; this includes 
advocacy of  the patient’s interests, a system of gate keeping, a referral system, and a 
central  patient file.  
In English, these are the five C’s. 
   
3.2 ORGANISATION OF THE ACTIVITIES OF THE FAMILY MEDICINE TEAM 
 
          PHC services are delivered by the professions who are specialized in this field. 
The range  of  professionals working in PHC is rather wide and diverse. Professionals 
with a different profile usually work together that enables them to achieve the most 
favourable patient outcomes. In practice, ,,working together” can take many forms: 
* formal team 
*  loose collaboration 
*  group subcontracting to another team 
*  gatekeeper, calling on others 
*  partnership with carers 
          Beyond these options there is the further dimension of core and extended teams. 
The core team is usually composed by one PHC doctor and one (or more) nurse(s) 
who serve the defined number of patients, and this core team is the target group for 
this M&A course. 
          Teams can only work effectively if there is mutual trust and respect between 
members and an understanding of their respective roles and contribution to the task. 
The implication for professional education on team working needs to be considered. 
The development of the multidisciplinary approach during the training contributes 
towards the establishment of an effectively functional team by: 
* Giving the doctor and nurse an opportunity to get familiar with each others 
role 
* Understanding of knowledge basis, aspiration and values that underpin the 
roles  of each health professional 
* Identification the perception of roles of each health professional in relation to 
 other professions. 
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          Team working is not an easy task. Effectiveness can’t be guaranteed by just 
accumulating technical competencies of various professionals in the frame of one 
more or less formally recognized organisational structure. The more extended the 
team, the greater the need for coordination and good communications, and the greater 
the leadership challenge. The organisational form of team could vary from ,,core” to 
,,very extended” depending on health needs of individual patients and community, 
competences of ,,core” members, geographic location of practice in terms of 
availability of other services in the area. 
          As above mentioned, the key function of the family medicine team is a delivery 
of PHC services to the defined group of population. Ideally those services are 
comprehensive, of high quality, responsive to the population health needs and comply 
with other key characteristics of family medicine (continuity, coordination, etc.) 
Functional arrangements to ensure comprehensiveness and high quality implies the 
developing of competency framework for primary care team. Certain competencies 
(knowledge, skills and attitudes) are required within the family medicine team in 
order for it to effectively carry out its role within a real and changing environment. 
Competencies therefore define what collectively the people within the team will need 
to bring to their jobs or develop in order for the team to perform effectively. From the 
one hand competencies are influenced by the role of the health professional and 
specifics of the job she/he performs in the organisation. The process of restructuring 
of PHC system will lead to the need to the need of redefining the roles of health 
service providers and designing new jobs. The design of new roles and therefore jobs 
involved determining which competencies can and should sensibly be built into a 
single role. The guiding principles in this process are: 
- Designing jobs which enable a single job holder to be accountable for 
achieving  significant outcomes; 
- Designing jobs which have an acceptable workload, provided that the job is 
held  by a competent and motivated individual; 
- Designing jobs which provide the job holder with a good balance of work in 
terms  of variety, routine, challenge and development; 
- Designing jobs to which it should be possible to recruit-that is, ones which do 
not  call unlikely combinations of competence or combinations which will be 
difficult  for individual job holder to develop; 
- Designing jobs which enable people to build new competencies and which 
 therefore provide sensible stepping stones in terms of career development and 
 succession planning. 
          A family medicine team must plan and organise its activities in an efficient way 
with a clear distribution of responsibilities among the various team members. This 
includes criteria for visiting acute and chronic patients at home and a schedule for the 
provision of services after office hours and during holidays. 
         Tasks in the fields of financial administration, data collection and reporting will 
be discussed in chapters 6 and 7, respectively.   
          The family medicine practice must establish good channels of communication 
with the population it serves. This is important for health promotion activities, for 
enrolment of clients, and to make clear what the practice and the population can 
expect from each other. 
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CHAPTER 4. LEGAL ASPECTS 
 
4.1 LEGAL STATUS OF THE FAMILY MEDICINE PRACTICE 
 
          Legislation is divided into Legal Acts, Normative Acts, Codes and Regulations.  
A legal act is an act, binding for execution, adopted (issued) by an authorized state 
body (official) or a body (official) of local self-government (government) in 
accordance with the rule defined by the legislation. Examples of legal acts are the 
Health Care Law and the President’s decree on the activity of the SUSIF. 
A normative act is a legal act, adopted (issued) by an authorized state body (official) 
or a body (an official) of local self-government (government) in accordance with the 
rule defined by the legislation, that prescribes a general rule for permanent or 
temporary and recurrent application of this act. Examples of normative acts are the 
Constitution of Georgia, international agreements or treaties of Georgia, and Orders of 
the MoLHSA that are registered with the Ministry of Justice. 
A code is a systematised law, comprised of the legal norms that regulate particular 
(uniform) social relations. The Civil Code regulates all the key issues from a person's 
birth until his death (and, often, post-mortem issues as well). So, the utmost 
importance of this statute is self-evident. 
 
          People think that a Legal Person is a simple person, but that is not right. A legal 
person is an organised entity, created for the accomplishment of a certain object and 
having its own property under its ownership that is independently liable with its own 
property, acquires rights and duties in its own name, makes transactions and can sue 
or be sued. A legal person must be organised just like a corporation, based on 
membership, dependent or independent upon the status of its members, and engaged 
or not engaged in entrepreneurship. 
 
          What is a difference between Legal Person of Private Law and Legal Person 
of Public Law? 
A Legal Person of Public Law is a State Body, financed from the National Budget. 
Examples of such organisations are the Entrepreneurial Management Agency and 
SUSIF. 
A Legal Person of Private Law is an organisation that is not financed from the 
budget and has its own revenue. The goal of such organisations is to make a profit, so 
these organisations can be considered as businesses. The case of Legal Person of 
Private Law is regulated by the Civil Code of Georgia and by the Law on 
Entrepreneurs.  
The Law on Entrepreneurs regulates all issues regarding of Legal Person of Private 
Law. A legal person whose object is entrepreneurial (commercial) activity must be 
created in accordance with the Law on Entrepreneurs. According to the Law on 
Entrepreneurs, Legal Persons of Private Law are the following organisations: Sole 
Trader; Partnership; Co-operative; Joint Stock Company (JSC); Limited Liability 
Company (LTD),  Concern. 
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Sole Trader 
The Sole Trader is the most common form of business enterprise everywhere in the 
world. They are the smallest form of business unit and can be found in almost every 
street and market (market stall, newspaper seller, tobacconist, restaurant, etc). They 
are owned by one person and that person takes all the risks and, of course, all the 
profits.  
 
Partnership 
Partnerships are legal entities usually having special laws relating to their operations. 
Partners agree to share their risks and rewards. Partners can have different percentages 
of ownership in the business and there are also “sleeping” partners who only invest 
money in the business but do not take part in its daily activities.  
 
Co-operative 
Co-operatives are similar to Partnerships except that the ownership is with the 
customers only. Many building societies (organisations set up to make long-term 
loans to house buyers) are Co-operatives owned by the people who have deposited 
money or who hold life policies. 
 
Limited Liability Company (LTD) 
After Sole Traders, this is the type of business enterprise most seen around the world. 
LTD has shareholders and sometimes a supervisory board. A supervisory board is not 
compulsory for a LTD. Shares in the company cannot be sold without the agreement 
of the shareholders who hold the majority of the shares. 
 
Joint Stock Company (JSC) 
A company in which there are more than 60 partners cannot be established as a LTD 
but must be established as a Joint Stock Company. A JSC has shareholders and it 
must have a supervisory board. Like a LTD, shares in the company cannot be sold 
without the agreement of the shareholders who hold the majority of the shares.  
 
          Despite the legal status of most health care organisations being Limited 
Liability Company or Joint Stock Company,  pursuant to the Order of 1999 of the 
President of Georgia, the legal owner of such organisations is the state, in most cases 
the Mayor’s Office or the Entrepreneur Management Agency. In this case, the state 
acts as a partner, as it owns the technical part (buildings), although the Board of 
Directors of the Health Care Organisation manages hospitals, clinics, ambulatories 
and polyclinics. The Board of Directors is available for the society, as it is involved in 
day-to day operations of the organisation and is engaged in extensive transactions 
with the society.   
          Organisations implementing primary health care activities in Georgia function 
as ambulatories and/or polyclinics. However, we encounter exceptions such as 
polyclinic-ambulatory unities. Such kinds of health care organisations are often 
established in regions, where polyclinics and ambulatories operate together. 
According to the Law on Health Care, Article 53, paragraph 1, polyclinics and 
ambulatories are health care organisations. A health care organisation is a legal person 
of private law, which, as stipulated, carries out health care activity. Article 57 points 
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out that health care organisations are divided into two parts: Legal Person of Public 
Law and Legal Person of Private Law. For example, SUSIF and the National Institute 
of Health & Social Affairs are Legal Persons of Public Law, but almost all hospitals 
in Tbilisi are Joint Stock Companies or Limited Liability Companies. 
 
          What is a Non-entrepreneurial (Non-commercial) Legal Person? 
          A legal person whose objective is not entrepreneurial activity may exist as a 
union (association) or as a foundation. Entrepreneurial activity that is of an auxiliary 
nature and serves to accomplish a common goal does not alter the (fundamental) 
nature of a non-commercial legal person. The distribution of profits resulting from 
such activity among members of a union or among contributors to a foundation shall 
not be allowed. They can receive money (revenue) as a salary. All non-entrepreneurial 
organisations are Non-Governmental Organisations (NGO). 
A Union (= Association) is a legal person in which a number of persons set a 
common goal, and its existence is independent from changes in its membership. At 
least five founding members shall be required to constitute a union. Each person 
(doctor, nurse, patient, etc.) can be a member of a union. 
A Foundation is a legal person in which one or more founders transfers a special 
property to the ownership of an independent subject having no membership, for the 
accomplishment of a useful, common and public purpose.  
A Union is the preferable form for PHC organisations. 
Unions are subject to registration by a Tax Inspection; Foundations must be registered 
with the Ministry of Justice. 
          The organisation and structure of a Union and a Foundation shall be regulated 
by a charter: 
- The right of leadership (direction) is vested in the members of the governing 
 board and, in individual cases, in special representatives, and this 
simultaneously  becomes their duty.  
- Limits on the leadership shall be defined by the charter in accordance with the 
 objectives of a union or a foundation.  
- The charter may provide that one person will exercise all authority 
individually, or  it may establish joint direction by two or more persons. 
- The charter may provide whether the engaging in some activities requires the 
 consent of other controlling bodies. 
- The governing board represents a Union or a Foundation in its relations with 
third  persons. The charter shall regulate whether the persons given representational 
 authority may act individually, jointly between some of them, or jointly 
between  all of them. 
- Representational authority may be limited by the charter. These limitations 
shall  have legal force vis-à-vis third persons only if the limitations have been 
recorded  in the register, except where the third persons knew of these 
limitations. 
 
          There is a special norm about a Union: the Governing Board admits members to 
the Union on the basis of written applications by interested persons, or in other cases 
provided for in the charter. 
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          The charter of a foundation must include minimum amount and type of 
contributions and Instructions on use of the amount. We do not need it in case of 
association.  
 

Special Norms on Unions 
 

Governing Board 
1. The Governing Board shall be elected by the [General] Meeting of the 
members for a term of four years, unless otherwise provided for in the charter of the 
entity. After expiration of this term, the powers of the Governing Board remain 
effective until the election of a new Board. The charter of the union shall also 
establish rules regarding the remuneration of the members of the Governing Board. 

2. Decisions on election of members to the Governing Board may be revoked at 
any time. The charter may provide for significant grounds related to the revocation [of 
the authority of Board members]. 

3. If the Governing Board has fewer than the minimum number of members 
required by the charter, then the court may designate members from the same union 
[to occupy the vacant slots] during a transitional period. In this case, the members of 
the Board shall call a General Meeting of the members of the union to make the final 
decision on Board membership. 

 
General Meeting of the Members of a Union 
1. The General Meeting of the members is convened by the Governing Board at 
least once per year, or when the union’s interests so require.  A General Meeting may 
be convened by the written request of one-tenth of the members, which shall indicate 
the agenda of the meeting. 

2. Each member shall be notified of the convening of the Meeting either in 
writing or by the publication of a notice in the printed periodical of the union no later 
than two weeks before the Meeting. 

3. The Meeting of the members makes decisions on all matters outside the 
competence of the Governing Board.  A decision of the Meeting is valid only when an 
entry with respect to that matter appeared on the agenda included in the notice at the 
time of calling the Meeting. 

4. A decision of the Meeting is made by a majority of the votes of members 
present and a decision on alteration of the charter by a majority two-thirds of such 
votes.  A majority of four-fifths of the votes of all members of the union shall be 
required to alter the purpose of the union.  Members who cannot be present at the 
meeting may submit their votes in writing.  Such members shall have equal status to 
the members present at the meeting [i.e. for purposes of quorum and voting]. 
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Commissions 
The General Meeting of members may establish commissions in accordance with the 
charter, and delegate to them the powers of the Meeting during periods between the 
Meetings, especially for supervising the activities of the union.  Only members of the 
union may be members of such commissions. 
 
Advisory Bodies 
In the process of carrying out the objectives of the union, the General Meeting of the 
members may establish special advisory boards, if so provided in the charter. A 
person who is not a member of the union may be a member of such an advisory 
group. 
 
Union Membership  
1. The Governing Board admits members to the union on the basis of written 
applications by interested persons, or in other cases provided for in the charter. 

2. Each member is entitled to withdraw from the union.  The charter may provide 
for a certain period of time for withdrawal, which period may not exceed one year.  If 
a member seeks to leave the union for a legitimate reason, then there is not a 
requirement for a period of time for withdrawal. 

3. Membership may not be transferred to or inherited by other persons unless 
otherwise provided for in the charter. 

4. In such cases as may be provided for in the charter, or if significant grounds 
exist, the General Meeting of the members may expel a member from the union.  The 
expelled member may file an appeal against the decision to expel him with a court. 

5. If a union serves a significant function in meeting the vital social or other 
needs of a person interested in joining, then such person is entitled to demand 
admission to the union, unless his admission would contravene the fundamental 
principles of the union. 
 
 
Special Norms on Foundations 
 
Foundation for Recipients 
The objective of a foundation, in addition to the objectives defined in paragraph (3) of 
Article 30, may also be the support of certain persons or specifically defined groups of 
persons. All persons who are entitled to receive a share from the property of the 
foundation (recipients) may, subject to the consent of all members of the Governing 
Board, dissolve the foundation or alter its objective, provided the Ministry of Justice 
agrees as well. 
 
 Obligation to Contribute to a Foundation 
1. A founder (founders) shall assume liability, in the form of a notarized 
document creating the foundation, to contribute property to the foundation in the 
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amount required to accomplish the purpose of the foundation. If the property is 
inadequate, the registration of the foundation shall be refused. 

2. Refusal to transfer the [indicated] property to the foundation may occur at any 
time before registration of the foundation.  Within one month after registration, the 
property shall be transferred in full; otherwise the registration shall become invalid. 

3. The objectives of the foundation shall be financed from the income derived 
from its property, unless otherwise provided for in the charter. If for a certain period 
of time this income is not sufficient, then the activity of the foundation shall be 
reduced or suspended, and the income shall be added to the property of the 
foundation. 

4. A report on the condition [state] of the property of the foundation shall be 
prepared annually, in an appropriate form. 
 
Supervisory Body 
1. The charter may provide for establishment of a Supervisory Body (Board of 
Trustees), the members of which are selected by the Founders of the foundation, for 
the purposes of appointing, recalling, and supervising the Governing Board and 
special representatives.  After the death of the Founders, new members may be added 
to the composition of the Supervisory Body, by the Recipients or within the limits 
defined in the charter (rule of “co-optation”). 

2. In all other cases the Ministry of Justice ensures that the foundation is 
administered according to the law and its charter. The Ministry of Justice may obtain 
information on the activity of the foundation and examine its documentation. 

3. The Supervisory Body (Board of Trustees) may suspend, declare invalid or 
demand revocation of the decisions and undertakings of the Governing Board if they 
contravene the law or the foundation’s charter. 

4. The Supervisory Body ensures that the appointment of the Governing Board 
and other bodies conform to the charter. If the charter fails to regulate these relations, 
the Supervisory Body may issue additional instructions. 

 
Alteration of the Object of a Foundation 
If the purpose of the foundation cannot be accomplished without Recipients, or if 
other grounds for the liquidation of the foundation exist, then the Ministry of Justice 
may, provided the charter does not otherwise address this issue, demand the alteration 
of the purpose of the foundation instead of liquidation, or the Ministry may, 
preserving the similarity with the initial purpose, carry out the merger of the 
foundation with other foundations; and if any of the Founders is alive, his consent 
thereto shall be required. 
 
4.2 LICENSING OF A FAMILY MEDICINE FACILITY 
 
Issues regarding to licensing are regulated by: Law on “General Procedures for 
granting business licenses and permits”; General Administrative Code; Law on 
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“Licensing of Medical and Pharmaceutical Activities”; Law on Health Care; decree of 
President of Georgia (#564, 1.10.1999); decree of Ministry on Labour, Health and 
Social  Affairs #132/n - 5.10.2000), (357/n, 24.12 2004). 
 
According to the Law on Health Care, pursuant to paragraphs 1, 2 of article 54, the 
Ministry of Labour, Health and Social Affairs provides the license authorizing the 
health care organisation to run medical activity. Pursuant to article 56 of the same 
law, a health care organisation is not allowed to run medical activity in the absence of 
licensing.  
 
The Law on “General Procedures for granting business licenses and permits” 
determines the regulations related to licensing of health care organisations (policlinics 
and ambulatories). This Law regulates relationships connected with granting business 
licenses and permits throughout the territory of Georgia, provides an exhaustive list of 
activities subject to licenses and permits, defines administrative authorities 
empowered to grant licenses and permits, sets out the rules of granting, amending, 
suspending, renewing and cancelling licenses and permits. 
For the purpose of this Law, the term of License means: the right which is granted to 
a person by an administrative agency through its administrative act, under which such 
person may implement business activities envisaged by this law for an indefinite time 
and under the conditions specified by law. 
If the license holder fails to meet the legally prescribed license conditions, the license 
issuer may make a decision on the suspension of license. The decision of the license 
issuer on the suspension of the license shall be taken based on the procedure, which, 
under this Law, is applicable to the granting of license. To cancel a license means to 
invalidate or terminate a decision in the granting of license under the General 
Administrative Code. According to this Law, article 6, body of licenses issued for 
medical and pharmaceutical activities is the Ministry of Labour, Health and Social 
Affairs of Georgia. 
Issues regarding to licensing is also regulated by the Law on “Licensing of Medical 
and Pharmaceutical Activities” (8.05.2003). This law, like the Law on “General 
Procedures for granting business licenses and permits” regulates the list of medical 
and pharmaceutical activities that require a licence. It defines authorities empowered 
to grant licenses and permits, sets out the rules of granting, amending, suspending, 
renewing and cancelling licenses and permits. Also this Law (Article 4) defines 
exhaustive list of medical activities that need licensing.  
 
Documentation to be presented to acquire a license: 
To acquire a license in medical activity, a license applicant shall present a written 
application to the license issuer, accompanied by: 
* “Passport” of the health care organisation (family medicine practice, 
 ambulatory, polyclinic) 
* Hygienic certificate from the Department of Public Health 
* Information (State Certificate) about the doctors, who will be involved in the 
 practical process.  
The Ministry of Labour, Health and Social Affairs makes all decisions according to 
the Law on “General Procedures for granting business licenses and permits”.  
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The Law on Health Care regulates the licensing of continuing medical education. 
The Law on Health Care (article 16): Certification of medical personnel and licensing 
of health care organisations are the mechanisms of state for management the health 
care system. Pursuant to the same law, while rendering certificates, the State 
guarantees that the person possessing the certificate can carry out independent 
medical activity in compliance with professional standards present in the country.  
 
Georgian legislation about drugs and pharmaceutical activity includes the 
Constitution, the Law on Pharmaceutical Activity, and normative acts.  
According to Law on “Drugs and Pharmaceutical Activity”, item #34, a pharmacy, as 
a medical institution  is eligible to:  
a)  Accomplish retail and wholesale of medicines; 
b) Open branches of pharmacy that will sell or distribute only over-the-counter 
 drugs. All branches are covered by the licensing. 
By Georgian legislation, a pharmacy is a medical pharmaceutical institution or 
establishment that with the “State Grant Permission” accomplishes purchase of 
medicines, medical appliances, as well as drug preparations; controls, stores and 
distributes them; and records relevant information.  
To prepare medicines in a pharmacy and also release them from the pharmacy and its 
branches is the right of specialists with pharmaceutical education, but medicines 
which need a prescription can be released only by the specialists with high 
pharmaceutical education. 
Medical facilities are provided by the pharmacy which is under their structure or 
works by contract. This is the case when medical facility signs the civic contract with 
pharmacies. 
Hospitals providing care to inpatients cannot sell medicines. The hospital’s pharmacy 
disseminates pharmaceutical information and - with the medical doctor - takes the 
decision about prescription, provision and use of drugs. 
 
What we can do when we do not have drugs in villages where there is no licensed 
pharmacy? At present, the only legal way to provide medicines in villages is to bring 
them from a central pharmacy by the provider, but as far as we know it is impossible 
in our reality and related with a lot of problems. To solve this problem changes in 
legislation should be made. Politicians are said to be sympathetic to such changes if 
they understand that this helps people in rural areas without additional costs. 
 
4.3 CONTRACTS 
 
4.3.1 Principles of contracting 
 
Why do we need contracts and what are their main characteristics? 
A contract is an agreement made between two or more parties with the intention of 
creating a legal relationship, enforceable by law. If it contains the essential elements 
of a contract, neither party may escape from its effect other than by mutual consent. 
All contracting parties have legally binding obligations to fulfil its conditions. 
Therefore the parties must carefully consider whether to conclude a contract and each 
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contract must be carefully prepared, otherwise the result might be undesired and 
costly.  
There are many types of contract but the most important are: 
* labour contract (between an employer and an employee) 
* civil contract: regulates all relations between parties regarding civil cases; civil 
 cases are: pledge, debt, insurance, lending, mortgage, lease, donation, banking, 
 usufructuary, rental, etc. 
 
Legal obligations are divided into contractual and non-contractual obligations. The 
advantage of such kind of division is that contractual obligations are regulated not 
only by law, but also by the bilateral agreement. However, non-contractual 
responsibility is regulated only by the law or is determined by the motivation of one 
party.  
 
We have two kinds of contracts: Written form of contract and Oral contract. It is 
obvious that the contract between two companies regarding a lease must be in written 
form, but when we buy something in the shop it is an oral contract between us and 
seller. Written form is also the contract between an inpatient and the doctor, but the 
contract in which the parties are an outpatient and a doctor is an oral agreement.  
 
According to the Civil Code of Georgia, subjects of private law (JSC, LTD, etc.), in 
the framework of law, are authorized to freely make agreements and determine the 
contents of the agreement. They are authorized to make all kinds of agreements with a 
third party.   
 
The basic components of a contract which are necessary are: 
* intention: for a contract to be valid the parties must intend that a legal 
 relationship is established by the agreement. 
* offer and acceptance: the essence of a contract is that there should be an 
 agreement between two parties. An agreement is reached by one party making 
an  offer and the other confirming its unqualified acceptance. The contract is 
brought  into being by the communication of the acceptance. 
* legality: the contract must not have been enforced for illegal or immoral 
purpose.   
As mentioned above, the legal form of most health care organisations is LTD or JSC 
(legal person of private law) and as such the representative of such kind of 
organisation (usually the general director) is entitled to draw up all kinds of contracts 
which are not against the law.  
 
The rest of the conditions of the contract are established by the parties, who later 
ratify the contract by signing it.  
 
For employment contracts, see section 4.3.5. 
 
4.3.2 Contract between SUSIF and family medicine practice 
 



NFMTC

 29

The legal base of the relation between the SUSIF and an independent family medicine 
practice is an agreement. The subject of this agreement is the mutual rights and duties 
of the two parties with regard to the provision of family medicine services in the 
course of the year 2006. The agreement presented in Annex C is a draft that has not 
yet been approved officially. Major items of the contract are: the rights and 
obligations of the family medicine practice, the rights and obligations of the SUSIF, 
price and terms of agreement, and the article on force-majeure. 
 
4.3.3 State procurement 
 
It is worth mentioning that there is also the Law on State Procurement, which 
stipulates the legal, organisational and economic principles of the state procurement 
implementation. Rules stipulated by the law cover all kinds of state procurement, 
except state procurements related to “State Secrets” determined by the law “On State 
Secret”. 
According to the law, the purchaser organisations (governing bodies of Georgia, 
Abkhazia and Autonomous Republic of Ajara, public institutions such as SUSIF, and 
other institutions and enterprises), who are funded from the state budget for 
purchasing goods and services, are enabled to carry out procurement on the bases of a 
tender. 
Health care organisations willing to offer medical services to the purchaser are able to 
participate in the tender; this will also apply to the new family medicine practices. 
After a successful tender, a contract is made between the purchaser organisation and 
the winning health care organisation, in accordance with conditions determined in the 
tender proposal. Subsequently the health care organisation provides various medical 
services.  
 
4.3.4 Lease and rent 
 
The legal owner of hospitals, clinics, ambulatories, polyclinics and the new family 
medicine practices is the State (in most cases the Mayor’s Office or the Entrepreneur 
Management Agency). In this case, the State acts as a partner, as it owns the technical 
part (buildings), although the Board of Directors of the health care organisation 
manages hospitals, clinics, ambulatories and polyclinics.  
According to the Civil Code of Georgia, parties of a lease agreement are the lessor 
and the lessee.  
In this case, the lessor is the State, and the representative of  the State is the manager 
of the health care organisation who regulates obligatory items for the lessee. The 
lessee is a natural or legal person, who wants take property by lease (rent). 
Under a lease contract, the lessor is bound to transfer the specified property to the 
temporary use of the lessee. The lessee is obligated to pay to the lessor the stipulated 
lease payment. Minimum price of payment is determined by the State, but the 
manager can add to the price. The lessor is obliged to transfer to the lessee the rented 
thing in a condition suitable for the use specified under the contract, and to maintain 
this condition during the term of the rental contract. 
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According to Georgian legislation (decrees of the Ministry of Economy, Decrees of 
the head of the Management Entrepreneurial Agency), parties should follow certain 
rules when drafting a lease agreement: 
a) the Supervisory Board should agree in written form; 
b) the Manager of the company should send a letter of request plus the minutes of 
the  supervisory board to the owner of company (Entrepreneur Management 
Agency); 
c) after review of the letters from the company, the Agency must send an answer 
 regarding the lease (rent) to the company (hospital, ambulatory, polyclinic); 
d) the company is obliged to announce a statement regarding the rent in a public 
 newspaper; 
e) the statement must include the following items: 
 - price of rent; 
 - place of rent; 
 - financial statement; 
 - statement regarding the participation in the tender. 
f) after announcement in the newspaper, the interested person should apply to the 
 lessor company with above-mentioned document; 
If all terms from the lessee person are acceptable for the lessor company, they should 
compile the lease agreement. The maximum period of a lease agreement is 10 years. 
 
It is not clear at the moment if the new family medicine practices will require a lease 
contract with the owner of the building. This depends on the legal and organisational 
model for family medicine practices that will be chosen by the Government. 
 
4.3.5 Employment contract 
 
The Labour Code of Georgia regulates the process of employment, pursuant to which 
the labour contract is an agreement between an enterprise (organisation) and an 
employee. 
In a labour contract, the parties are:  
* employer (representative of the health care organisation, as indicated in the 
 charter; usually the general director of the organisation); 
* employee (worker of company). 
The Labour Code of Georgia regulates the process of hiring employees, pursuant to 
which the labour contract (article 16) is an agreement between employer of enterprise 
(organisation) and employee. 
According to the mentioned law, the administration of the organisation is obliged to 
provide the employee with appropriate working conditions, including agreed salary. 
An employee, in his turn, is obliged to fulfil the duties in compliance with the field of 
specialization, qualification and position, and obey inside regulations and terms of the 
contract.   
The (general) director of the organisation is entitled to draw up a labour contract. The 
contract might be made: a) with an unlimited term; b) with limited term not less then 
3 years and c) upon fulfilment of a particular work; 
Major items in employment (labour) contracts are: 
* subject of the contract (position of employee, working hours, working days); 
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* rights and obligations of the parties; 
* salary (wage) of the employee; 
* force-majeure. 
The contract should contain a detailed job description of the employee.   
The rest of the conditions of the contract are established by the parties, which later are 
ratified by signing by the parties.  
 
 
4.4 HEALTH    LEGISLATION 
 
4.4.1 Overview of main health care laws 
 
Since 1995 to date, several laws concerning the Georgian health care system have 
been adopted. For the regulation of the health care system, a few articles from the 
Constitution, the Criminal Code and other laws are also relevant. 
The laws and main orders related to the health care field are:   
* Georgian Constitution; 
* Law on Health Care; 
* Law on Physicians Activities; 
* Law on the Rights of Patients in Health Care; 
* Law on Drugs and Pharmaceutical Activity; 
* Law on Transplantation of Human Organs; 
* Sanitary Code of Georgia; 
* Law on donorship of blood and its products; 
* Law on Psychiatric Care; 
* Law on Medical Social Expertise; 
* Law on Veterinary Service; 
* Law on Prevention of AIDS; 
* Law on Narcotic Means, Psychotropic Substances, Precursors and Narcologic 
 Care; 
According to these laws, approximately 100 normative documents have been adopted. 
Georgia has joined important European Conventions in health care. 
 
Georgian Constitution 
Article 37: Everyone has the right to enjoy health insurance as accessible means of 
medical care. In the circumstances determined by law free medical care is provided. 
The State controls all health institution and the production and distribution of 
medicines.  
 
Law on Health Care  
This law regulates the relations in the field of health care between the state power 
bodies and physical and legal persons. The Law consist of chapters concerning: 
Citizens’ right in health care; Financing; Organisation and management of the health 
care system; On awarding medical and pharmaceutical personnel the State Certificate 
and State License; Medical activity; Medical institutions; Medical and pharmaceutical 
activity; Medical technical devices and medical technologies; Psychiatric care; The 
State sanitary surveillance and hygienic rate-setting; Control of diseases; Protection of 
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citizens’ health during extraordinary situations (disasters and technical catastrophes); 
Professional diseases; Medical education; Professional responsibility of medical 
personnel and medical institutions; Biomedical research; Removal and use of human 
organs, parts of organs and tissues. 
 
Law on the Rights of Patients in Health Care 
Mission of this law is to defend the people’s (citizens)  rights in the field of health 
care and to defend each person’s dignity. This law consists of chapters concerning: 
Right to patient care; Right to give information and agreement; Confidentiality of 
private life; Rights of pregnant mothers.  
 
Law on Physicians’ Activities 
Goal of this law is to defend the rights of doctors. Under this law, the State should 
control and enforce systematic improvement in the doctors’ knowledge. Also 
implementation of high quality of health care system in the State. This law regulates 
issues regarding Independent medical activity, Rights of foreign doctors in Georgia, 
State Certificate, etc. 
 
4.4.2 Rights and duties of family medicine practices and patients 
 
The defence of people’s rights is a major principle of jurisprudence. The defence of 
doctors’ and patients’ rights, and at the same time their obligations, are regulated by 
the Law on Health Care, the Law on Physicians Activities, and the Law on the Rights 
of Patients in Health Care. 
 
The two kinds of agreement (written and oral) are also active in the case of the 
relation between doctor and patient.  
According to the decree of the Ministry of Labour, Health and Social Affairs, clinics 
should prepare a contract between inpatient and doctor. This type of contract regulates 
all relations between parties.  
The relation between a doctor and an outpatient is an oral contract.  
 
During the accomplishment of medical activity medical personnel should be guided 
by ethical values: principles of respect for a person’s dignity, honour, justice, and 
compassion, as well as the norms of professional ethics listed below: 
* to act only in correspondence with the patient’s interests; 
* not to use his/her professional knowledge and experience against the principles 
of  humanism; 
* to be independent and free in professional decision-making connected with 
 patient’s interests, not to act based on self-interest; 
* to take care of increasing the prestige of professional activity, to treat  with 
respect  colleagues and the persons higher in rank. 
 
The rights and welfare of citizens in the health care have priority against medical and 
research interests. Discrimination against a patient on the basis of race, colour, 
language, sex, genetic heritage, religious convictions, political and other views, ethnic 
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or social origin, economic condition or status, place of residence, disease, sexual 
orientation, or negative personal attitude shall be prohibited. 
The aim of the Law is to protect citizens’ rights in health care, as well as to ensure 
inviolability of their dignity and privacy. 
Every citizen of Georgia has the right to receive from any health care provider 
medical service in accordance with the professional and service standards, 
acknowledged and established in Georgia. 
Georgian Law on the Rights of Patients in Health Care regulates all issues that are 
related to the patient’s rights: the right to medical treatment and care; the right to 
information, consent, confidentiality and private life; right in the field of genetic 
counselling and gene therapy; right of pregnant women and nursing mothers; rights of 
minors; and rights of persons being in detention or held in custody.  
 
According to Law on the Rights of Patients in Health Care, article 10, a patient or 
his/her legal representative has the right to apply to the court for: 
a)     Compensation of financial and non-financial damages as a result of: 
 - infringement of the patient’s rights; 
 - medical malpractice; 
 - other faults of the  health care institution;  
 - inadequately conducted supervision or control by the State.  
b)     Suspending or revoking the license of a health care provider. 
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CHAPTER 5. HUMAN RESOURCE MANAGEMENT 
 
5.1 WHAT IS HUMAN RESOURCE MANAGEMENT? 
 
5.1.1 Purpose and principles of human resources management 
 
The purpose of human resource management is to enhance the quality of the 
institution’s services by hiring and contracting with qualified staff; developing 
leadership; recommending strategies for organisational effectiveness; and fostering 
employee satisfaction, teamwork, fairness, legal compliance, and productivity in the 
work environment. 
Following completion of this module participants should be able to participate in the 
activities of primary care institution, support of effective utilization of intellectual 
resources of the organisation to provide the most appropriate care possible within the 
available resources: 
1 participate in manpower planning and selection of the human resources in the 
 institution; understand the human resource management cycle and place of 
 recruitment and selection in that process;  
2 proceeding from the needs of the organisation coordinate the process of 
 professional development and training of staff, providing design of main 
stages of  this process and appropriate recommendations for their 
implementation; 
3 carry out an analysis of a job that needs to be filled; 
4 provide a written description of the job in terms of its key features and detailed 
 activities; 
5 draw up a detailed specification of the ideal person for the job;  
6 control the keeping of requirements given in these descriptions, register and 
 analyse the cases of their violation; 
7 determine the need for staff evaluation, formulate its purpose and provide 
 preparation and carrying out of this process; 
8 develop the schedule of leaves (holidays), determine the need for giving 
 extraordinary  leave, register the cases of absence at work due to illness, valid 
or  inadequate reasons; 
9 regulate redistribution of the work in cases of leaves of the staff members, 
 absence at work due to illness or any other reasons. 
 
In directing the human resources of the organisation, should be adhered to these 
principles: 
* Management should ensure that there is sufficient staff to perform the work, 
the  employees are given reasonable workloads, the performance expectations are 
 reasonable, and the employees have the resources to do their jobs properly. 
* Compensation and benefits programmes must be competitive, meaningful to 
 employees and appropriate to the organisation’s financial position and 
objectives. 
* Any contract governing employee matters should be adhered to in the spirit as 
 well as the letter of the agreement. 
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* Interpersonal and organisational problems should be given attention and 
resolved  in ways that are legal, positive and timely. 
* Individuals should be treated fairly, and the organisational climate should 
promote  dignity, courtesy and respect. 
* Cultural diversity should be valued and respected in addressing particular 
issues  that arise in regard to certain segments of the workforce (e.g. older workers, 
 women, disabled etc.) 
* The organisation should establish standards for evaluate the quality and 
efficiency  of employees’ work and ensure that processes are in place for 
continuous  improvement and reward. 
* Management should educate and develop employees to keep pace with 
changing  technology and to maximize the talents of the work force. 
  
5.1.2 Roles and functions of PHC management 
       
Systems of PHC in any society have to be organised and managed in order to ensure 
that the best possible PHC services are delivered to the people would need them in the 
most efficient and effective manner. 
Efficiency is about using the resource inputs (in PHC this is mainly professional 
medical and nursing staff time, but also consumables, office space, etc.) in such a way 
as to maximize the service outputs in the form of service delivery activities. 
Effectiveness is a longer term objective of management and is concerned more with 
the notion of ,,outcomes” by way of health gains achieved from the service output 
activities. 
 
Many of the concepts and skills of Western European PHC service management have 
developed to meet needs of a continuously changing democratic institutional 
environment.                                                                   
Depending on their particular organisation which they manage within the PHC system 
e.g. as a commissioner of services or as a practice responsible for providing services 
their functions will involve: 
* Liaising with medical  and non-medical staff internally and with people in 
 external organisations managing clinical, professional, clerical and 
administrative  staff;  
* Managing the recruitment, selection, appraisal and development of staff;  
* Overseeing the day-to-day management of an organisation, a specific unit or a 
 service area;  
* Implementing new policies and directives   
* Utilising and managing information collected for monitoring and quality 
 assurance;  
* Gathering and analysing data and using this to plan and manage both projects 
and  systems;  
* Setting budgets and maintaining finances within tight constraints;  
* Planning and implementing changes to improve service delivery;  
* Purchasing equipment and supplies, organising stores;  
* Evaluating new strategies and systems;  
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* Attending meetings, writing reports and delivering presentations to a variety of 
 audiences;  
* Managing premises, catering, cleaning, security (often via sub-contractors); 
* To manage information and analyse and measure performance. 
 
5.2 EMPLOYMENT ISSUES 
 
5.2.1 Employment contracts 
 
 New staff joining the organisation sign an employment contract. Generic 
forms of these contracts were provided by the Ministry and institutions have made 
minor adaptations. Neither organisation has developed the scopes of work for the 
positions they have. While a list of responsibilities is provided in the contract, it is not 
very specific. Furthermore the staff has very little awareness of the contract despite 
signing it. No one ever referred to a contract in the case of a dispute or problem.  
 The most striking feature that emerges from an examination of the roles and 
functions of PHC staff in Georgia was the absence of job descriptions or meaningful 
employment contracts. The result of these two issues was that with no clear functions 
there could be no measurement of workload and no performance standards could be 
set. 
      Neither institution has any formal system of performance appraisal; indeed, 
such systems are not common in Georgia. Furthermore the formal payment system, 
does not distinguish between good performance and bad performance of individual 
workers; payment is linked only to the number of patients seen and procedures 
conducted. There is now no formal system of promotion through grades: payment 
rates are not increased according to seniority or performance, nor is there any change 
in grade, title, or responsibilities.  
 
5.2.2 Duties and competencies of PHC staff 
 
 The Government through the Ministry of Labour, Health and Social Affairs is 
responsible, on behalf of society, for ensuring that those licensed to carry out certain 
tasks have acquired the requisite competency. Georgia currently has such a procedure 
for doctors (the doctors at the end of retraining have had to complete a four-part 
summative assessment. After they have to pass state examination in Family Medicine) 
but not for nurses, although temporary measures have been put in place for general 
practice nurses within the Primary Health Care reforms. Indeed, MoLHSA  itself, with 
professional advice, should determine what competencies are appropriate for 
licensing. The lists of ,,Indicative duties and competencies of family physicians” and 
,,Indicative duties and competencies of the general practice nurse” (statutes) are 
developed, but neither list provides a simple and clear guide to the expected roles and 
functions of these two professions or the way they should work together.  
      In order to ensure that PHC model is functional, detailed job descriptions for 
PHC staff, with specification of skills and competencies along with services they 
would provide have to be developed. This has enormous implications on how to 
allocate the workloads, with its related efficiency gaining scope. But most of all, it has 
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an immediate practical dimension in the field of training. Without the necessary skills 
and competencies in the personnel, the new PHC services simply won’t be produced. 
      It is critical that the skills of the doctor and nurse teams working in the 
reformed village PHC clinics are upgraded, so that they are competent to deal with the 
range of health problems presented to them by any person in their locality regardless 
of  age or gender. It should be achieved through continuous professional development 
based on their learning portfolios (by clinical supervision, peer review, focused audit, 
action learning, continuous medical education programmes etc.). 
      The staff of any organisation is expected to meet certain requirements in order 
to achieve the organisational objectives. Those requirements involve motives, traits 
and self-concepts, based on which knowledge and skills need to be instilled so that the 
staff becomes competent in performing their functions and roles in an orderly, 
systematic manner. 
      The important practical thing is that roles and functions must be learnt: 
* A role is ,,a set of behaviours which is expected of everyone in a particular 
 position, regardless of who he is.”  
* A function is ,,a set or series of similar activities within an organisation.”  
A role can perform more than one function and people in different roles can fulfil the 
same function in different contexts. 
      Achieving the best possible results in any organisation - that is:  
-  rationalising operations in the organisation; 
-  enhancing its competitive advantages; 
-  improving user satisfaction 
-  helping the organisation to adapt to external changes. 
      
It requires a clear understanding of the concepts of knowledge, skill and competence. 
 Knowledge can be defined as a mix of experience, values, contextual 
information, and expert insight that provides a framework for evaluating and 
incorporating new experiences and information. In organisations, it often becomes 
embedded not only in documents or repositories, but also organisational routines, 
processes, practices, and norms. 
 A skill is defined as the ability to perform an activity proficiently. It is in fact 
,,know-how”, applied knowledge. The skill can be acquired through education, 
through work experience and job training, or it can be the result of an ability that you 
have had for years. Simply stated, skills can be learned, or they can be the result of 
natural abilities and talents, or having a special ,,know how" or ,,knack" for doing 
certain tasks. 
     
Knowledge and skills are acquired through a process of learning, both at an individual 
and at organisation level. The learning process needs to take into account traits, 
motives and self-concepts: 
 Traits are physical and psychological characteristics that produce consistent 
responses to situations or information. 
 Motives represent deep underlying needs, thoughts and feelings for an 
initiative.  
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 Self-concepts correspond to attitudes, values, aspirations, self-confidence 
measured by tests which ask people what they value, think they do or are interested in 
doing. 
 
      The concept of competence is more complex and it involves all the above 
characteristics of skills, knowledge, self-concept, trait and motives. It has been 
defined as ,,the ability of an individual to repeatedly apply his skills and knowledge 
and achieve an outcome which consistently meets predetermined standards of 
performance.”  
       A performance measurement is critical for any kind of competence definition. 
The reason to use criterion-referenced effective performance as a defining part of 
competency is the need to define the precise impact of competencies on performance. 
Only a competence-based allocation of workload and tasks within the staff will result 
in improvement. 
       Modern job descriptions should not be based anymore on issues of knowledge 
but on issues of competence. Management by personality features (in which the 
knowledge and personality characteristics expected in persons as pre-conditions for 
them to fill a post are described) is being replaced by management by competences. 
The necessary changes will take place more efficiently if human resources issues are 
fully integrated in the process.  
 
5.2.3 Roles and functions of doctors and nurses in the PHC sector 
            
 The analysis shows a complete lack of clarity in Georgia over the role and 
functions of doctors working in the PHC sector. PHC doctors do not know what their 
purpose is (specially as against the purpose of other doctors and nurses in the system). 
Their functions are also not clearly specified and therefore their workload and 
performance cannot be set or measured. With no clear terms of reference it is 
impossible to assess the value of their contribution to the health and well-being of 
their communities. Furthermore, with no clear functional role it is difficult to promote 
the use of these doctors amongst the population and this in turn leads to the under-
utilisation of the service by the public. 
            A widely accepted definition of PHC doctor in Western Europe is:  
 ,,A medical graduate with specific training to give personal, primary and continuing 
care to individuals, families and a practice population irrespective of age, sex or 
illness; it is the synthesis of these functions which is unique. He/she will attend his/her 
patients in his/her consulting room and in their homes and sometimes in a clinic or 
hospital. His/her aim is to make early diagnoses. He/she will include and integrate 
physical, psychological and social factors in his/her considerations about health and 
illness. This will be expressed in the care of his/her patients. He/she will make an 
initial decision about every problem that is presented to him/her as a doctor. He/she 
will undertake the continuing management of his/her patients with chronic, recurrent 
or terminal illness. Prolonged contact means that he/she can use repeated 
opportunities to gather information at a pace appropriate to each patient, and build 
up a relationship of trust which he/she can use professionally. He/she will practice in 
co-operation with other colleagues, medical and non-medical. He/she will know how 
and when to intervene through treatment, prevention and education, to promote the 
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health of his patients and their families. He/she will recognise that he/she has a 
professional responsibility to the community.” 
     
 A similar approach is taken to the roles and functions of nurses in Georgia 
since again there are no clear legal documents officially defining nurses roles and 
functions in Georgia. They are not officially recognized as a profession and they are 
regarded as the only a doctors helper. 
 
The role of nurses in Western Europe is defined as follows: 
,,The role of nursing in society is to help individuals, families and groups to determine 
and achieve their physical, mental and social health potential, and to do so within the 
changing context of the environment in which they live and work. This requires nurses 
to develop and perform functions that promote and maintain health as well as prevent 
ill health. Nursing includes the planning and giving of care during illness and 
rehabilitation and encompasses the physical, mental and social aspects of life as they 
affect health, illness, disability and dying.” 
       These functions remain constant, regardless of the place or time in which 
nursing care is given, the health status of the individual or group to be served, or the 
resources available.  
      Nurses accept responsibility for the planning, management, provision and 
evaluation of nursing care. Within their area of competence, nurses are 
autonomous practitioners accountable for the care they provide.  
 
The collaboration of family doctors and family nurses in PHC teams has already been 
discussed in section 3.2. 
An important issue is the appraisal of individual staff members by their superiors. 
This is a new phenomenon in Georgia that will be discussed during module 2 of the 
Management & Administration course. 
 
5.2.4 Outsourcing 
       
 Outsourcing can be defined as ,,the strategic use of outside resources to 
perform activities traditionally handled by internal staff and resources”. It is 
sometimes also known as ,,facilities management”. The PHC provider may hire 
external contractors for particular types of work (registration, accountancy, cleaning, 
etc.), whose capabilities complement and supplement their own. 
Advantages and disadvantages for outsourcing certain tasks of a small family 
medicine centre are: 
Advantages: 
- It may reduce and control operating costs. 
- It may improve host company focus. 
- It may free internal resources for other purposes 
- A function is time-consuming to manage or is out of control. 
- Insufficient human resources are available internally. 
- Risks can be shared with a partner company. 
Disadvantages: 
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- External contractors may have difficulty in understanding company goals and 
 objectives. 
- Communication with external partners may be complicated. 
- Contracts must be very detailed to avoid misunderstanding;  
- Careful attention must be paid to the capacity of external personnel; 
- There is only a short-term financial justification; 
- It may be unclear how the process will benefit the organisation. 
 
 
5.3 STAFF DEVELOPMENT 
 
5.3.1 Licensing  
      
 As a result of reforms regulation of the health sector became the responsibility 
of government, with the MoLHSA taking the lead role. One of the mechanisms of the 
state health care management is the licensing and certification of medical personnel 
and medical institutions. Each physician who passed special licensing test is obliged 
to retake test every five years, alternatively she/he has to attend continuing medical 
education program and get credit hours in order to bypass re-examination.  
      The different situation is with nurses. There is no requirement of certification 
for the nurses, and the medical college diploma is enough for filling the position. At 
the same time, there is no retraining system established. So, the only working 
experience is the base for the high qualification. So, the only formal requirements are 
that the managers should have certificate in health organisation, doctors – the diploma 
and certificate and the nurses – diploma. 
      Since health care is a resource-intensive sector, human resources in PHC are 
vital for producing quality care. Ensuring the sustainable production (number and 
profiles) of an adequate workforce in an open economy requires careful planning. 
Such supply of PHC human resources also needs to be properly licensed so that the 
quality and ethical dimensions of service production serve the general interests of 
society and not those of any particular group. Proper arrangements are needed for the 
staff to guarantee fair working relationships (service contracts) that respect the rights 
of professionals while fostering the search for excellence and keeping the best in their 
jobs. 
 
5.3.2 Continuous Professional Development 
 
 The main role of the family medicine centres is to improve quality of services 
by encouraging the use of clinical guidelines & protocols, peer reviews and 
continuous training; 
For the purposes of provision of effective organisation and efficient operation of 
medical services, a modern guidelines and protocols of the clinical state management 
based upon scientific grounds will be introduced; 
        Continuing Medical Education has been introduced in Georgian legislation 
since 1997 (the ,,Georgian Health Law”). Continuing medical education serves to 
refine the skills of health professionals throughout their careers (periodic conferences, 
independent self-study using journals or written materials, review of audiocassettes or 
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videotapes, computer-based interactive programmes, group seminar or hands-on 
workshops. Effective continuing education is based on the needs of physicians with 
predetermined objectives for desired clinical competence. There is a movement 
towards critical assessment of different dimensions of medical education, such as 
quality, relevance and utility, with goal of applying the best evidence-based medical 
education. Recognizing the importance of this process, Health Care Government 
requires family doctors to complete a specific number of continuing medical 
education hours per year to maintain their specialty certification. 
 
Relevant legal texts on continuing medical education are 
* The ,,Law of Georgia on Medical Activities” - about financial aspects for 
 participating in continuing medical education, Article 96.   
* The Decree N274/n of the Minister of Labour, Health and Social Affairs dated  
 01.11.2005.  
(These texts will appear in the Georgian text only.) 
 
5.4 WORK LOAD  ESTIMATION 
 
The Operation of the Workforce Estimation Model 
 
Variables for measuring access, quality and workload 
       A simple Workforce Estimation Model is based on assumptions of values for 
indicators of access (those which suggests the extent to which the system is utilized), 
quality (those which reflect the time available to each member of the community 
when he/she access the system) and workload (the demands of time made on the 
providers of the PHC services) for Family Medicine Specialists and for Family 
Medicine Nurses.  
The purpose of the model is to provide an estimate of how many providers (doctors 
and nurses) is required for: 
- a given population; 
- with a given utilization rate (expressed as visits to the provider per annum); 
- with a given time per visit. 
The number of patients a provider can see is directly related to the hours a provider 
works in a year. This is a result of: 
- a given number of working weeks; 
- a given number of days in a working weeks; 
- a given number of hours in a working days; 
- the hours required for non clinical activity. 
 
Indicating access levels 
          
 The demands on the system (in terms visit to the doctor) substantially different 
in different   groups within the total population. There are 6-10 segments of 
population which reflect different needs and demands on the PHC services by age (for 
example, those adults over 65 years-both sexes use more of the health system 
resources than any other group) and sex (for example, women etc.). Using average 
number of services as a surrogate measure for determining the level of access is good 
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argument to be made for not segmenting the population at all. In other words, simply 
to have an average for the population as it allows the focus to be on the whole system 
and all citizens. The truth is that if the average number of visits is improved, all 
citizens will see some improvement. On the other hand, there is need to ensure that 
doctors, nurses and policy makers do not lose sight of the fact that different types of 
people require greater levels of care and therefore greater access to the system. 
 
Indicating quality levels 
         
 Quality is best  measured by analysis of outputs and, even more appropriately, 
by analysis of the outcomes of treatment. Addressing the issue of quality of services 
in terms of the size of the workforce is difficult. If all other things were equal it would 
be reasonable to assume that the more time a doctor is able to spend with a patient, the 
better the care the patient will receive. Of course, all things are not equal and issues 
such as the skills and competencies of the doctor and the nature of the disease will an 
impact on overall quality. It is proposed that two measures be used to at least reflect 
acknowledgement that the size of the workforce has an impact on quality. Firstly the 
average consultation time allowed and then an additional time value for diseases 
which are particular problem of particular patient. Another issue affects the time taken 
by a health service provider to deal with a given patient is whether the visit initial or 
subsequent visit. The argument here is that doctor should be allowed more time for 
the first visit of each new patient because it is necessary to take a full history and to 
do a thorough examination of the patient. When the patient returns the doctor has only 
to focus on the cause of that visit: he/she knows the background etc. 
 
Indicating workload levels 
        
 This aspect to a large degree, is simply a matter of defining the working ours 
of health care providers. To put it more precisely, to determine how many hours per 
day/week/year a provider is to be available to see patients. 
Thus the first step is to look at a full year of 52 weeks of 7 days and to state: 
- How many weeks paid leave is to be allowed; 
- How many days per week are to be worked; 
- How many hours per day are to be worked. 
If a provider has no other duties this gross figure would be the capacity of one doctor 
or nurse. However, allowance must also be made for such issues as management, 
training and supervision (including travel time) of outreach centres. Also, for nurses 
particularly, there should be a substantial allowance for health promotion and disease 
prevention work. It  is proposed that all of these allowance be input to the model as 
,,hours per week”.  The workload measure should distinguish between patients 
consultations at the PHC centre and home visits. The major factor which makes home 
visits more time consuming  than consultations undertaken at the centre is the time 
taken to move from one patient to the next. It is more appropriate to add a ,,travel 
time” factor as a reduction of the available hours. 
       The workload aspects of the model should make allowance for weekends and 
annual leave and for legitimate overhead activities of doctors and nurses and 
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recognize the extra time needed to provide home visits by reducing the available 
hours according to geographic features and/or demographic characteristics. 
       The following sheet shows the size of the workforce which is estimated to be 
required to deliver the target level of services and the labour cost of that workforce. 
The data included is for purpose of illustration only: 
 
 

Workforce Estimation Model  - Family Medicine Doctors 
 

Required targets 
Input Item Men Women Children Average 
Related to access     
No of doctor 
visits/person/year 

2.0 4.0 7.0 3.9 

Population 728 852 420 2000 
Related to 
quality 

    

Average 
time/visit 
(minutes) 

12.0 16.0 18.0 16.0 

%  Loading for 
different diseases 

0.0% 0.0% 0.0%  

%  Loading for 
different age 

10% 10.0%   

Related to 
workload 

 

Weeks of leave 
p.a. 

4.00 

Working days per 
week 

5.00 

Hours per 
working day 

8.00 

Allowance as 
hrs/week for non-
clinical work 

 

Management 4.00 
Training & 
supervision 

4.00 

Travel 4.00 
Related to 
income 

 

Annual income 
(Gel) 

3360 

Outputs for 
current year 
 

 

Related to access 
and Quality 

 

Total no of visits 728*2+852*4+420*7=1456+3408+2940=7804 
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(visits per person 
- men, women, 
children * 
population - men, 
women, children) 
Average visits per 
person (total no 
of visits/total 
population 

7804/2000=3.90 

Time required for 
all visits 
(no of 
visits*average 
time+loadings/60) 

1456*12+3408*16+2940*18=17472+54528+52920=124920/60=2082

Average 
consultation time 
(minutes) 
 

124920/7804=16.0 

Related to 
workload 

 

52 weeks p.a. – 4 
weeks of leave 

52-4=48 

Available 
weeks*days/week 

48*5=240 

Available 
days*hrs/day 

240*8=1920 

Loss allowances 
for management, 
training & 
supervision and 
travel (192*3) 

192*3=576 

Hours for 1 year 
that 1 doctor is 
available to see 
patients 

1920 – 576 = 1344 

Intermediate 
calculations - 
doctors 

 

No of doctors 
required 

1.5 

Related to 
income 

 

Annual income 
(Gel) 

3360*1.5=5040 
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Workforce Estimation Model - Family Medicine Nurses 
Required targets 
 Input item Men Women Children Average 
Related to access     
Proportion of FMC 
visits referred to FM 
nurse 

15% 30% 40%  

No of ,,self-
referred” visits per 
person p.a. 

50% 150% 250%  

Population 728 852 420 2000 
Related to quality     
Average time/visit 
(minutes) 

12.0 16.0 18.0 16.4 

%  Loading for 
different diseases 

0.0% 0.0% 0.0%  

%  Loading for 
different age 

10% 10.0%   

Related to 
workload 

 

Weeks of leave p.a. 4.00 
Working days per 
week 

5.00 

Hours per working 
day 

8.00 

Allowance as 
hrs/week for non-
clinical work 

 

Management 0.00 
Training & 
supervision/travel 

4.00 

Proportion of 
,,patient” time for 
promotion & 
prevention activities 

25% 

Related to income  
Annual income 
(Gel) 

1800 

Outputs for 
current year 

 

Related to access 
and quality 

 

Total no of visits 
(FMC visits*referral 
plus self-
referred*population)

(218+1022+1176)+(364+1278+1050)=2416+2692=5108 

Average visits per 
person (total no of 
visits/total 

5108/2000=2.6 
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population 
Time required for 
all visits 
(No of 
visits*average 
time+loadings/60) 

582*12+2300*16+2226*18=6984+36800+40068=83852/60=1398

Average 
consultation time 
(minutes) 

83852/5108=16.4 

Related to 
workload 

 

52 weeks p.a. – 4 
weeks of leave 

52-4=48 

Available weeks * 
days/week 

48*5=240 

Available 
days*hrs/day 

240*8=1920 

Loss allowances for 
training & 
supervision and 
travel  

192 

Hours for 1 year 
that 1 nurse is 
available to see 
patients 

1920 – 192 = 1728 

Proportion for 
promotion etc. 

432 

Proportion for 
consultations 

1296 

Intermediate 
calculations -
nurses 

 

No of nurses 
required 

< 1 

Related to income  
Annual income 
(Gel) 

< 1800 
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CHAPTER 6. FINANCIAL MANAGEMENT 
 
6.1 INTRODUCTION 
 
       The definition of the management process, “getting work done through others 
- done properly, on time, and within budget,” places the burden of responsibility for 
an organisation’s financial performance squarely on the shoulders of the PHC team. 
Fulfilling this responsibility is both a science and an art. The science rests on a 
technical foundation of sound accounting principles and methods, which are 
remarkably consistent throughout the world among all forms of business, big and 
small, government and private. The health industry is no exception. The art is using 
accounting information to help make sound decisions and monitor their success. The 
art of financial management has been defined as: Obtaining needed funds in the 
most economical manner and optimizing their use (Berman and Weeks). 
       Applying both the science and art of financial management requires 
considerable technical and conceptual skill, to hire labour, purchase materials and 
equipment, construct buildings, and commit the organisation’s financial resources in 
numerous other ways. Managers are also faced with making choices - opening or 
closing programs and services, applying new technologies, and borrowing capital.  
 
Financial management is founded on well-established principles of accounting which 
provide information essential for sound decision making. Financial considerations are 
quantifiable and bring an element of objectivity into the decision-making process. 
Still, the real world is uncertain, and the provision of health services is founded on the 
concepts of human service. In making decisions which preserve the organisation’s 
long-term viability, the health service manager must learn to balance financial 
considerations with many social, political, and human factors. 
 
 At present, PHC providers use legally obtained revenues basically to cover 
their fixed expenses and pay out salaries. Expenses for pharmaceuticals, depreciation, 
and purchase of facilities are minimal. The head of health care legal entity is in charge 
to sign contracts with all the personnel. In terms of financial issues, apart from the 
service purchaser (SUSIF), the providers are accountable to local government bodies, 
tax inspection and the Chamber of Control. 
Financial management in Georgian primary care is going to change considerably in 
the future. 
 
6.2 PURCHASING AND CONTRACTING 
 
6.2.1 The Basic Benefit Package  
       
 The Basic Benefits Package (BBP) is the standard minimum package of health 
services that is provided to (groups of) the population with public funds. It needs to be 
defined, detailing the services that society intends that everyone should be entitled to, 
regardless the ability to pay. There is number of different approaches that can be taken 
to arrive at a definition of a BBP. The central problem is how to priorities services 
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that a decision can be made whether a particular services should be included in the 
BBP or not, and the related question who should make the decision. 
 The primary goal of the public funding is to provide services mandated by the 
MoLHSA under the BBP.  Ideally, the basic package should offer a free access for all 
the population to some care services with a guarantee of quality and population 
coverage.  
 The BBP was introduced in 1995 and developed to achieve most cost-effective 
use of limited public resources for the health sector. 
      The MoLHSA as a policy planner, designs contents of BBP and composition 
of each programme. The Parliament of Georgia is in charge of approval of the BBP 
contents and annual budget. The contents and budget are mainly discussed in the 
Healthcare Committee of the parliament.  
      The benefits package covers all health services for children, rural population, 
and for internally displaced persons. For others, the benefits package covers outpatient 
and emergency care, maternal health services, and specific diseases (tuberculosis, 
cancer, and psychiatric diseases). 
      The 90% of public sector funds for health care in Georgia are allocated for the 
financing of a BBP. Each year the BBP programmes are not supported by sufficient 
funding. The under-funding leads to continuous ignorance of a large part of the 
population concerning the content of the BBP. 
       Execution of all the BBP programmes requires observing of certain prescribed 
standards and clinical protocols. Commonly, the clinical protocols used to determine 
the type of care provided under the BBP use inadequately low prices. This causes 
Health Care Providers to request additional payment from patients for the ,,free” 
services or medicines. 
      In 2006 the BBP underwent major changes. Pilot program for 2006 proposed a 
comprehensive package of benefits that includes preventive as well curative services 
and basic laboratory services. 
      There is only limited public funding of drugs in Georgia. Inhabitants have to 
buy drugs by themselves in the pharmacies but for big part of them drugs are not 
affordable from financial reasons. There is estimated total annual expenses for drugs 
based on detailed protocols of treatment within the PHC. It is very important to 
include at least limited coverage of drugs to the BBP and to motivate patients not to 
bypass the PHC level. Georgian Health Government has been reviewed proposed 
alternative options regarding pharmaceuticals in the framework of the BBP and some 
initial recommendations have been developed. 
 
Identification of the beneficiaries 
       
 The SUSIF started the identification process of each beneficiary with the 
delivery of a social identification number and the registration of each beneficiary into 
a national database. In this respect the major problem is that no complete population 
registration database exists in the country.  
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6.2.2 Contracting 
      
 The Primary Health Care providers are contracted by the public purchaser 
(SUSIF). The contract stipulates all financial conditions and arrangements, 
requirements for quality, administrative procedures etc. The PHC network is formed 
by tendering and contracting procedures. A tender procedure should precede signing 
or renewing of the contract.  The aim of the SUSIF contracts with PHC providers is to 
deliver the BBP. The second party of the contract is autonomous medical institution 
(family medicine practice, polyclinic, dispensary, etc). These contracts include 
medical standards elaborated by the MoLHSA. 
       The annual contract volume of the provider facility participating in outpatient 
programme in urban areas is determined on the one hand according to the number of 
population registered and having passports (the population number changes as the 
respective local official body makes adjustment). On the other hand the volume of 
previous contracts is taken in account.  
       The size of the PHC providers should be optimal according to circumstances. 
It varies from one medical team (single or solo practices) to group practices with four 
and more medical teams. No specialised managerial staff is necessary for smaller 
PHC providers. Supportive services should be outsourced whenever it will be 
advantageous.      The contracts do not differ for the facilities working in public 
settings (building, equipment) and the completely private PHC practices. 
      The contract gives indications of all the medical services provided by the 
medical institution. The PHC practice takes an obligation to inform the population of 
the contract with the SUSIF and the license of authorized medical services received 
from the MoLHSA. 
 
6.2.3 Payment methodologies  
 
 In principle, medical professions may be paid directly by the user, on a one-to-
one relationship in which the person pays for the services provided. In most middle 
and high-income countries payment involves a ,,third-party payer”. The relationship 
between the ,,third-party payer” and the service providers is known as ,,purchasing” 
and although the precise forms of purchasing vary widely, the terms embodied in 
(explicit or implicit) ,,contract”. The public purchaser (SUSIF) pays the contracted 
professionals. There are two main ways that the governments (or health insurers) can 
purchase healthcare for their citizens. They can purchase clinicians’ time; or they can 
purchase specific services. 
 
      Time based - Purchaser contracts medical professionals to perform a given 
job for a certain amount of time, usually per year. A time-based contract may be 
operated in a number of different ways. A traditional civil service contract may 
provide permanent employment until retirement and a pension thereafter with only 
major abuses leading  to this contract being revoked. Alternatively a specified 
proportion of  their time may be bought. Salary payments then reflect the proportion 
of a full working week this represents. This has been the main type of contract used in 
government sectors worldwide as a way to secure the availability of  skilled 
professionals in the context of scarcity of qualified staff. With major changes in 
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labour markets, a much-increased supply of potential candidates and increased desire 
to improve performance, new public administration practice has tended to advocate 
more flexible working arrangements including: 
- rolling contracts whereby it is reviewed on an annual based against 
performance  criteria and renewed for a further contract period if performance is 
good, it is  no  renewed and employment terminates at the end of the initial fixed 
period. 
- performance payments whereby base salaries are supplemented either for 
 undertaking certain activities or for exceeding performance criteria. 
 
       Service based - Purchasers can contract with medical professionals or health 
facilities to deliver specific such as numbers of consultations, vaccinations, deliveries, 
etc. Purchaser may contract  on a fee per-case basis or pay a fixed amount for 
delivering a specified volume of services with different payment conditions if the 
volume is not met or exceeded. Condition for monitoring quality , including the types 
of information to be collected, may be also specified in a contract. Alternatively, 
providers  may be contracted to provide specified services for everyone in their 
catchments area. In this case, payment is made on a per capita basis, possibly with 
variations in the amount paid if the volume of services exceeds or falls below that 
expected. Purchasers of service-based contracts are not usually concerned with how 
the funding is spent provided that outputs specified in the contract are delivered. 
Spending by line-item may be required to be recorded for tax  and audit purposes or 
also to supplement indicators of quality where measurement of output-quality is 
difficult. for example spending on drags may be required on the basis that services 
require minimum spending in order to ensure that services are effective. 
       
 A hybrid of the two approaches is also possible, that combines an element of 
capitation for the provision of general services to the adult population and services 
related target payments for care relating to children, pregnant women, vaccinations 
and some other priority services. 
    
The remuneration mechanism should exhibit generally the following qualities: 
- be consistent with health policy objectives of the country; 
- be consistent with the legal status and organisation  of providers; 
- be consistent with solidarity schemes; 
- provide incentives for an appropriate volume and structure of care; 
- provide incentives for quality of care; 
- provide disincentives for an inappropriate choice of patients; 
- ability to calculate tariffs / availability of data; 
- administrative simplicity; 
- allow fraud elimination / ability to audit claims. 
Unfortunately there is no such mechanism in its pure form and it is often necessary to 
combine two or even more remuneration mechanisms and/or to complement them by 
other control procedures.  
 The provider submits at fixed intervals to the SUSIF an invoice (receipt) 
reflecting the cost of the medical service provided under the programmed financing 
with reference to the diagnosis and the list of medical interventions and costs provided 



NFMTC

 51

by the standard. SUSIF checks the requested payments in order to settle the payments. 
The Treasury proves the payment orders of SUSIF and transfers the amounts to the 
bank accounts of the providers. 
      The payment is performed within the standard-prescribed tariff according to 
the volume of work actually performed by the provider. The costs of medical 
interventions performed beyond the standard are not covered. 
      The payment methodology of the outpatient facilities performing outpatient 
program was changed considerably. Now a system of fixed payment per brigade is 
used, which by its essence is closer to the old Semashko system. The system means 
fixed monthly payment of medical brigades, which are responsible for the primary 
health care services for the certain number of population. 
 
6.3 REVENUES 
 
The Georgian health sector has following sources to finance health service provision 
to the population: 
1. Payroll tax introduced in 1995 to mobilize earmarked tax for the sector (now 
 abolished). 
2. General budget –being channelled through major health service purchasers in 
the  country. 
3. Local taxes - that form financial resources for municipalities to finance health 
 services. 
4. Private spending, which yet presents major source of personal health service 
 financing and according to various estimations ranges between 66% to 87% of 
the  total healthcare spending. 
 
National public funds 
 The healthcare budget is negotiated between the Ministry of Finance (MoF) 
and the Ministry of Labour, Health and Social Affairs (MoLHSA).  The final decision 
maker on the budgetary allocations is the Parliament.  
The prime criteria for State budget disbursements have been to supplement 
,,sufficient” funding for the Basic Benefit Package, which is the package of health 
care services financed by the state.  
Every year the Parliament votes the State Budget with the transfers to the SUSIF, the 
health care programmes managed by the MoLHSA and Public Health Department. 
Besides, the financial law gives indication concerning the health care allocations 
between the national and municipal levels. 
 
Municipal budget 
      Nowadays municipalities receive their finances from the collection of local 
taxes, like tax on gambling business, tax on advertising, hotel tax etc., and from the 
shared taxes between central and local budgets, such as income tax, corporate profit 
tax, small business tax. Besides the part of the financial flows coming from the 
privatisation of state property is accumulated in municipalities. 
       The municipalities have the right to set up locally the rates of municipal taxes 
and use the revenues from their collection. The state tax agency is in charge of 
collecting those taxes. The permanent non-fulfilment of the planned revenues 
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downsizes the planned expenditures, but the health care budget (10 percent of total) 
reduction is disproportional and mostly it receives the less percentage of the reduced 
budget. 
 
Private contributions 
      The available literature about private spending in Georgia’s health sector is 
controversial. The share of private spending according to various sources ranges 
between 66% - 87% of total health spending. The obvious is that private participation 
in health care financing is significant that presents significant access barriers to the 
public.  
     Private payments include following: Direct formal payments by patients for 
health services not covered by BBP or for those services under the BBP which include 
a co-payment.  Third and most widespread form for private payments is direct 
payment to the provider (under the table-payment), which mainly takes place on 
informal basis and is not recorded on any accounting books.  
      There is also pre-paid private scheme offered to the population by the private 
insurance companies. However, total volume of premium contribution is very low 
compared to total national spending. Nevertheless the share of private insurance 
companies in funding health service provision is growing from year to year.  
     Currently the private insurance companies have very limited influence on the 
national health care financing. The premiums and consequently the claims paid are 
not significant.  
 
Community-based insurance 
      Community financing was believed to have good future, but the reality proved 
the opposite. Although with efforts of Oxfam, UMCOR and other organisations some 
community insurance schemes were introduced in the regions of Georgia, they did not 
prove to be enduring. As a result, the existed insignificant flow of funds from this 
source deteriorated further and now it is driven almost to zero.  
      Some small-scale experiences of community based risk pooling have been 
documented in Georgia, but they are mainly implemented on a pilot basis and in a 
very small number of the communities. Thus they have marginal share in financing 
health services for the population and yet should not be taken into account. However 
there is a willingness on the part of the government as well as clear statement in the 
,,National Health Policy” document to further explore the possibility of community 
financing, if it could be institutionalised on a policy level. 
 
Other sources 
     In addition to the aforementioned, there are other types of funds of which 
grants, loans, and donor funds are the most important source of funding health care. 
      Humanitarian and other aid was most essential for health care financing in the 
period of 1992-1994. Certainly, the assistance was of crucial importance for the health 
of hundred thousands of Georgians. The assistance is still important for the country’s 
provision with medical materials and technical support in the process of reform. But 
it's necessary to mention, that last period character of aid is shifted from humanitarian 
aid to technical assistance that is more effective from the future sustainability point of 
view. Various programs are running in Georgia at present with participation and 
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financial support of World Bank, Euro Union, World Health Organisation, UNICEF, 
USAID, DFID, AIHA and other donor organisations. 
      Very important revenue sources should be funds from privatization of medical 
facilities. Unfortunately this source is used less, than was predicted. Despite of high 
demand on privatization in the beginning period of reforms, absence of clear policy 
and regulations decreased this demand and privatization process to minimum. In 
future privatization might be significant source of health care funding if efficient 
policy and management tools are elaborated. 
 
6.4 COMPREHENSIVE COST MODEL FOR FAMILY MEDICINE PRACTICES 
 
6.4.1 Cost, value, and price 
 
Whenever goods and services are bought and sold, three financial concepts are 
present: cost, value, and price. Careful distinctions need to be made among these 
terms, since they are closely related and frequently confused. Cost is what is paid out 
by the organisation to its employees, suppliers, and in overhead in order to provide a 
service. Value is how much patients or buyers think the service is worth—how much 
better off they think they are when they receive the service. Price is what individuals 
are charged when they purchase or buy the service. These concepts apply in the 
provision of health care services, even when services are provided free to patients. In 
health care, managers need to know the costs of providing services or scarce financial 
resources will be poorly used. In addition to knowing costs, the health service 
managers need to know the value of their services—how much they are worth to 
patients, insurance companies, or government. Based on an analysis of cost and value 
(along with some additional factors discussed later), the health services manager can 
decide on price—how much to charge for a service or how much to request in 
reimbursement or budget support.  
  
The concepts of cost, value, and price are simple in theory but more complex in 
application, especially in health care. Costs come in many forms: direct and indirect 
costs, fixed and variable costs, and opportunity costs. Value is difficult to quantify 
since it attempts to measure what people think about a service or product. Lacking a 
direct measure, the value of a service is often measured indirectly by what price 
people are willing to pay for it. But price is not always a straight forward measure of 
value since price can be based on numerous factors including costs, scarcity, a sales 
strategy, social purpose, or governmental decree. In addition, health services are often 
charged to a third party payer, such as the government, an insurance company, or an 
employer, who may not value the service in the same way as the patient. 
 
6.4.2 Cost accounting 
 
Cost accounting is a special methodology that helps identify the costs of providing a 
defined unit of service or product. Once the cost of the unit has been determined, it 
can be used (along with other considerations) to help determine the price that will be 
charged for that unit and all similar units.  
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Costs can be divided on the basis of direct costs and indirect costs. Direct costs are 
directly attributable to providing each unit of service and usually include direct wages 
and materials. Indirect costs are not attributable directly to providing each unit of 
service, such as building maintenance, utility costs, and general management, and are 
often referred to as overhead costs. A slightly different typology of cost that we shall 
use here is the division into non-recurring cost, recurring cost, and personnel cost. 
 
I. Non-recurring costs  
 
Non-recurring costs are represent annual depreciations of facilities and capital 
equipment. They should be derived from renewal prices. Periods of depreciation 
should be obtained from an appropriate act (Tax Code) and they should be adjusted to 
length of service according managers judgment. If a cost item is not within the scope 
of the Tax Code, a compensatory way of annual cost calculation be used, based on 
manager-expert judgment about the period of service.  
       
The following groups of capital equipment should be considered:   
1 Facilities - be based on price for square metre of an office flat.  
       Comment: 
       General requirements for premises coming out of current law on licensing: 
 * easy access to premises and movement within them, bearing in mind 
needs   of elderly and disabled people 
 * treatment room ensures privacy 
 * adequate lavatory and washing facilities 
 * wheelchair access 
 * adequate standard of lighting, heating and ventilation 
 * adequate fire precautions in accordance with local fire activity  
   (compulsory contract with an insurance company) 
 * a basin in a consulting room or in an adjacent one 
 * additional line for electricity and generator at least 7.5 Kwatt (smaller 
   generator was calculated for solo practice  and small group 
practice) 
 * adequate security for drugs, instruments and equipment (contract with 
   medical engineer or medical service company). 
2 Office equipment - Furniture assumes according to the list of obligatory 
 equipment for  primary health care specialties.  
3 Medical equipment - the same as for furniture. 
4 Vehicles, refrigerators and/or coolers - the same as for furniture. 
Compensatory  utility equipment (e.g. Vehicles for transport of patients and for 
transport of  medical personnel for home care; electric generators) must be taken 
into account  as an additional burden specific to medical facilities.  
5 Communication and computer equipment - depending on the size of facility 
a  telephone exchange or single fixed lines should be considered.  
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II. Recurring costs 
 
Recurring cost comprises of: 
1 Cost of maintenance - this is determined as a fixed percentage of annual 
 depreciation by the owners or by the family medicine practice 
2 Cost of office supplies - office material and consumables for computers and 
 printers 
3 Cost of medical supplies - medical material and drugs that should be 
constantly  available in storage in a medical cabinet. 
4 Cost of fuel consumption - this includes fuel for vehicles and generators. 
5 Cost of communication - this includes all telecommunications charges.  
6 Cost of utilities - this includes electricity supply, water supply, heating, 
sewerage  and garbage removal.  
7 Cost of services - this includes services outsourced to an external 
 company/individual.  
 

III. Personnel costs 
 

Cost of medical professionals is considered for: 
* Auxiliary/attendant 
* Doctor (Family medicine physician, obstetrician, etc.) 
* Lab technician 
* Nurse/Midwife. 
Costs should include salaries including all mandatory social contributions and taxes 
paid by an employer. 
Cost of support personnel - salaries are derived from wage scales specific for the 
following positions: Guard/security, Housekeeping, Reception, Records, Supply 
Clerk, Maintenance, Management officer, Driver. 
If a given activity is outsourced, it is calculated according to the service cost. 
Cost of training, mandatory liability insurance and contributions to professional 
organisations complement personnel costs. 
 
6.4.3 Budgeting methodology for family medicine pilot programme 2006 
 
      Calculation of costs has been carried out through the so-called ,,bottom-up” 
accounting methodology. By means thereof, the expenditure extent for each primary 
healthcare team has been determined. The cost model incorporates non-recurrent, 
recurrent and personal costs of different types of PHC practice. 
 
a) Annual expenditure of the PHC institutions  
 
 Description 1-team 2-team 3-team 4-team 5-team 
1 Salary disbursements 7,200 13,536 20,088 26,640 33,240 

2 

Medical purpose items, 
medicines, test-systems, 
laboratory services and 

vaccination 

3,535 7,070 10,605 14,140 17,675 



NFMTC

 56

3 
Utility, communication, 
office, maintenance and 

other costs 
2,683 3,816 5,216 6,925 8,845 

4 Amortization costs 3,323 4,273 5,773 7,654 9,554 
 Total 16,741.5 28,695 41,682 55,359 69,314 
 Average per team 16,741.5 14,347.5 13,894 13,840 13,863 

      
Note: Funding of costs per medical purpose items, medicines, test-systems, laboratory 
services and vaccination will be provided through capitation method; the annual cost 
per capita constitutes 1.7675 GEL. 
 
b)  Remuneration of labour of a personnel of PHC institutions inclusive of 
 deductions by employers (GEL) 
 

 Description 1-team 2-team 3-team 4-team 5-team 
1 A physician 3,000 6,000 9,000 12,000 15,000 
2 A nurse 1,800 3,600 5,400 7,200 9,000 

3 Management (1 function 
per every 10 teams) 300 600 900 1,200 1,500 

4 Other remaining 900 1,080 1,440 1,800 2,200 

 Total remuneration of 
labour 6,000 11,280 16,740 22,200 27,700 

 The social tax 1,200 2,256 3,348 4,440 5,540 
 Total 7,200 13,536 20,088 26,640 33,240 
 Average per team 7,720 6,768 6,696 6,660 6,648 

 
Note: The PHC institutions that include only a physician and a nurse are assigned 
only salaries thereof inclusive of social taxes thereon. 
 
Funding methodology - The SUSIF will fund institutions participating in the 
program through the combined method: by capitation and budgetary source. 
Budget method - Costs of an institution per salaries unfortunately, utilities, 
communication, maintenance and amortization are reimbursed at a fixed extent 
despite a target population. A fixed budget is calculated against a number of teams. 
Capitation method (is a form of payment to a service provider based on fixed 
amount calculated for the catchments population or the number of insured people 
listed at a specific point in time) - Costs per medical purposes items, medicines, 
laboratory services and office shall be reimbursed per capita and constitute 1.72 GEL.  
Settlement procedure - In the beginning of a month, however, not later than 15th day 
thereof, the fund transfers to a PHC institution 1/12 part of an annual amount. By the 
end of each quarter, not later than 10th day of a subsequent month, a PHC institution 
submits to the Fund a report on disposal of a received amount. 
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6.5 FINANCIAL ADMINISTRATION 
 
6.5.1 Administrative procedures 
 
A couple of administrative procedures should be elaborated or re-elaborated for the 
implementation  phase based on decisions on pilot program. Definition of each 
procedure should comprise of specification of individual roles and responsibilities in 
the procedure, timing, design of paper forms and/or data formats if an electronic data 
exchange is applicable, archive rules for documents and audit rules.  
Following procedures should be elaborated or re-elaborated: 
 
Registration procedure - see chapter 7.5  
 
Invoicing procedure - purpose of the procedure is regular invoicing of the public 
payer by PHC practices. The procedure is re-elaborated in accordance to the adopted 
remuneration mechanism. Indispensable part of the procedure is definition of data on 
activity of a PHC practice required for invoicing. The family doctor is entitled to 
compensation for the provided health services that are the subject of the contract. 
The details of invoicing procedure depend on the remuneration mechanism used. 
Generally the invoicing procedure have following steps: 
1 The public purchaser sends at he beginning of time period specific sum in 
advance  that corresponds to proportional part of annual input budget and may 
also include  advance for capitation payment. 
2 The PHC provider prepares after the end of a calendar month the invoice. The 
 invoice is based on contractual provisions. If remuneration is based on the 
actual  number of registered citizens the PHC provider multiplies number of 
registered  citizens in each (age) category by an agreed capitation tariff. The 
number of  registered citizens is based on the list of approved changes in 
registration sent by  the public purchaser during the last month. All additional 
reports are added to the  invoice and the invoice is handed over to branch of the 
public purchaser. 
3 The public purchaser verifies the invoice. If there are considerable drawbacks 
it  sends the invoice back to the PHC provider to fix it. 
4 If there is some variable part in remuneration based on actual activity of the 
PHC  provider (e.g. number of immunization or other preventive services) the public 
 purchase calculates bonuses or deductions and sends to the PHC provider 
credit or  debit notes to the invoice. 
5 The public purchaser (or Treasury) remits the reimbursement on the bank 
account  of the PHC provider. 
 
Referral procedure - see chapter 7.6 
       
Prescription procedure - purpose of the procedure is to prescribe drugs that require 
prescription and/or are fully or partially covered from public sources. Indispensable 
part of the procedure is procedure of reimbursement of prescribed drugs. The 
procedure gets importance in case at least partial coverage of drug expenses is decided 
on. 
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In case there is partial public subsidy of broader list of drugs there is a necessity to set 
up a formalized procedure for prescription of drugs and their reimbursement. Urgent 
requirement is to re-introduced or reinforce obligation to use drug prescription for 
much broader list of drugs than currently is in place. It is not only for the sake of 
reimbursement procedure but mainly for the sake of safe and effective ingestion of 
drugs in Georgia. Eradication of the dissemination of antibiotics without prescriptions 
has to become one of main concerns of national health authorities.  
Prescription forms should be official documents, their printing should be done under 
supervision of the MoLHSA. The prescription form contains identification of the 
patient, identification of the prescribing doctor, diagnose, identification of the drug, 
the dosage and date of the prescription and information on patient’s share on price 
coverage. Time validity of prescriptions is limited.  
The following procedure presumes a drug benefit scheme with co-insurance and 
individual limits for public subsidies. Achieving of the limits by individual patient is 
checked by the PHC doctor.  
 
Billing procedure - purpose of the procedure is to collect patient’s charges. It 
includes also issuance of a receipt and necessary accounting steps.  The patients are 
billed under several circumstances: 
-  for services not included in the BBP; 
-  for services included in the BBP but loaded with patient’s co-payment or 
 coinsurance; 
-  for services rendered to non-registered patients. 
Following principles are proposed for billing of the patients: 
- tariffs for services are hanged up in waiting rooms or can be easily accessible 
by  another way; 
- tariffs for most common services are unified and proclaimed by a notice of 
 MoLHSA. 
The billing procedure is as follows: 
1 The PHC doctor makes the patient familiar that the service is associated with a 
 user charge. 
2 After the service is rendered the patient pays the charge to cashier of the PHC 
 facilities (or the doctor/nurse in smaller health facilities). 
3 The patient gets a receipt for the payment. 
4 The patient’s payment is entered into accounting book. 
 
Quality improvement procedure - see chapter 7.1  
 
Reporting procedure - see chapter 7.1  
 
Accounting procedure - a revision of current procedure is done and amendments is 
proposed with respect to the national accounting standards to reflect better economic 
situation of a PHC practice. Accounting methodologies change raw financial data into 
useful information about an organisation’s financial requirements and performance. 
The primary purpose of accounting is to provide information about an organisation’s 
current financial position (its solvency) and its future economic prospects (its 
profitability). External agencies, such as the government, lending institutions, or 
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investors, rely on accounting reports to monitor an organisation’s financial health and 
performance. Internally, accounting provides powerful tools the manager can use to 
gather, process, and analyze information needed for sound planning, decision making, 
and monitoring results.  
 
 
6.5.2 Accounting 
 
For improving book-keeping and accounting, the Tax Code of Georgia regulates the 
accounting systems of the family medicine practices, as well as policlinics and 
ambulatories. Their financial concerns enfolded the double bookkeeping  system. The 
standard forms are mandatory and based on international standards of bookkeeping.                           
Family medicine practices have to use the following standard forms: 
* Balance sheet 
* Profit and loss account 
* Single accounts (wages, heating, water, gas, etc.) 
* Journal 
* Cash account book 
* Tax declaration form 
* Registration of the catchment’s population. 
 
For improving book-keeping and accounting  of family medicine practices, should be 
considered the following issues: 
* All transactions, including co-payments, must be documented.  
* The yearly balance sheets as well as profit and loss calculation sheet have to 
be  based on all transactions during the fiscal year. 
* Individual entrepreneur is allowed to prepare simplified accounting forms 
 (Journals including the profit and loss calculation). 
* Others must use the fully bookkeeping and accounting system and the Tax 
Code   has to be accordingly adapted. 
  
Family medicine centres use legally obtained revenues basically to cover their fixed 
expenses and pay out salaries. Expenses for pharmaceuticals, depreciation, and 
purchase of facilities are minimal. In terms of financial issues, except for the service 
purchaser, the providers are accountable to local government bodies, SUSIF, tax 
inspection and the Chamber of Control. 
External agencies, such as the government, lending institutions, or investors, rely on 
accounting reports to monitor an organisation’s financial health and performance. 
Internally, accounting provides powerful tools the manager can use to gather, process, 
and analyze information needed for sound planning, decision making, and monitoring 
results.  
 
The balance sheet is probably one of the most important accounting reports for both 
external and internal use. The balance sheet provides information on the 
organisation’s financial health or solvency and is prepared according to a fundamental 
accounting principle: assets = liabilities + shareholders capital.  
 



NFMTC

 60

An asset is a resource that provides economic benefit. A current asset provides benefit 
within a year, a long-term asset provides a benefit for more than a year.  
 
A liability is an obligation to make a payment in cash, goods or services. A current 
liability is payable within one year and a long-term liability is payable over a period 
of more than one year. 
 
The balance sheet reports the organisation’s assets (the total value of what the 
organisation owns); its liabilities (the total debt obligation owed by the organisation), 
and its net worth (the surplus of assets over obligations).  
The balance sheet summarizes financial data at a certain point in time, usually the last 
day of the month or year. A simple balance sheet is shown below: 
 
 

simple balance sheet for a year  GEL 
ASSETS 
Total current assets (cash, accounts receivable, inventory)  
Total fixed assets (equipment, building, land)  
Total  assets                             

 

LIABILITIES AND NET WORTH 
Current liabilities 
 Accrued wages  
 Accounts payable  
 Total current liabilities  
Long-term liabilities 
 Mortgage  
 Loan  
 Total Long-term liabilities 

 

Shareholders capital  
Total liabilities and shareholders capital  

 
Generally, as shown in the illustration, assets are divided into current assets such as 
cash, bank deposits, and negotiable securities (where the benefit is realized within one 
year); and fixed assets such as land, buildings, equipment, and inventory (where the 
benefit is realized in more than one year). Liabilities are also divided between current 
liabilities such as wages due, monthly bills, and purchases; and long-term liabilities 
such as mortgage loans and long-term leases. An organisation’s shareholders capital, 
the balance of assets less liabilities, represents owners’ equity (the value of their 
ownership). For governmental or non-profit organisations, shareholders capital is 
typically retained by the organisation and reinvested to support future programs. In a 
proprietary organisation, owners have a choice (at least in theory) to withdraw or 
reinvest all or part of their equity.  
 
The income statement is another basic accounting report. The income statement 
summarizes an organisation’s revenues and expenses and provides basic information 
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on the organisation’s profitability over a certain period of time (usually one year). An 
example of a simple income statement is shown below: 
 
 
 
 

Simple income statement for the year ending December 2006 GEL 
REVENUES 
Operating revenues 
 Outpatient program     
 Direct contract    
 Non-operating revenues   
 Interest earned            
           Total revenues  

 

EXPENSES 
 Labour (wages and fringe benefits)           
 Supplies             
 Utilities             
 Maintenance                  
 Insurance                    
 Depreciation                   
 Interest rate paid                   
 Non-operating expenses                  
 Other expenses                   
  Total expenses                            

 

NET INCOME (LOSS) = Revenues - Expenses    
 
The difference between revenues and expenses is the organisation’s operating margin 
reflected as net income or net loss - what proprietary organisations refer to simply as 
profit or loss. Every organisation, whether governmental, non-profit, or proprietary, 
needs to be concerned about its operating margin or profit and loss. An organisation 
needs to generate some profit (an excess of revenues over expenses) in order to grow, 
to develop new services, or to invest in future opportunities. Continual losses will 
erode an organisation’s assets, reducing its ability to maintain it facilities and the 
quality of its services. 
Balance sheets and income statements provide information about an organisation’s 
past. To manage today’s activities and to anticipate future activities, an additional 
accounting tool, called a budget, is needed. An operating budget is the quantification 
of an organisation’s strategic plan. It is an estimate of future revenues and expenses, 
based on statistical projections of anticipated service volumes, staffing levels, and 
other variables. A budget is usually done on an annual basis, but with monthly or 
quarterly reviews to allow management to monitor any significant variances between 
estimates and actual results. Operating budgets can be based on either a cash or 
accrual method. The cash method accounts for revenues and expenditures as they 
occur. The accrual method accounts for revenues and expenses for the budget period, 
regardless when the actual expenditure occurs. A capital budget is a special budget 
that presents a financial plan for major purchases of land, buildings, and equipment. 
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6.5.3 Depreciation 
 
       The organisation’s assets (the total value of what the organisation owns)  are 
divided into current assets such as cash, bank deposits, and negotiable securities 
(where the benefit is realized within one year), and fixed assets. Long-term assets 
are resources that are held for an extended time, such as land, buildings, equipment, 
inventory, natural resources and patents (where the benefit is realized in more than 
one year). 
       Assets can also be divided into:  
1 Tangible assets - Physical items that can be seen and touched, such as land, 
 natural resources, buildings and equipment. 
2 Intangible assets - Rights or economic benefits, such as franchises, patents, 
 licenses, trademarks, copyrights, and goodwill, that are not physical in nature. 
The acquisition cost of tangible assets such as land, buildings, and equipment must be 
measured. The acquisition cost includes both the purchase price and all incidental 
costs necessary to get the assets ready for use. 
       Depreciation is a systematic allocation of historical costs over the useful life 
of the asset. 
       Various methods are used to compute the depreciation for building and 
equipment. Three common depreciation methods are introduced: straight line, double 
declining balance (DDB), and unit of production.  
Straight line is a constant amount per year of use. It is calculated by depreciable cost 
(cost less salvage value) by the shorter of physical or economically useful life.  
Double declining balance is a declining balance method that records the largest 
annual amount in the first full year of use and declining amounts thereafter. The 
annual depreciation charge is a percentage of the undepreciated book value. For DDB 
the percentage is twice the percentage used for straight line, that is, 2 x (100% / years 
of life). Units of production depreciation is based on the physical use of the asset, for 
example, miles for a vehicle or tons of production for iron ore. The cost per unit is the 
depreciable costs divided by the estimated units of use from the asset. This is 
multiplied by the actual units of use to determine the annual depreciation. 
       
Georgian legislation established fixed percentages of asset depreciation (Tax Code 
article 183: 5% on buildings, 20% on other long lived assets - on grouped assets). 
Quick depreciation is also used according to the Georgian legislation and it 
represents the doubling of fixed percentages. 
Land is not depreciable: the payment is fixed by the tax inspection (Tax Code article 
273). 
Effects of depreciation on cash: different methods, that lead to different pre-tax 
income, effects of depreciation on income taxes. 
Intangibles are accounted for in the same manner as plant and equipment. That is, 
their acquisition costs are capitalized as assets and are then gradually expensed 
(amortized) over the estimated useful lives of the assets. Because of obsolescence, the 
useful lives of intangible assets tend to be shorter then their legal lives. An intangible 
asset is shown on a company’s balance sheet only if the rights to some benefit are 
purchased. 
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How to differentiate financial statement depreciation from income tax 
depreciation? Financial reports to shareholders often differ from the reports to tax 
authorities. Financial rules governing financial statement presentation produce 
informative financial information for investors and managers. Tax rules governing 
determination of tax obligations achieve political and economic goals and give 
taxpayers the right to make certain choices with an eye to maximizing expenses and 
therefore minimizing the tax obligation, keeping two sets of records to satisfy these 
two purposes is necessary, not illegal or immoral. 
 
For the provision of health services the family doctor/practice is bound to provide 
adequate business premises that meet the official standards and norms. Providing the 
premises is accomplished by concluding a separate rent/lease agreement for business 
premises between the family doctor/practice in the contract and the owner of the 
building in which the family medicine practice has its office. All financial obligations 
based on the separate lease agreement are the responsibility of the family medicine 
practice and it fulfils them using the resources.  
Lease agreement for business premises and equipment is the basis to include the 
property in their fixed assets, which means that they themselves are allowed to 
maintain adequate business facility that meet the official standards and norms (Tax 
Code 2005 Article 21. 6) 
 
Repairs and maintenance versus capital improvements: An expenditure that is 
intended to add to the future benefits from an existing fixed asset (Tax Code: Article 
184).  
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CHAPTER 7. INFORMATION MANAGEMENT 
 
7.1 WHAT IS INFORMATION MANAGEMENT? 
 
7.1.1 Management information systems 
 
 Information capture, processing, and analysis capacity in Georgia is generally 
weak and a regular practice to use information for the decision making process is still 
under used. One of the activities is to develop the understanding by health 
professionals of the usefulness of information to support their clinical and 
management decisions.  
 
The list of main activities of a Management Information System (MIS) is as follows: 
1 development and implementation of information systems in the organisation; 
2 control the process of conduction of registration of information and 
 documentation, and ensure good standards of record keeping; 
3 receive information from medical and non-medical personnel of the 
organisation  about any problem or unsolved conflict situation; 
4 provide creation and maintenance of appropriate conditions for storage and if 
 needed processing of the information; 
5 organisation of registration, keeping and distribution of temporary disablement 
 forms,  prescription forms of narcotic substances and other documents of 
special  registration; 
6 keep a special journal and regularly update it with the information about the 
 structure, staffing functional characteristics and other important details; 
7 receive the information expressing a complaint, or satisfaction of the patient, 
in  written or verbal form (based on personal or telephone conversation), study 
and  analyse this information; 
8 receive, assort and forward to the addressee the letters sent to the organisation, 
if  necessary provide a timely reply or response to these letters; 
9 control the incoming and outgoing information flows of the organisation. 
 
Information Systems Management  (a data system, usually computerized, that 
routinely collects and reports information about the delivery of services, costs, 
demographic and health information, and results status) provides a foundation upon 
which a Family Medicine Practice can develop and manage its information resources. 
Carefully planned information systems are important assets for practice management.  
The resultant computerized information systems can provide: 
- timely, accurate, and relevant information to managers and clinical personnel 
for  improving managerial decision-making; 
- promoting quality patient care; 
- improving the efficiency of operations;  
- controlling the use of the institutional resources; 
- supporting service delivery throughout the organisation. 
7.1.2 Monitoring & evaluation framework 
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 All duties and activities of the management will be undertaken in a context of 
performance targets. In other words, the success of the family medicine practice will 
be measured by the degree of success in achieving performance targets for indicators 
which cover five areas; access, utilisation, quality & continuity, 
satisfaction/acceptability and efficiency.  The major indicator of initial success will be 
the improvement in the utilisation of PHC services.  
      All accounting and record-keeping procedures should be established. A 
comprehensive planning document should be developed for all monitoring and 
evaluation activities within programs: which documents the key M&E questions 
should address, which indicators must be collected, how, how often, from where and 
why they will be collected; baselines, targets and assumptions; how they are going to 
be analyzed/interpreted and how/how often reports will be developed and distributed 
on the evolution of these indicators.  
       The major levels to be considered in the development of any M&E system are: 
- inputs 
- outputs 
- outcomes 
- impacts. 
 
Level description 
 
Inputs. People, training, equipment, and resources that we put into a process, in order 
to achieve outputs. 
Outputs. Activities or services we deliver in order to achieve outcomes. The direct 
result of the implementation of the activities comprising the project’s components and 
sub-components. The processes associated with service delivery are very important. 
The key processes include quality, unit costs, access, and coverage. 
Outcomes. The effects of the project outputs that are defined in terms of the 
objectives of the project. These should be measurable and occur during the life of the 
project. 
Impacts. These outcomes, reflected generally after the project ends, are the result of 
project interventions and can be clearly attributable to the project. Generally these 
impact indicators are linked to improvements in health status, financial risk 
protection, and consumer responsiveness (as the main three objectives of health 
systems). 
Monitoring is concerned with the assessment of how inputs, outputs and outcomes. 
are used and produced during the implementation of the project. The monitoring 
process is ongoing, encompassing periods that may include monthly, quarterly, or 
yearly monitoring. 
Evaluation, on the other hand, is more concerned with the long-term goals or impact 
of the project. Evaluations are carried out regular basis. In this context, the project 
evaluation seeks to ascertain what the impact of the project was on the target 
population and to what extent the objectives were achieved with the invested 
resources. 
How an organisation defines and measures progress toward its goals. 
Key Performance Indicators (KPI) or Key Success Indicators (KSI) help an 
organisation define and measure progress toward organisational goals. Once an 
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organisation has analyzed its mission, identified all its stakeholders, and defined its 
goals, it needs a way to measure progress toward those goals. Key Performance 
Indicators are those measurements.  
 
What are Key Performance Indicators (KPI)? 
Key Performance Indicators are quantifiable measurements, agreed to beforehand, 
that reflect the critical success factors of an organisation. They will differ depending 
on the organisation. A business may have as one of its Key Performance Indicators 
the percentage of its income that comes from return customers. A training department 
may focus its Key Performance Indicators on graduation rates of its trainees. A 
Customer Service Department may have as one of its Key Performance Indicators, in 
line with overall company KPIs, percentage of customer calls answered in the first 
minute. A Key Performance Indicators for a social service organisation might be 
number of clients assisted during the year. Whatever Key Performance Indicators are 
selected, they must reflect the organisation's goals, they must be key to its success, 
and they must be quantifiable (measurable). Key Performance Indicators usually are 
long-term considerations. The definition of what they are and how they are measured 
do not change often. The goals for a particular Key Performance Indicator may 
change as the organisations goals change, or as it get closer to achieving a goal.  
 
Key Performance Indicators reflect the organisational goals. 
      An organisation that has as one of its goals "to be the most profitable company 
in our industry" will have Key Performance Indicators that measure profit and related 
fiscal measures. "Pre-tax profit" and "shareholder equity" will be among them. 
However, "percent of profit contributed to community causes" probably will not be 
one of its Key Performance Indicators. On the other hand, a school is not concerned 
with making a profit, so its Key Performance Indicators will be different. If a Key 
Performance Indicator is going to be of any value, there must be a way to accurately 
define and measure it. It is also important to define the Key Performance Indicators 
and stay with the same definition from year to year.  
      FM practices also need to set targets for each Key Performance Indicator. This 
includes both clinical and management data but the more important of the two (at 
least initially) will be the clinical data, which will be drawn from patient medical 
records. If the content of contracts and the nature of services actually delivered are to 
be improved in an efficient way, it is important that the statistical data available is as 
accurate as possible. Consequently, an important part of the Management (particularly 
in the early days) will be to ensure that the data collection is accurate and complete. 
This will involve sampling of data entered with the source documents paying 
particular attention to data that has subjective elements.  
  
7.2 INFORMATION SYSTEMS FOR FAMILY MEDICINE 
 
7.2.1 A profile of Family Practice 
 
 The main role of the family medicine centres is to ensure that data is properly 
collected and analysed and that clinical staff of each centre are initiating action to 
rectify instances or indications of poor quality. The quality of services must be 



NFMTC

 67

improved by encouraging the greatest possible adherence to clinical guidelines and 
protocols, an active system of peer review and full participation in continuing medical 
education.   
       This activity should be largely process oriented. In other words, the 
Management is keen to see evidence in the statistical data collection that the 
guidelines are being followed, to see minutes of regular peer review meetings and that 
decisions of these meetings are followed up and to see records of the attendance of 
clinical staff in professional development forums. 
 
 The MIS runs from data capture, to data processing, and then to data storage, 
data reporting, and finally to analysis. It is important to ensure that the data has been 
collected correctly, that the analysis is sound and not superficial or self-serving, and 
that corrective action has been taken and has had the desired effect where poor 
practice or poor care is evident. 
  
 It is difficult to convey in statistical terms a true picture of the content of 
family practice. One approach is to record the diagnosis made at each doctor-patient 
encounter. By this means, it is possible to obtain an accurate picture of the family 
physician’s experience with well-defined diseases such as diabetes. Many illness 
episodes seen by family physicians, however, are much more difficult to define and 
label. Often, patient’s problems cannot be expressed by simple disease labels. There is 
no diagnosis in the usual sense of the term. Another approach is to record the patient’s 
main symptom or complaint.  Here again, however, the result may be a very partial 
picture of the illness because a statement of the symptoms says little or nothing about 
its origin. for example, if we classify the case by symptoms, we could call it insomnia 
or gastrointestinal symptoms. Whichever route we take, we provide only a partial 
picture, because we are doing something equivalent to taking a two-dimensional slice 
through a three-dimensional object. Another difficulty is that we have no assurance 
that two physicians will classify the same illness in the same way. If one physician 
classifies the illness as anxiety state, it will appear in the statistics the rubric of mental 
illness. If another classifies it as gastrointestinal symptoms (not yet diagnosed), it will 
appear under the rubric gastrointestinal diseases. Given these difficulties of 
nomenclature and standardization, it is small wonder that there are wide variations in 
such estimates as the amount of psychiatric illness in family practice. Despite this, 
however, there are some important areas of agreement regarding the content of family 
practice in countries with high general standards of living. The collection of reliable 
data has been enhanced by development of standardized coding systems for primary 
care (International Classification of Health Problems in Primary Care - 2; 
International Classification of Primary Care - 2 new) by the training of recorders, and 
by the validation of data. 
 
7.2.2 Classification of Primary Care 
 
Only the ICD-10 (International Classification of Disease) is available in Georgia. The 
ICD-10 is based on well-defined disease categories and therefore more suitable for 
classifying hospital discharges and causes of death than for the earlier manifestations 
of illness seen in primary care. The ICD-10 classified illness at a high level of 
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abstraction; family physicians operate for much of the time at lower levels of 
abstraction. ICPC breaks new ground by classifying three elements of an encounter 
between patient and doctor: the reason for encounter (RFE), the diagnosis or problem, 
and the process of care. Rather than being organised around end points of illness 
(definitive diagnoses or causes of death), the ICPC is based on episodes of care 
defined as ,,a problem or illness in a patient over the entire period of time from its 
onset to its resolution.” 
The structure of ICPC is biaxial, with 17 chapters on the horizontal axis and 7 
components on the vertical: 
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screening; 
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Treatment; 
procedures; 
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Administrative                  

Other                  
Diagnoses, 

disease 
                 

       In the chapters, body systems take precedence over aetiology. The patient’s 
reason for encounter is the patient’s given reason as interpreted by the doctor. Most 
are symptoms and complaints, which are recorded under the appropriate chapter 
heading. Each chapter has rubrics for fear or disability associated with a symptom. If 
the RFE is a preventive procedure, prescription, test result, or medical certificate, this 
is recorded under the appropriate chapter heading under components 2,3,4 or 5. The 
process of care and diagnosis are encoded and recorded under the appropriate chapter 
heading.  
       Within this structure, ICPC can provide a profile of family practice that 
represents its complexity. All classification systems are simplifications of complex 
processes.  
 
 
 
 
7.3 EXISTING DATA REQUIREMENTS 
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7.3.1 Data for the National Statistical Department 
 
       The family doctor undertakes the obligation to provide all the necessary 
documentation and reports according to the  monitoring needs of the SUSIF. They are 
to be submitted by the 10th of each month for the previous month, on the prescribed 
forms, which are enclosed in the contract. However, the SUSIF requires only a few 
financial data, plus the number of office and home visits (with some demographic 
characetristics of the patients), and the number and type of laboratory tests. 
 
Much more data must be collected for the National Statistical Department, as is well 
known by the PHC staff. This data are:  
 

Name of a datum 

1. Population, average, male  
Must include age breakdown (0 – 14, 15 – 19, 20 – 64, 65+) 
2. Population, average, female 
Must include age breakdown (0 – 14, 15 – 49, 49 – 64, 65+) 
3. Number of children under 14 
Must include age breakdown (0 – 1, 2, 3, 4, 5, 6 – 14) 
4. Number of live births (LB) 
Data from Form 02 (number of LB in the maternities ) + Form 01 (number of LB at home) 
must be used for the registration quality control 
5. Total number of deaths 
Data from Form 01 (number of deaths at home) must be used for the registration quality 
control 
6. Number of infant deaths 
Data from Form 01 (number of infant deaths at home and hospital infant death) must be used 
for the registration quality control 
7. Number of stillbirths 
Data from Form 02 (number of still births in maternities) + Form 01 (number of stillbirths at 
home) must be used for the registration quality control 
8. Number of maternal deaths 
Data collected from notifications sent to the MOLHSA 
9. Number of new cases of infectious & parasitic diseases 
Form 01 
10. Number of new cases of infectious & parasitic diseases in children 0-14 years of age 
Form 01 
11. Total number of infectious & parasitic diseases (prevalence) 
Form 01 
12. Total number of infectious & parasitic diseases in children 0-14 years 
Form 01 
13. Number of new cases of Cancer, all sites 
Form 01 
14. Number of all cases of Cancer, all population 
Form 01 
15. Number of new cases of Endocrine, nutritional and metabolic diseases 
Form 01 
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Name of a datum 

16. Endocrine, nutritional and metabolic diseases 
Form 01 
17. Number of new cases of Diabetes mellitus 
Form 01 
18. Number of all cases of Diabetes mellitus 
Form 01 
19. Hospital discharges: mental patients 
Form 01 
20. Number of new cases of mental disorders 
Form 01 
21. Total number of mental disorders 
Form 01 
22. Number of new cases of diseases of nervous system 
Form 01 
23. Total number of diseases of nervous system 
Form 01 
24. Number of new cases of diseases  of circulatory system 
Form 01 
25. Total number of diseases  of circulatory system 
Form 01 
26. Number of new cases of ischemic heart disease 
Form 01 
27. Number of new cases of cerebrovascular diseases 
Form 01 
28. Number of new cases of  diseases of respiratory diseases 
Form 01 
29. Total number of diseases of respiratory diseases 
Form 01 
30. Number of new cases of asthma in children 0-14 
Form 01 
31. Total number of chronic obstructive pulmonary diseases 
Form 01 
32. Number of new cases of digestive system diseases 
Form 01 
33. Total number of digestive system diseases 
Form 01 
34. Number of new cases of genitourinary diseases 
Form 01 
35. Total number of genitourinary diseases 
Form 01 
36. Number of new cases of pregnancy, childbirth and the puerperium complications 
Form 01 
37. Number of new cases of skin and subcutaneous tissue diseases 
Form 01 
38. Total number of skin and subcutaneous tissue diseases 
Form 01 
39. Number of new cases of musculoskeletal system diseases 
Form 01 



NFMTC

 71

Name of a datum 

40. Total number of musculoskeletal system diseases 
Form 01 
41. Number of new cases of congenital malformations 
Form 01 
42. Total number of congenital malformations 
Form 01 
43. Number of new cases of injury and poisonings 
Form 01 
44. Number of physicians (FTE) 
Form 01 
45. Number of physicians, physical persons (PP) 
Form 01, Form 15 
46. Physicians, FTE, general practitioners 
47. Physicians, FTE, paediatricians 
48. Physicians, FTE, general practitioners working in PHC 
49. Physicians, FTE, other specialties 
50. Nurses and midwives, FTE, 
51. Number of nurses and midwives, physical persons, 
52. Number of health attendants 
Form 01 
53. Number of auxiliary nursing staff 
Form 01 
54. Number of PHC institutions 
Inventory 
55. Number of visits to physicians/nurses  
note: first /repeat/ visit; home visit; curative; promotive; preventive etc. based on current 
requirements 
56. Number of DPT3 vaccinations 
Form 04 
57. Number of Polio3 vaccinations 
Form 04 
58. Number of MMR vaccinations 
Form 04 
59. Number of HpB vaccinations 
Form 04 
60. Number of BCG vaccinations 
Form 04 

 
The collection of this data will continue under the family medicine pilot programme 
2006. 
 
 
 
 
 
7.3.2 Data for the Department of Public Health 
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The family doctor undertakes the obligation to provide all data legally required from 
the family medicine practice by the Department of Public Health. These data will be 
presented to the Rayon representative of the Department of Public Health at the 
required time intervals. Non-compliance with this obligation will be reported to the 
Fund by the Department of Public Health  
 
The Department of Public Health (DPH) for the Kakheti region has made the 
following overview of what they expect primary care facilities - including the family 
medicine practices - to report to the Rayon centre of the DPH: 
 
* According to Regulation nr. 58/1, the family doctors must immediately notify 
the  occurrence of specific notifiable diseases including vaccine-preventable 
diseases. 
* According to Regulations nr. 53, nr. 58/4 and 58/5, the family doctor must 
report  specific infectious diseases on a monthly basis. 
* All cases of infectious disease must be registered in the standard register book 
 60/A. 
* The following cases must also be registered in register book 60/A: food 
 poisoning, occupational and other poisoning, exposure to radiation, and 
 complications after immunisation (see Minister’s decree nr. 122/n of 4 July 
2003). 
* Monthly reporting of morbidity data. 
* Monthly reporting of mortality (cause of death) data (form 106 s-4). 
* Registration on monthly reporting of births, including home deliveries and 
 deliveries outside the area covered by the family doctor (form nr. 106 s-4). 
* Monthly reporting on the demographic structure of the population served by 
the  family  doctor. 
* Monthly report on official health education activities. 
 
7.4 PLANNED MANAGEMENT INFORMATION SYSTEM FOR FAMILY MEDICINE 
 
The purpose of this section is to assist the family medicine staff in developing a new 
Management Information System (MIS) in family medicine centres that will: 
I  generate the data for the evaluation of the impact of the family medicine 
services;  
II enable the family medicine centres in managing day to day operations: 
 To identify the key focus areas which should be addressed primarily: 
 1 Billing financiers 
 2 Reporting to SUSIF, NCDC, PHD and others that apply especially 
patient   registration, tracking and minimum data set 
 3 Clinical care data that helps to improve the quality of services provided 
to   the individual (population) 
 
When the pilot centres commence operations there will need to be a strong emphasis 
on the accurate and timely collection of the data necessary to both meet national 
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statistical requirements and to enable the indicators (on access, utilisation from etc) to 
be measured.  
 
Structure for the new MIS: 
MIS generates the data on: 
- organisational structure (enables human resource management); 
- finances; 
- clinical care; 
- other main activities provided by the FMC (for instance training); 
- patient registration. 
  
Information gathering 
Resources required for these, what needs to be changed:  
a) Medical records-redefine the structure and content of medical records, what 
are  the perspectives for moving from manual to computerized system - advantages 
 and disadvantages, appropriately trained staff and etc;  
b)    various registries used at the facility, doctor, nurse level;  
c)    information carriers for financial information. 
 
Information analysis 
Based on the initial evaluation of state and facility requirements, propose specific 
blocks for the analysis, that should/could be produced by MIS. The list could be 
following but not limited to: 
- analysis aimed at improving clinical/preventive service provision to the 
 population (e.g. immunization coverage, meeting population’s needs, etc.);  
- analysis aimed at improved financial management; 
- analysis aimed at improved staff and staff time management. 
 
Information flow - Clear framework defining internal and external information 
flow should be developed.  
The steps required for minimisation of duplications in the data flows and decreasing 
unnecessary paperwork for the medical personnel of the FM centres such as: 
- evaluation of existing reporting and data collection requirements; 
- changes in the reporting requirements; 
- re-engineering of data collection process; 
- selection of appropriate technological solutions. 
 
Feedback 
To coordinate all activities towards the development of any kind M&E system for the 
functioning of the FM centres. It should be provided that data collected at FM centres 
could be used  by M&E system for the different health care programme under which 
FMC are expected to be contracted (e.g. new ambulatory care programme, SUSIF 
funded programs, PHD/NCDC funded programs etc.).  
 
Reporting procedure  
Purpose of the procedure is to report prescribed data to National Statistics. A merge of 
this procedure with the invoicing procedure is considered in  HMIS activities in the 
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Georgian health sector. The PHC providers are obliged also to report selected data to 
the public purchaser within framework of invoicing procedure.  
There are principally several options that have to be evaluated in the context of the 
national HMIS.  
The PHC provider (more accurately PHC practice in this context) may provide:  
a)  only aggregate numbers for specific indicators on its activities- number of 
visits according to age of patients, sex and the purpose, number of referrals, number 
of specific services like immunizations etc. These figures are entered into a form 
(paper or electronic) and sent to statistical node or a branch of the public purchaser. 
These figures can be produced automatically as a by-product of an operational IT 
system for PHC practices if it is available.  
b)  single form (again paper or electronic) for each individual patient is filled in 
and handed over to statistical node or to the branch of the public purchaser. The form 
contains basic demographic data on the patient, main and all other diagnosis, main 
procedures rendered, immunizations etc. Such forms are then processed in the 
statistical office (or at public purchaser and then handed over to the statistical office).  
       The advantage of second approach is much better quality of statistical data and 
much higher flexibility in producing statistical indicators on activity of the PHC 
providers and health status of population. 
 
Quality improvement procedure 
        Continuous quality improvement should be one of objectives of the PHC 
reform. It is proposed a formalized quality improvement procedure organised by the 
public purchaser or the regional department of the MoLHSA.  
       The procedure is based on regular evaluation of activity of PHC providers. 
The evaluation consists in assessment of treatment patterns of randomly or purposely 
(with focus on specific diagnosis) selected patients based on expert analysis of 
medical documentation. Quality and completeness of documentation is evaluated as 
well.  
       The other source of quality evaluation is statistical data on activity of the PHC 
provider. It is assessed number of visits, number of referrals, prescription patterns, 
number of preventive services rendered etc.  
       The third source for quality assessment may be regular patient’s satisfaction 
surveys. The purpose of such complex evaluation procedure is to help the PHC 
providers to improve steadily quality of their work.  
       The evaluation procedure can be done by a regional committee composed of 
representatives of the public purchaser, regional department of the MoLHSA and also 
of representatives of regional medical professional associations acting in PHC field. 
 
The intention of the planned new PHC HMIS Strategy is to: 
- Propose an HMIS Framework which provides a structure within which all 
PHC  HMIS  maintenance and developments should fit and allow all HMIS work to 
 proceed in the most effective way. 
- Present some specific HMIS developments designed to support the PHC pilots 
 that are due to start in June, 2006. 
It is therefore recommended that following principles should form the foundation for 
future HMIS work: 
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a The HMIS Framework or structure should be defined mainly in terms of data 
 definitions and information flows. 
b The formally approved existing recording and reporting forms should be used 
as  the basis for the data collection and for the transfer of data, whether these are 
 carried out manually or electronically, unless a clear case can be made for 
 amendments or additions to meet a specific information need. 
c Designing the HMIS does not imply creating new systems for collecting 
 information. Instead it means setting up mechanisms for obtaining selected 
 summary data from existing information collection systems and putting in 
place  an infrastructure for processing these data into Management Information. 
d All the current flows of health information, and of information relevant to 
health  e.g. population data, should be considered as potential sources of PHC HMIS 
 data. Common approach to data and information flows can be agreed and 
common  standards applied. 
e HMIS developments should build on existing systems (both manual and 
 computerised) wherever possible, but amended where necessary to meet new 
 requirements. 
f Use of manual systems need to be continued at the levels where the 
infrastructure  and resources are not sufficient to support the running of computerised 
systems.   
 
To develop outputs for data presentation under the new PHC-HMIS, the groups of 
indicators could be regrouped into the following categories: 
 

N Indicator Group Period 
1 Vaccination coverage Performance indicators annual 
2 % from the vaccination plan Performance indicators quarter

3 Incidence of vaccine preventable diseases Performance and health 
indicators annual 

4 Coverage with antenatal care Performance indicators annual 

5 % of pregnancies with four obligatory 
antenatal visits complete Performance indicators annual 

6 % of home deliveries Performance indicators annual 
7 % of home deliveries Performance indicators quarter
8 Coverage of infants with PHC Performance indicators annual 
9 Coverage of infants with PHC Performance indicators quarter
10 Coverage of children under 3 with PHC Performance indicators annual 
11 Number of vulnerable population served Performance indicators annual 
12 Number of veterans served Performance indicators annual 
13 Incidence and prevalence of diseases  Health indicators annual 
14 Infant mortality and mortinatality Health indicators annual 
15 Crude death rate Health indicators annual 
16 Insulin (doses) disbursed Commodity management month 

17 Coverage of insulin dependent cases with 
insulin provision Commodity management annual 
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N Indicator Group Period 
18 Mental drugs disbursed Commodity management month 
19 Coverage of mental patient with drugs Commodity management annual 
20 Pain relief drugs disbursed (for oncology) Commodity management month 
21 Coverage of oncology patients with drugs Commodity management annual 
22 Vaccines (doses) spent Commodity management month 
23 Number of doses of vaccine per 1 

vaccination 
Commodity management annual 

24 Contraceptives Commodity management month 

25 Contraception prevalence in women of 
reproductive age Commodity management annual 

26 DOTs Commodity management month 

27 Coverage of patients with pulmonary TB 
with DOTs Commodity management annual 

28 Number of visits per patient per year Resource consumption annual 
29 Number of visits per patient per month Resource consumption month 
30 Number of ambulance calls per patient per 

year Resource consumption annual 

31 Number of ambulance calls per 1 brigade 
per month Resource consumption month 

32 Number of ambulance calls per 1 brigade 
per month Resource consumption annual 

33 Number of visits per physician per day Resource consumption month 
34 Number of visits per physician per day Resource consumption annual 
35 Physicians FTE per 1000 population Resource consumption annual 

36 Physicians (physical persons) per 1000 
population Resource consumption annual 

37 Lab tests per attached population Resource consumption annual 
 
7.5 DATA COLLECTION UNDER THE FAMILY MEDICINE PILOT PROGRAMME 2006 
 
Additionally to the continuing obligation to collect the data described in section 7.3, 
the pilot family medicine practices must collect the following data, partly overlapping 
with the existing data collection for the National Statistical Department and the 
Department of Public Health: 
 
Expected outcome of 
the programme 

Assessment indicators 

A population residing within a service area. 
A target population (%), which will be provided with services 
considered under the program within a period under report 
Coverage of an infants’ contingent with vaccination against the age 
groups 

 
Coverage of a 
target population 

infants under the age of one year 
current situation – 80%; target – 90% 
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Expected outcome of 
the programme 

Assessment indicators 

(b) re-vaccination by the age of five years 
current situation – 75%; target – 85% 
(c) re-vaccination by the age of fifteen years 
current situation – 70%; target – 80% 
Note:  
Coverage of an infants’ contingent with vaccination against the age 
groups: a) infants under the age of one year (BCG, DPT-3, POLIO-3, 
HpB-3); 
b) the rubella component vaccine-1 in infants of the age between 1 and 
2 years; 
c) re-vaccination at the age between 5 and 6 years DPT-4, POLIO-4, 
the rubella component vaccine-2; 
d) re-vaccination at the age of 14 years 
Applications 
(a) to a physician 
outpatient 
home visits 
primary 
preventive 
(b) to a nurse 
outpatient 
home visits 
primary 
preventive 
(c) utilization of laboratory services 
testers upon home visits 
at laboratory 
(d) referral to the specialists 
an endocrinologist 
a phthisiatrician 
a gynaecologist 

Utilization of PHC 
services 

an oncologist etc. 

Quality of the 
medical services 

1. Study of patients’ satisfaction rate 
2. A number of newly disclosed cases of the capillary hypertension 
3. A number of newly disclosed cases of the pancreatic diabetes 
4. A number of patients registered: 
   a) oncological diseases 
   b) cardiovascular system disease 
   c) diabetes 
   d) tuberculosis of the respiratory tract 
5. A number of deceased patients: 
   a) oncological diseases 
   b) cardiovascular system disease 
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Expected outcome of 
the programme 

Assessment indicators 

6. Treatment outcome 
   a) a number of diseases caused by the diabetes 
   b) respiratory tract tuberculosis rate in patients after treatment of 
         DOTS 
       - a number of incurable cases 
       - a number of interrupted treatment cases 
7. The pregnancy surveillance: 
   a) a number of pregnant women under surveillance, including before 
      12 weeks 
   b) a number post-natal women, including  
        - passed 4 full visits 
        - delivered at home 

 
7.6 POPULATION REGISTER 
 
Registration procedure - Purpose of the procedure is registration of inhabitants at 
PHC practices. Precondition for the procedure is that free choice of PHC providers 
will be decided on. 
The registration entitles the citizens to consume all services according to and under 
the conditions of the approved BBP. If a citizen is not registered he/she has to pay all 
PHC services without public subsidy. Alternatively a single co-payment for each visit 
of a non-registered citizen may be considered.  
       Providers will be remunerated predominantly by capitation according number 
(and age profile) of registered population. A transition period of about two years may 
be adopted. During this period will be PHC providers paid according current 
catchments population, after two years real number of registered citizens will be 
remunerated by the public purchaser.  
The procedure of initial registration is as follows:  
1 The citizen visits the selected PHC doctor and fills in a registration form. The 
 registration form has three copies; one for the PHC provider, one for the public 
 purchaser and on for the citizen. The registration form contains name, birth 
date  and address of the citizen, identification of the PHC doctor, date of registration 
 and sign of the citizen. The registration is valid since first day of next month.  
2 The PHC doctor gives one copy to the citizen, one copy inserts into 
 documentation and one copy in a batch delivers to the public purchaser.  
3 The public purchaser checks for doubled registrations in its database. If a 
doubled  registration is found the resolution of it is done according the date of 
registration  in favour of the registration with the later date.  
4 The public purchaser sends regularly (monthly) to all contracted PHC 
provider’s  lists of  approved changes - new approved enrolments and cancelled 
enrolments  due to later registration somewhere else.  
Citizens may change their registration once in a three calendar months under normal 
circumstances. It is possible to change the registration at shorter notice in case of 
movement or temporal work stay in some other place.  
The procedure of change of registration is as follows:  
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1 The citizen visits the newly selected PHC doctor and fills in the registration 
form.  He/she marks a reason in case of a premature change and the PHC doctor 
he/she  was previously registered to. The change is valid since first day of next month.  
2 The newly selected PHC doctor gives one copy to the citizen, one copy inserts 
 into documentation and one copy in a batch delivers to the public purchaser.  
3 The public purchaser checks for doubled registrations and for legitimacy of the 
 change of registration in its database. If legitimacy of the change of 
registration is  in doubt, the public purchaser rejects the change and informs the 
citizen.  
4 The public purchaser sends regularly (monthly) to all contracted PHC 
providers a  list of approved changes - new approved enrolments and cancelled 
enrolments due  to later registration somewhere else.  
5 In case of approved change of registration the newly selected PHC doctor ask 
the  previous one for an excerpt from citizen’s medical documentation. 
 
Monitor community satisfaction and address complaints and questions. One of 
the best ways to improve the use of PHC facilities is to be seen to be acting on issues 
that are raised by individual members of the community. All questions must be 
answered properly and, more importantly in many ways, all complaints must be 
addressed in a constructive and positive way to promote quality and avoid escalation. 
Each practice will be expected to keep a record of questions and complaints and how 
they were resolved.  
 
7.7 DATA ON SPECIFIC PROCEDURES FOR PATIENTS 
 
7.7.1 Patient records 
   
Single form (paper or electronic) for each individual patient should be filled. The 
form contains basic demographic data on the patient, main and all other diagnosis, 
main procedures rendered, immunizations etc. Such forms are then processed to 
aggregate numbers for specific indicators on its activities - number of visits according 
to age of patients, sex and the purpose, number of referrals, number of specific 
services like immunizations etc. Patient’s records should be used  for the regular 
evaluation of activity of PHC providers. The evaluation consists in assessment of 
treatment patterns of randomly or purposely (with focus on specific diagnosis) 
selected patients based on expert analysis of medical documentation. Quality and 
completeness of documentation is evaluated as well.  
 
7.7.2 Prescription procedure 
 
Purpose of the procedure is to prescribe drugs that require prescription. 
Urgent requirement is to re-introduced or reinforce obligation to use drug prescription 
for much broader list of drugs than currently is in place. It is not only for the sake of 
reimbursement procedure but mainly for the sake of safe and effective ingestion of 
drugs in Georgia. Eradication of the dissemination of antibiotics with ought 
prescriptions has to become one of main concerns of national health authorities.  
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Prescription forms should be official documents, their printing should be done under 
supervision of the MoLHSA. The prescription form contains identification of the 
patient, identification of the prescribing doctor, diagnose, identification of the drug, 
the dosage and date of the prescription and information on patient’s share on price 
coverage. Time validity of prescriptions is limited.  
 
7.7.3 Referral procedure 
 
Purpose of the procedure is to refer patients for treatment at secondary or tertiary 
level. It is supposed that PHC doctors make referrals to specialists based on approved 
medical guidelines and good clinical judgment.  
The patients should be entitled to any public subsidy for treatment in secondary and 
tertiary level (for elective care) only on a referral issued by their PHC doctor.  
The referral procedure for secondary care is as follows:  
- The PHC doctor decides that a referral is needed. 
- The PHC doctor fills in first part of the referral form and gives to the patient to 
 take to the specialist. 
- The PHC doctor enters note on the referral into the statistical form (the 
electronic  form of PHC information system). 
- The PHC informs the patient about availability of relevant specialists. 
- The patient arranges the specialist visit and gives the referral form to the 
specialist  
- After seeing the patient, the specialist:  
 a) completes the second part of the referral form  
 b) enters notification on drugs that should be prescribed to the patient  
 c) keeps (turns off) the first part of the referral form  
 d) returns second part of the referral form to the patient 
- The patient returns the completed form to the PHC doctor, who puts the form 
in  the patient’s medical record and prescribes the recommended drugs. 
- The PHC doctor communicates directly with the specialist for clarification of 
the  treatment plan as needed.  
 
The referral procedure for tertiary care should be as follows:  
- The PHC doctor decides that a referral is needed. 
- The PHC doctor fills in first part of the referral form and gives to the patient to 
 take to the hospital. 
- The PHC doctor enters note on the referral into the statistical form (the 
electronic  form of PHC information system). 
- The PHC informs the patient about availability of relevant hospitals. 
- The patient arranges the admission with the hospital and gives the referral 
form to  the admission doctor. 
- After treatment the discharging doctor: 
 a) completes the second part of the referral form  
 b) adds the discharge summary  
 c) enters notification on drugs that should be prescribed to the patient  
 d) keeps (turns off) the first part of the referral form  
 e) returns second part of the referral form to the patient  
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ANNEX A - TEMPORARY STATUTES   
 
(based on decree N103/o of the Minister of Labour, Health and Social Affairs of 
Georgia dated 15.04.2002) 
 
Temporary Statute of Family Physician Duties and Competencies 
Temporary Statute of General Practice Nurse Duties and Competencies 
Temporary Statute of Family Medicine Practice (Centre/department) 
Temporary Statute of General Practice Manager Duties and Competencies 
 
 
FAMILY PHYSICIAN: TEMPORARY STATUTE 
 
I General provisions 
 
1.1 Family Physician (FP) is a specialist with higher medical education who is 
legally  authorized to provide multiprofile primary medical care of persons of 
all ages and  both genders; 
1.2 In order to obtain the title of FP a person with higher medical education needs 
to  go through the special training program in given profile and pass the State 
 Certification Examination in the specialty "General Medical Practice, Family 
 Physician"; 
1.3 Training of FP is conducted according to the programs developed on the basis 
of  State professional standards at the health facilities accredited by the State, 
which  have obtained the license on training the specialists in given field; 
1.4 In his/her activities the FP acts within the frames of the following legal 
regulatory  documents: 
 a Constitution of Georgia: 
 b Law of Georgia on "Health Care"; 
 c Law of Georgia on "Patient's Rights to Health care"; 
 d Law of Georgia on "Medical Activities"; 
 e Other legal documents of Georgia and international agreements and 
   contracts 
 f Given Statute. 
1.5 FPs conduct their professional activities  
 - Individually or in collaboration with representatives of medical, social 
and   other  related fields based on team-working principles; 
 - At the State or Non-State institutions of medical profile accredited by 
the   State, as well as in the form of individual and group practices; 
 - On the basis of contracts with the Ministry of Labour, Health and 
Social    Affairs and its sub departmental institutions, Tbilisi (and/or 
other     municipality) Health and Social Care services, insurance 
companies,    governmental and non-governmental medical 
institutions, different    departments, as well as with individual patients 
and families; 
1.6 Payment of FPs for provided services is conducted on the basis of conditions 
of  the contracts with the Ministry of Labour, Health and Social Affairs and its 
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sub  departmental institutions, Tbilisi (and/or other municipality) Health and Social 
 Care Services, insurance companies, governmental and non-governmental 
medical  institutions, different departments, as well as with individual patients 
and families; 
1.7 Each member of the society has the right to choose his or her personal FP. In 
this  case it is preferable to follow the principle of territorial accessibility; 
1.8 The volume, form, and nature of medical services offered to the patient by the 
FP  and the accomplishment of which the FP takes the responsibility, must be in 
 compliance with standards of FP professional activities, approved in Georgia; 
1.9 The number and composition of the population attached to the FP is 
determined  by the contract conditions; 
1.10 The central and local health authorities according to the approved regulations 
 conduct control over the FP activities. 
 
II Rights and responsibilities of FP 
 
 
2.1 Main responsibility of the FP is provision of primary health care the 
community,  families and individuals in accordance with the State Standards of 
medical  practice and contract conditions; 
2.2 At the primary health care level the FP provides services to improve the health 
 state and disablement of the patient and on this basis issues the health 
certificate  on the health state, appropriateness of different activities (medical 
examination at  all levels), or temporary disablement. Taking into consideration 
the FP  competencies he/she can provide above mention services independently, 
without  involvement of other specialists 
2.3 FP is obliged to keep the appropriate patient documentation on the regular 
basis  according to the established regulations; 
2.4 According to the established regulations FP may draw up contracts of 
voluntary or  obligatory medical insurance with any governmental or non-
governmental  organisations on providing medical services; 
2.5 FP may receive payment for provided medical services in accordance to the 
 contract conditions; 
2.6 FP must participate in discussions with key stakeholders at central and local 
levels  at medical and non-medical bodies regarding regulation of quality 
improvement; 
2.7 FP must protect the patient's interests related to his/her health or social status; 
2.8 FP must  care about self- and colleagues' professional growth and 
development; 
2.9 Within the competencies FP is responsible for independently made decisions. 
In  case of illegal actions, or inactivity which led to the deterioration or death of 
the  patient the FP bears the responsibility according to the existing legislation. 
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III Functions of FP 
 
3.1 Within their personal competence provide comprehensive medical services to 
 adults, children and pregnant women (in out-patient and at home) including 
 preventive, curative, diagnostic and rehabilitative services; 
3.2 The list of main activities of FP is as follows: 
 - Health education and health promotion for all age groups and gender; 
 - Primary (incl. immunization), secondary (incl. screening) and tertiary 
   prevention; 
 - Early detection of disease; 
 - Management of complications conditions encountered in primary care; 
 - Diagnosis of conditions encountered in primary care on the basis of 
   clinical history, examination and necessary appropriate  
    laboratory/instrumental examinations; 
 - Management of chronic conditions; 
 - Management of referral and counter-referral of patients to specialist, 
   hospital, community and social services; 
 - Physical and psychological rehabilitation of the patients; 
 - Targeted services for specific groups including:  
  - Developmental follow up of infants and children – evaluation of 
    physical and psycho-social development; 
  - Timely identification and management of medical problems 
among    children; 
  - Medical follow-up of adolescents, timely identification and 
    management of existing problems; 
  - Health promotion of elderly, as well as evaluation of health 
status,    timely identification and management of health needs; 
  - Health promotion of women; 
  - Timely identification and management of health problems 
among     women; 
  - Antenatal and post natal care; 
  - Care of the terminally ill (palliative care); 
  - Counseling and psychological support during bereavement; 
 - Provision of urgent medical care. 
3.3 Actively support and participate in the process of training and education of 
FPs,  nurses, managers and other primary care team members. In this case the 
principles  of in-service and multidisciplinary training must be followed; 
3.4 Actively participate in research, promoting the formation of family medicine 
as  academic discipline, development of evidence-based practice and 
improvement of  the quality of care; 
3.5 Actively participate in public health programs, as well as in implementing the 
 health system reforms in the country. 
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GENERAL PRACTICE NURSE: STATUTE 
 
I General provisions 
 
1.1 General Practice Nurse (GPN) is a person, who have high medical education, 
 diploma of the specialty "Nursing" and certificate – "General Practice Nurse". 
1.2 Training of GPN is carried out according to the curriculum developed on the 
basis  of State professional standards at the health institutions with State 
accreditation  and license of training the specialist in given specialty; 
1.3 On the position General Practice Nurse" specialists are appointed and relieved 
 according to the existing legislation; 
1.4 In his/her activities the GPN acts within the frames of the following legal 
 documents: 
 a Constitution of Georgia; 
 b Law of Georgia on "Health Care"; 
 c Law of Georgia on "Patient's Rights"; 
 d Other legal documents of Georgia and international agreements and 
   contracts 
 e Given Statute. 
1.5 GPN works as an independent specialist and conducts medical activities within 
 his/her competencies according to the qualification requirements adopted for 
this  specialty; 
1.6 GPN works in close cooperation and interaction with General 
Practitioner/Family  Physician (GP/FP); 
1.7 Their professional activities GPNs conduct individually or, based on the team-
 working principles, in collaboration with representatives of medical, social and 
 other fields; 
1.8 Their professional activities GPNs conduct at the State or Non-State 
institutions  of medical profile accredited by the State, as well as in the form of 
individual and  group practices; 
1.9 Their professional activities GPNs conduct on the basis of contracts with the 
 Ministry of Labour, Health and Social Affairs and its sub departmental 
 institutions, Tbilisi Health and social care services, insurance companies, 
 governmental and non-governmental medical institutions, different 
departments,  as well as on the basis of contracts with individual patients and 
families; 
1.10 Payment of GPNs for provided services is conducted on the basis of conditions 
of  the contracts with the Ministry of Labour, Health and Social Affairs and its 
sub  departmental institutions, Tbilisi Health and social care services, insurance 
 companies, governmental and non-governmental medical institutions, different 
 departments, as well as on the basis of contracts with individual patients and 
 families; 
1.11 Control over the GPN activities is conducted by the central and local health 
 authorities according to the approved regulations. 
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II. Rights and responsibilities of GPN/FPN 
 
2.1 Main responsibility of the GPN is provision of the community, families and 
 individuals with primary medical care according to the competencies of GPN 
and  contract conditions; 
2.2 GPN is obliged to keep the appropriate documentation on the regular basis 
 according to the established regulations; 
2.3 According to the established regulations GPN may draw up contracts of 
voluntary  or obligatory medical insurance with any governmental or non-
governmental  organisations on providing medical services; 
2.4 GPN may receive payment for provided medical services in accordance to the 
 contract conditions; 
2.5 GPN must participate in discussions at central and local levels at medical and 
non- medical bodies regarding regulation of quality improvement; 
2.6 GPN must protect the patient's interests related to his/her health or social 
status; 
2.7 GPN must follow the ethical-legal norms of professional relations and meet 
the  requirements of working discipline; 
2.8 Within the competencies GPN is responsible for independently made 
decisions. In  case of illegal actions, or inactivity which led to the deterioration of 
health or  death of the patient the GP/FP bears the responsibility according to the 
existing  legislation. 
 
III Functions of GPN 
 
3.1 Within his/her professional competencies GPN provides nursing medical 
services  to the patients of all ages and both genders at ambulatory and home; 
3.2 According to the GP/FP prescription, or independently, within his/her 
 professional competencies performs preventive, curative, diagnostic and 
 rehabilitative services at ambulatory and if needed at home; 
3.3. GPN provides urgent pre-physician??? care to the patients and victims in cases 
of  emergencies and trauma; 
3.4 According to the established regulations GPN keeps medical registration 
 documentation, accounting-accountability and statistical forms; 
3.5 The list of main activities of GP/FP is as follows: 
 - health education and health promotion at individual and community 
levels 
 - primary (incl. immunization), secondary (incl. screening) and tertiary 
   prevention; 
 - primary assessment of the patient, including identification of patient's 
   health and psycho-social needs; 
 - assessment of the necessity of referral of the patient to GP/FP and 
   organization of the visit; 
 - dynamic supervision of chronic patients; 
 - identification of early signs of prevailed diseases; 
 - identification of urgent conditions developed on the background of 
chronic   diseases; 
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 - preparation of the patient for laboratory and instrumental examinations 
   support of timely referral of the patient to the laboratory; 
 - support of timely hospitalization of the patient; 
 - participation in physical and psychological rehabilitation of the patient; 
 - health promotion in children and juveniles; 
 - medical supervision and assessment of physical development of 
children    within nurse's competencies; 
 - timely identification of medical problems in children; 
 - supervision of the health of juveniles, timely identification of existing 
   problems; 
 - health promotion in elderly; 
 - assessment of health status of elderly, timely identification of health 
and    social needs; 
 - health promotion in women; 
 - timely identification of women's health problems; 
 - medical supervision of pregnants within GPN competencies; 
 - post-delivery follow-up within GPN competencies; 
 - care of terminal patient; 
 - counseling and psychological support of died patient's relatives; 
 - prevision of urgent medical care in cases of emergency situations 
prevailed   in general practice. 
3.6 GPN supports and participates in multidisciplinary training process together 
with  GP/FP, managers and other primary care team members; 
3.7 GPN cares about self- and colleagues' professional growth and development; 
3.8 GPN actively participates in research, promoting the formation of family 
medicine  as academic discipline, development of evidence-based practice and 
improvement  of the quality of care; 
3.9 GPN actively participates in public health programs, as well as in 
implementing  the health system reforms in the country. 
 
Duties and Competencies of the General Practice Nurse 
 
1 After completing the professional training program General Practice Nurse 
(GPN)  must comply with definite qualification requirements in order to obtain the 
right  to conduct the medical activities. He/she must have appropriate knowledge 
and  skills for independent provision of preventive, diagnostic, curative and 
 rehabilitative nursing medical services for the population of all ages and both 
 genders: 
1.1 GPN must fully understand the philosophy and main principles of family 
 medicine. He/she must be ready to offer to the consumer comprehensive, 
 coordinating and maximally accessible medical services; 
1.2 GPN must know his/her functions, rights and responsibilities.  Have a desire 
and  be ready to perform them; 
1.3 GPN must be able, in general, to describe the peculiarities of GPN activities 
 (based on the international experience) and be aware about the indicators of 
 morbidity of pathologies especially prevailed in general practice. At the same 
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time  he/she must understand the importance of application of these indicators in 
 clinical practice; 
1.4 GP/FP must fully understand the limits of his/her professional competencies. 
 Based on the clinical analysis of the patient's condition and taking into 
 consideration other important psycho-social factors GP/FP must be able to 
make  decision about the necessity of providing the treatment by GP/FP. At the same 
 time it is essential that to determine exactly how urgent (in what period) it is 
 necessary to refer the patient; 
 
2 Within his/her competencies GP/FP must be able to conduct practice and on 
the  primary care level provide nursing medical care of different therapeutic and 
 surgical pathologies, specific problems of women's health, skin, 
 otorhinolaringologic, ophthalmologic, mental, allergic, and infectious diseases; 
 
3 GPN must know:  
3.1 Basics and rights of health legislation; 
3.2 Organisational principles of health facilities' functioning at primary care  
  level; 
3.3 Methods of health care quality assurance and improvement in general  
  practice; 
3.4 Psychology, philosophy and moral-ethic norms of professional relations; 
3.5 Principles of team working and functioning of primary care team; 
3.6 Basics of clinical epidemiology; 
3.7 Philosophy and basics of preventive medicine; 
3.8 Ways of prevailed diseases prevention and advanced evidences of their 
 effectiveness: 
 - prevention of infectious and non-infectious diseases – immunization; 
 - ways of cardio-vascular diseases (CVD) prevention; 
 - methods for prevention and early diagnosis of malignant tumours; 
 - ways of prevention of traumatism and accidents; 
 - ways of mental health promotion; 
 - methods of prevention of STDs; 
 - principles of health promotion in women, children, juveniles and 
elderly    and the ways of their implementation; 
3.9 Types and methods of patient health education; 
3.10 Main aspects of chronic diseases management in general practice; 
3.11 Advanced methods of diagnosis, treatment and management of prevailed 
chronic  diseases: diabetes mellitus, bronchial asthma, ischemic heart disease, 
 hypertension; 
3.12 Types, forms and methods of rehabilitation; 
3.13 Main principles of medical supervision of pregnants; 
3.14 Main principles of child development assessment; 
3.15 Symptoms and signs of somatic diseases, prevailed in children, methods of 
their  diagnosis and treatment, possible complications and ways to avoid them; 
3.16 Clinical signs, main methods of treatment, management and rehabilitation of 
 prevailed therapeutic, gynecological, urologic, dermatologic, infectious, 
 neurologic, mental and ophthalmologic problems (see annex 1); 
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3.17 Ways of management of prevailed urgent conditions; 
3.18 Regulations and importance of keeping medical documentation and 
accounting- statistical forms. 
 
4 GPN must be able to: 
4.1 Within the professional competence and rights analyze the current situation 
and  make a decision; 
4.2 have good communications with patients and colleagues; 
4.3 According to the GP/FP prescription and professional competencies 
performing of  diagnostic, rehabilitative, preventive, and sanitary-hygienic activities; 
4.4 Assess and identify leading symptoms and syndromes in patients with severe 
and  terminal conditions; 
4.5 Prepare the patient for lab. and functional investigations; 
4.6 In particular cases assess the effectiveness of pharmaceuticals, identify 
possible  side effects and provide care in cases of drug-related intoxication; 
4.7 Carry out the measures for protection of population, patients, victims, 
personnel  of disaster medicine and civil defense services; 
4.8 Documentation of main stages of nursing activities; 
 
5 GPN must know: 
5.1 Techniques of nursing manipulations; 
5.2 Definite diagnostic and patient's examination skills within GPN competencies 
(see  annex 2); 
5.3 Skills of nursing care; 
5.4 Types of physiotherapeutic procedures, physical exercises and massage; 
5.5 Methods of patient counseling and health education; 
5.6 Regulations of pharmaceuticals receipt, keeping and use; 
5.7 Basics of maternal and child health; 
5.8 Basics of obstetrics-gynecology and family planning; 
5.9 Basics of surgery at primary care level. 
 
Annex 1 
 
Core competencies of the  general practice nurse 
 
Clinical Basics based on systems 
 
1 Cardiovascular diseases 
HYPERTENSION 
ISCHAEMIC HEART DISEASE 
Angina 
MYOCARDIAL INFARCT 
Heart Failure 
Hyperlipidaemia 
Peripheral Vascular Disease to include Claudication and Varicose veins 
Temporal arteritis 
Valvular heart disease 
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Dysrrhythmias 
RESUSCITATION & BASIC LIFE SUPPORT  
 
2 Respiratory System Diseases 
ASTHMA 
Bronchitis acute and chronic 
Pleurisy & other chest pain 
Pneumonia 
Tuberculosis 
Pneumothorax 
Cancer of the Bronchus 
Industrial lung disease 
Cough 
 
3 Gastrointestinal Diseases 
Abdominal pain 
DYSPEPSIA to include Gastro-oesophageal reflux disease  
                                       Hiatus hernia 
                                       Peptic ulcer 
Gall bladder disease 
Liver disease to include  non infective hepatitis 
                                       biliary cirrhosis 
                                       auto immune disease  
                                       alcoholic liver disease 
Herniae 
BOWEL DISEASE to include Altered bowel habit 
                                             Constipation 
                                             Irritable Bowel Syndrome 
                                             Diverticular disease 
                                             Crohn’s disease 
                                             Ulcerative colitis 
                                             Coeliac disease 
Piles  
Pruritis ani 
 
4 Neurological problems 
EPILEPSY 
Parkinson’s 
STROKE 
HEADACHE including Migraine 
                                      Cluster headaches 
                                      Bleeds 
 
5 Endocrine Diseases 
DIABETES MELLITUS 
THYROID DISORDERS 
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6 Haematological disorders 
ANAEMIAS especially Iron deficiency 
                           Macrocytic 
 
7 Rheumatology problems 
BACK PAIN 
ARTHRITIS osteoarthritis 
                      rheumatoid 
Osteoporosis 
Gout 
Musculoskeletal pains especially  tendinitis 
                                          knee problems 
Connective Tissue Diseases 
 
8 Genitourinary Disease 
URINARY TRACT INFECTIONS 
Prostate problems  Benign Hypertrophy 
                               Cancer 
Testicular Problems  Epididymo-orchitis 
                                 Hydrocoele 
                                  Varicocoele 
                                 Cancer 
Renal Calculi 
Haematuria 
 
9 Paediatrics 
 
CHILD HEALTH SURVEILLANCE with DEVELOPMENTAL SCREENING 
                                                                   IMMUNISATIONS 
                                                                   HEARING AND VISION TESTING 
Minor illnesses especially  Upper respiratory infections 
                                Gastro-enteritis 
Febrile convulsions 
Conditions causing Developmental delay e.g. Down’s Syndrome  
 
10 Ears Nose and Throat 
Tonsillar disease 
Hoarseness 
Sore Throat 
Otitides  Acute otitis media 
              Chronic secretory otitis media 
              Otitis externa 
Deafness 
Dizziness and other labyrinthine problems 
Nasal problems including  Rhinitis  
                                         Polyps 
                                         Hay Fever 
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                                         Catarrh 
 Sinus problems 
 
11 Ophthalmology 
THE RED EYE 
Squint 
Chronic Glaucoma 
Visual loss : sudden e.g. Haemorrhage 
                    gradual e.g. cataracts 
Chalazions/Styes 
Retinopathy 
 
12 Dermatological problems 
ECZEMA/DERMATITIS 
Psoriasis  
Melanoma and other pigmented lesions 
Naevi 
Warts 
Acne 
Infections including  Herpes 
                        Impetigo 
                       Fungal infections 
                      The “spotty” illnesses e.g. Chicken pox 
Urticaria 
How to biopsy: Punch/scrape/excision 
Tumours :-   Rodent ulcers 
                      Squamous cell lesions (Bowen’s) 
                     Benign cysts and papillomas 
                      Keratomata 
 
13 Infectious Diseases 
TRAVEL IMMUNISATIONS 
HIV  
Sexually transmitted infection 
Viral illnesses e.g. Glandular Fever 
Myalgic encephalitis  
Hepatitis 
Infestations 
 
 
14 Psychiatric Illnesses 
DEPRESSION;  Reactive 
                          Post Natal 
                          Endogenous 
Anxiety 
Hypomania 
SCHIZOPHRENIA  Paranoia 
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                                 Catatonia 
                                  Sectioning How the UK Mental Health act works 
DEMENTIA Confusion through to Alzheimer’s etc. 
Neurosis 
Substance Abuse 
Psychologists and Counsellors 
Learning Difficulties 
 
OTHERS 
Elderly Care  Polypharmacy 
                     Falls 
                     Toxic Confusion 
                      System failure so aids and adaptations 
Public Health Issues  
Sanitation 
PALLIATIVE CARE 
Tiredness 
 
15 WOMEN’S HEALTH  
 
TOPICS FOR INCLUSION 
 
WELL WOMEN 
Screening for cervical disease to include the ability to take smears 
Breast screening to include self awareness of  normal and then of lumps and other 
abnormalities. 
Also to check Blood Pressure and lifestyle 
FAMILY PLANNING 
 
Barrier methods 
Hormonal methods: Combined Pill Progesterone only Pill and injections 
Intrauterine devices 
Emergency contraception 
Sterilisation 
 
The Menopause: Hormone replacement 
                            Osteoporosis 
                            Cardiovascular disease 
 
UTERINE CONDITIONS 
Fibroids 
Endometriosis 
Endometritis 
 
BREAST DISEASE 
Lumps 
Screening 
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Mastalgia 
 
PREGNANCY 
 
1  Unwanted pregnancy abortion counseling and ethics. Adoption 
2 Preconception counseling Lifestyle Folic Acid Rubella status 
3 Ectopic pregnancy 
4 Ante Natal Care 
5 Intrapartum care 
6 Post natal care :  Bleeding  
                                Sepsis 
                                Feeding 
7 Complications of pregnancy 
 Gestational diabetes 
 Pregnancy induced hypertension 
 
Annex 2 
 
Necessary GPN manipulations, examination and diagnostic skills 
 
- Preparation of disinfection solution; 
- Disinfection of instruments for patient care; 
- Pre-sterilization processing of instruments, injections, syringes; 
- Allocation dressing materials, dressing and sheets in boxes; 
- Use of sterilized boxes; 
- Hands disinfection; 
- Preparation of sterile table; 
- Change of dresses and sheets; 
- Hygienic procedures in beds; 
- Hygienic processing of the patient; 
- Prevention of decubitus; 
- Feeding of patient in bed; 
- Feeding through probe; 
- Feeding of patient through gastrostom; 
- Temperature measurement; 
- Development of temperature curve; 
- Pulse measurement; 
- Determination of breathing rate; 
- Arterial pressure measurement; 
- Determination of diuresis; 
- Application of mustard pads; 
- Application of hot water bottle and ice bag; 
- Preparation of medical bath; 
- Oxygen delivery; 
- Application of night vase and urine collector; 
- Application of air transmission tube; 
- Application of all kinds of enema; 
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- Bladder catheterization; 
- Application of ointment and plaster; 
- Drops in eye, nose and ear; 
- Application of inhaler; 
- Taking of insulin dose; 
- All kinds of injections; 
- Mantoux test; 
- Preparation and application of EV-line 
- Venepunction; 
- Making subcutaneous diagnostic and allergic samples; 
- Application of ECG; 
- Taking of mouth smear; 
- Taking of vaginal smear, rinsing of vagina; 
- Collection of sputum; 
- Blood test on hemoglobin; 
- Urinotest; 
- Taking of excrements for test; 
- Preparation of the patient for endoscopy; 
- Preparation of the patient and participation in all manipulations in out-patient 
care  conditions; 
- Dressing; 
- Determination of woman’s pelvis size; 
- Listening of the heartbeat of fetus; 
- Examination of milk glands; 
- Breast-feeding rules; 
- Anthropometrics of newborn; 
- Care of umbilicus; 
- Bottle feeding; 
- Artificial respiration; 
- Provision of local anesthesia; 
- Immobilization; 
- Stop of bleeding from blood vessels; 
- Putting of string; 
- Processing of burnt surfaces; 
- Processing of wounds, in case of superficial wound putting of ligate; 
- Removal of sutures; 
- Rinsing of tonsilar lacuns; 
- Ear rinsing; 
- Eye rinsing; 
- Determination of vision and color receptivity; 
- Conduction of documentation on registration of pharmaceuticals; 
- Application of glukometer; 
- Application of peak-flow meter; 
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ANNEX B - FAMILY MEDICINE PILOT PROGRAMME 2006 
 

INTRODUCTION OF THE FAMILY MEDICINE MODEL 
The main objective of the reform of healthcare system in Georgia is to establish the 
modern and flexible primary healthcare system, which would be based upon the 
principles and the concept generally recognized across the Europe. The severe health 
state of the Georgian population, which has worsen during the last 12-15 years in 
comparison with either the western Europe, as well as the states of the eastern and 
central Europe, constitutes the clear affirmation of necessity for such transformation 
and establishment of the efficient model of the primary healthcare. The situation is 
extra-alarming as regards to the maternal and infant healthcare and management of 
the tuberculosis, transmissible, parasitical and cardiovascular diseases. 

The poor indicators of the population health state are resulted from various factors, 
including (a) the sever social state, which disqualifies the most of patients from 
payment of costs per medical services, (b) the poor level of the public awareness 
regarding the health matters. (c) the lack of confidence of the general public in 
medical experts, etc. Despite the fact that the financial barrier, which reduces the 
population’s accessibility to healthcare services, is the key factor1; however, the 
mistrust of the population in respect of outpatient services is also important. The 
current obsolete physical infrastructure of the network of outpatient clinics and 
polyclinics is lesser attractive for the most of patients. The lack of relevantly trained 
human resources shall be also noted. Only the minor part of the personnel engaged 
within the primary healthcare network has passed the specific training, and the skills 
and competence of the most thereof does not comply with the requirements of the 
primary healthcare. 

Due to all the above, the population actually does not apply to the PHC institutions. 
During the last years, utilization of the public medical services at the PHC level has 
reduced drastically (since 1990 and up to present, application rate per capita has 
reduced from 7-8 visits down to 1.8 visit, and the annual utilization rate per capita is 
even lesser at rural outpatient clinics). Such utilization rate of services is the lowest 
across the whole Europe and the Central Asia (according to data of 2002). And the 
target population coverage rate is also low. 

The primary healthcare reform implemented by the Ministry of Labor, Healthcare and 
Social Affairs with support by the donor organization, considers the various activities, 
through which the new PHC system is to be established. As far as it ensures for 
efficient, fair and even distribution of resources existing in the healthcare sector, 
therefore, instead of the limited package of medical services, it offers to the 
population the comprehensive and high-quality services, which will be accessible for 
each citizen despite his/her age, gender and social status. 

This program expresses the readiness of the Ministry of Labor, Healthcare and Social 
Affairs in order to ensure the consistent and sustainable implementation of the 
primary healthcare reform. Transformation of the system is the long-term and 
complicated process. The activities at early stage of the reform do not consider the full 
                                                 
1 Multi-sectoral study of households. “Save the Children”. 2002. 
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reorganization of the outpatient clinics and polyclinics. The first changes will concern 
the rural outpatient clinics. Start up of the new model of provision of medical service 
in the country and analysis of obtained results will create the solid foundation for 
planning of subsequent steps. 

By means of foreign investments, several rural outpatient clinics have been repaired 
and equipped in Imereti, Kakheti and Adjara. The personnel engaged therein have 
been re-trained through the specific training programs. Since 2006, 22, 24 and 15 
PHC institutions will be ready for operation in Imereti, Adjara and Kakheti 
respectively. The re-trained professionals will offer to patients the different and high-
quality service, and that will positively affect their health state. 

Start up of the rehabilitated entities and study of peculiarities of operation thereof is 
really important for further implementation of the PHC reform carried on in the state. 
Ultimate formation of the primary healthcare model in Georgia shall be performed 
upon consideration of those experiences and hardships gained right at the early stages. 

Program Objective 
Improvement of the health state of target population. 
 
General (Long-term) Tasks of the Program  

 Growth of utilization rate of the primary healthcare services. 
 Improvement of the quality of medical services at rehabilitation centres. 

Growth of utilization rate of the primary healthcare services is the crucial task of the 
primary healthcare reform in Georgia. The utilization rate do well expresses as how 
the attitude of population will change in the nearest future as regards the PHC entities 
and medical services provided by them. 
 
Specific tasks 

 Growth of accessibility and coverage rates; 
 Provision of the permanence of medical services; 
 Launch of services focused on patients needs and requirements; 
 Raise of the public awareness (knowledge) as regards to healthcare issues. 

 
Ways for realization of the tasks above 

 Launch of a new model of provision of services, which shall be focused on 
prevention and striking roots of the healthy life-style; 

 Selection and launch of an optimal model of organizational structure and 
management of rehabilitation centers; 

 Launch of an optimal funding model at institutions considered under the program; 
 Establishment of basics of the healthcare information system in accordance with 

operational peculiarities of renovated institutions; 
 Provision of the population with information as regards to new services. 

 
Main principles of the program implementation 

 
 A family medicine team i.e. a family physician and a general practice nurse will 

constitute a major provider of medical services at rehabilitated PHC centers; 
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 Introduction of a new model of primary healthcare will be supported by relevantly 
trained managers, who will provide family medicine centers with the effective 
administration; 

 The funding model will provide a patient with an optimal financial accessibility; 
 Within the program frame, the primary healthcare will gain the function of the 

first contact point i.e. the ‘gate’ for well-established medical services and provide 
for permanence of services and referrals; 

 A family medicine team will be focused on disclosure of and compliance with 
patient’s requirements. 

 
Measures considered under the program 

 
Provision of medical services by family medicine centers to the target population 
envisaged by the program 
I. New centers, within the professional competence of a medical personnel, will 
offer a comprehensive (basic care and preventive) services to patients of all ages 
and genders. The service package will integrate high priority services. 
Within the program frame, the team of a family physician and a general practice nurse 
will provide the target population with free services as follows: 

1. Visits to a physician for patients of all ages and genders; 
2. Home visits by a physician and/or a nurse as per necessity (see the regulations 

for implementation); 
3. Home nursing of pregnant women (see the scope and the criteria of mandatory 

referrals in the regulations for implementation); 
4. Surveillance over development of infants and juveniles (see the regulations for 

implementation); 
5. Immunization and vaccination (through the procedure established in the 

country); 
6. Provision of treatment (DOT) to tubercular patients under direct supervision 

(see the regulations for implementation); 
7. The health state examination of the adult population in order to identify the 

cardiovascular ischemia and the pancreatic diabetes in the high risk groups 
(see the regulations for implementation); 

8. Management of widespread chronic diseases (see the regulations for 
implementation); 

9. Medical examination of seniors (those above the age of 65) (see the 
regulations for implementation 

 
List clinical and diagnostic tests considered under the program 
Medical institutions participating in the program will provide the tests as follows: 
- the electrocardiography; 
- the otoscopy; 
- the ophthalmoscopy; 
- the peakflowmetry; 
- the measurement of blood pressure. 
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Laboratory tests through the instant diagnosis method (testers) 
- The urine analysis; 
- The glucose test in peripheral blood; 
- The haemoglobin; 
- The pregnancy determination. 
For the purposes of the following laboratory tests, it is considered to refer a patient to 
a laboratory with a relevant capacity: 
- the clinical blood analysis; 
- the fecal test on concealed hemorrhage; 
- the venous blood glucose test; 
- the vaginal smear bacterioscopy; 
- the creatinine; 
- the prothrombin; 
- the cholesterin. 
The clinical and diagnostic tests will be performed based upon a decision by a 
physician. 
Again based upon a decision by a physician, a patient will apply to the following 
experts considered within the frame of the state outpatient care program: 
1. an endocrinologist; 
2. a phthisiatrician; 
3. an oncologist. 

 
 

The primary healthcare centers completed only by a nurse will offer the 
population services as follows: 

1. Visits to a nurse for patients of all ages and both of the genders; 
2. Home visits by a nurse as per necessity (see the regulations for implementation); 
3. Surveillance over development of infants and juveniles (see the regulations for 

implementation); 
4. Immunization and vaccination (through the procedure established in the country); 
5. Provision of treatment (DOT) to tubercular patients under direct supervision (see 

the regulations for implementation); 
6. Raise of patients awareness on treatment and prevention matters (see the 

regulations for implementation). 
 
List of clinical and diagnostic tests 
- the measurement of blood pressure; 
- the peakflowmetre. 
 
Laboratory tests through the instant diagnosis method 

• the pregnancy test; 
• for enjoying all other medical services considered under the program, a patient 

is referred to the PHC institution participating in the state program of 
outpatient care, whom the said institution is assigned to. 

II. For the purposes of provision of effective organization and efficient operation of 
medical services, a modern guidelines and protocols of the clinical state management 
based upon scientific grounds will be introduced; 
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III. Nursery services of a new type will start operating and that will support 
implementation of preventive measures; 
IV. The special attention will be paid to raise of the care and preventive awareness of 
patients (seniors, caretakers thereof, children, high risk groups, etc.) in accordance 
with their individual requirements.  
V. For the purposes of study of operation peculiarities of a new model of medical 
services, relevant forms of records-keeping and accountability will be introduced.   
VI. Various activities are planned for the purposes of raise of awareness of patients 
(e.g. home informational visits, elaboration and dissemination of posters and 
booklets); that shall be performed with an assistance of donor organizations within 
target areas prior to commencement of the program and in the course of 
implementation thereof.   

 
 

Organizational structure and management of rehabilitated centre 
 
The centers integrated within the community of outpatient clinics and polyclinics 
carry out the program activities on conditions of institutional and financial 
independence from the said community: 

• A rehabilitated unit existing within the community of outpatient clinics and 
polyclinics is formed and operated as a department or branch thereof; 

• Accounting of funds and costs received by a rehabilitated unit within the 
program frame is performed separately from funds and costs of the community 
of outpatient clinics and polyclinics; 

• A manager is responsible for administration of a rehabilitated unit, who meets 
his/her responsibilities in accordance with the established instructions; 

• The community of outpatient clinics and polyclinics disposes of funds 
assigned under an agreement made within the program frame only upon a 
statement by a department/branch manager. All accounting and record-keeping 
procedures are effected by a legal entity subject to the Private Law, which 
maintains an optimized branch or department. 

 
Program budget 
 
The program budget constitutes 1,040,000 GEL, which is assigned for the 6-month 
period (the program will come into effect on 1st of July 2006). The funds assigned for 
the said purposes under the Law of Georgia ‘On State Budget of Georgia for the Year 
of 2006’ constitutes the funding source of the program. 
 
Budgeting methodology 
 
Calculation of costs has been carried out through the so called ‘bottom-up’ accounting 
methodology. By means thereof, the expenditure extent for each primary healthcare 
team has been determined (see Table 1). 
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Table 1 

a) Annual expenditure of the PHC institutions 

 Description 1-team 2-team 3-team 4-team 5-team 
1 Salary disbursements 7,776 14,688 2211,,881166  2288,,994444  3366,,112200  
2 Medical purpose items, 

medicines, test-systems, 
laboratory services and 
vaccination 

3,440 6,880 10,320 13,760 17,200 

3 Utility, communication, 
office, maintenance and 
other costs 

2,683 3,815 5,216 6,925 8,636 

4 Amortization costs 3,323 4,273 5,773 7,654 9,554 
 Total 17,222 29,656 43,125 57,283 71,510
 AAvveerraaggee  ppeerr  tteeaamm 17,222 14,828 14,375  14,321 14,302

 
Note: Funding of costs per medical purpose items, medicines, test-systems, laboratory 
services and vaccination will be provided through capitalization method; the annual 
cost per capita constitutes 1.76 GEL. 

 
b) Remuneration of labour of a personnel of PHC institutions inclusive of 
deductions by employers (GEL) 

 
 Description 1-team 2-team 3-team 4-team 5-team 
11 AA  pphhyyssiicciiaann 33,,336600 66,,772200 1100,,008800  1133,,444400  1166,,880000 
22 AA  nnuurrssee 11,,880000 3,600 55,,440000  77,,220000  9,000 
33 AA  mmaannaaggeerr  ((11  ppeerr  eevveerryy  

1100  tteeaammss)) 420 884400 11,,226600  11,,668800  22,,110000 

77 OOtthheerr  rreemmaaiinniinngg 900 11,,008800 11,,444400  11,,880000  22,,220000 
 TToottaall  rreemmuunneerraattiioonn  ooff  

llaabboouurr 6,480 1122,,224400 18,180 24,120 30,100 

88 TThhee  ssoocciiaall  ttaaxx 1,296 2,448 33,,663366  44,,882244  66,,002200 
  Total 7,776 14,688 2211,,881166  2288,,994444  3366,,112200  
  AAvveerraaggee  ppeerr  tteeaamm 7,776 7,344 77,,227722  77,,223366  77,,222244 

 
Note: The PHC institutions that include only a physician and a nurse are assigned 
only salaries thereof inclusive of social taxes thereon. 

 
Institutions participating in the program and the target population 

 
The primary healthcare institutions of Imereti, Adjara and Kakheti, rehabilitated 
through the financial aid provided by the World Bank and European Union, will 
participate in the program and be staffed by the re-trained family physicians, nurses 
and managers. 
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According to the requirements of the Law of Georgia ‘On State Budget’, the SUSIF of 
Georgia will enter in agreements through negotiations with a sole-person (see draft 
contract in Annex __). 

The list of institutions participating in the program attached hereto (see Annex __). 

 

Within the program frame, family medicine centers will provide services to the 
population residing within their areas of activity (determined basing upon the 
geographic accessibility principle)2. Upon identification of the target population, an 
institution shall be governed by the formal data of the passport system, however, 
keeping the formal statistical data, which is approved by a Gamgeoba or a Sakrebulo. 

Determination of a number of teams within an activity area is performed through the 
principle as follows: a team of a family physician and a nurse shall cover 2,000 
persons on average. 

An exception is allowed in cases as follows: 

• In highland and out-of-the-way villages, where a population does not exceed 
the average standard; 

• When facing a personnel lack (upon absence of a physician or a nurse in a 
team). 

  

 Funding methodology 
The SUSIF will fund institutions participating in the program through the combined 
method: by capitalization and budgetary source. 
Budget method – Costs of an institution per salaries, utilities, communication, 
maintenance and amortization are reimbursed at a fixed extent despite a target 
population. A fixed budget is calculated against a number of teams (see Table 1); an 
institution shall be funded through the procedure as follows: a number of teams x an 
average budget of a team __ GEL (alterations may be applied according to actual 
amortization costs). 
Capitalization method – Costs per medical purposes items, medicines, laboratory 
services and office shall be reimbursed per capita and constitute 1.76 GEL (3,440 
GEL/2,000 persons).  

 
Settlement procedure 

 
• In the beginning of a month, however, not later than 15th day thereof, the fund 

transfers to a PHC institution 1/12 part of an annual amount. By the end of each 
quarter, not later than 10th day of a subsequent month, a PHC institution submits 
to the Fund a report on disposal of a received amount. 

 
 

                                                 
2 The master plan of the primary healthcare development in Imereti, Adjara and Kakheti. 
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Expected outcome 
 

Expected outcome 
of the program 

Assessment indicators Current 
situation 

Target 

A target population (%), which will be 
provided with services considered under 
the program within a period under report

  

Coverage of an infants’ contingent with 
vaccination against the age groups 

  

(a) infants under the age of one year 80% 90% 

(b) re-vaccination by the age of five 
years 

75% 85% 

 
Coverage of a 
target 
population 

(c) re-vaccination by the age of fifteen 
years 

70% 80% 

Applications 
(a) to a physician 

  

outpatient   
home visits   
primary   
(b) to a nurse   
outpatient   
home visits   

Utilization of 
PHC services 

primary   
(c) utilization of laboratory services   
testers upon home visits   
at laboratory   
(d) referral to an expert   
an endocrinologist   
a phthisiatrician   
a gynaecologist   

 

an oncologist   
Study of patients’ satisfaction rate   
A number of newly disclosed cases of 
the capillary hypertension 

  
Quality of 
the medical 
services 

A number of newly disclosed cases of 
the pancreatic diabetes 
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ANNEX C - DRAFT CONTRACT BETWEEN REGIONAL SUSIF AND 
FAMILY MEDICINE PRACTICE 
  
AGREEMENT 
 
Tbilisi, Georgia         (date), 2006 
  
This contract is in force in accordance with the Civil Code of Georgia, Article x, 
Paragraph xx (clauses, where the description of PHC program will be presented), the 
Law on State Budget for 2006, the Decree # x of the Minister of Labour, Health and 
Social Affairs dated ……  on “Approval of State Programmes in Labour, Health and 
Social Affairs for 2006”, and the decree # xx of the General Director of the SUSIF 
“on Implementation of the State Health Programmes”. 
 
1 SUBSCRIBER PARTIES 
 
1.1  Dr …………………… (name and family name), head of the Family Medicine 
 Practice at .............................. (address) (hereinafter: family doctor, party in 
the  contract) 
1.2  State United Social Insurance Fund, represented by its director, ……………. 
 (hereinafter: the Fund, party in the contract). 
 
The parties in the contract have concluded the following: 
 
2 SUBJECT OF THE AGREEMENT 
 
2.1 Subject of this agreement is the mutual rights and duties of the parties in the 
 contract with regard to the provision of family medicine services in the course 
of  the year 2006, and it regulates the following: 
 * Types and scope of family medicine services, which are the subject of 
this   contract; 
 * Structure of the family medicine team; 
 * Responsibility of the family doctor, and the family medicine team in 
   providing the services which are the subject of the contract; 
 * Time and place of provision of family medicine services; 
 * The manner of providing health care in the family medicine; 
 * Amount allocated by the Fund for the provision of family medicine 
   services, and methods of calculation and compensation 
payment;  
 * Payment terms for contracted monthly compensation of the family 
   medicine practice; 
 * Infrastructure provision; 
 * Documentation to be submitted for monitoring the performance of the 
   family medicine team(s); 
 * Supervision over execution of the provisions from this contract; 
 * Rights and duties of the parties in the contract with regard to the  
   abrogation of the contract; 
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 * Other rights and duties. 
 
2.2 The parties in the contract agree to promote the concept of family medicine 
based  on the role of the doctor as a “gatekeeper” towards higher levels of health care 
 system. The family medicine team will comply with all requirements 
concerning  the contracted health services at the level of Primary Health Care for 
which it is  competent. 
 
2.3 The norm for the structure of an average family medicine team per 2000 
persons  is the following: 
 * Family doctor - 1 
 * Nurse who has completed a training in the family medicine (hereinafter 
   referred to: family nurse) - 1 
 
3 RIGHTS AND OBLIGATIONS OF THE FAMILY MEDICINE 
PRACTICE 
 
3.1 The family doctor is bound to provide adequate business premises that meet 
the  official standards and norms. 
 
3.2 The family doctor is bound to provide a family medicine team and medical 
 equipment that are required for the proper provision of family medicine 
services. 
 
3.3 The family doctor is the lawful owner of all medical and other equipment 
bought  by the family doctor. 
 
3.4 The family doctor is obliged: 
 * to provide optimal access to his/her practice by defining the working 
hours   that most suit the majority of his/her patients. 
 * to write the following information on the door of the practice: 
  - Working hours for non-urgent services. 
  - Names and family names of the family medicine team 
members. 
 
3.5 In case of his/her absence that is longer than a week or in case of a temporary 
 cessation of work, the family doctor is bound to provide to his/her patients a 
 substitute through a contract with a health worker who is a specialist in the 
same  field and performs private practice, or with a PHC institution that will provide 
 services to his/her patients during his/her absence. 
 
3.6 The family doctor undertakes the obligation to provide health services from 
 Attachment No. 1 of this contract, with the assistance of the family medicine 
 team, in compliance with the Provisions of the Law on Constitution of 
Georgia,   Law on Health Care, Law on Health Care Services, Law on 
Patients Rights,  Labour Code of Georgia, relevant decrees and regulations of the 
MoLHSA and  SUSIF and other provisional or sub-provisional acts, on the 
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principle of free   selection of the family doctor on the basis of the place of 
residence of the citizens,  in accordance with the standards and norms for this level 
of health care. 
 
3.7 The family doctor undertakes the obligation to provide a family medicine 
team,  the description of which is attached to this contract and represents an integral 
part  of the contract. 
 
3.8 Preventive, diagnostic and treatment services will be provided up to the level 
of  competence for licensed family doctors. Attachment No. 1 describes the 
services  to be provided by the family medicine practice; this attachment is a part 
of this  contract and it is obligatory for the parties.  
 
3.9 The family doctor and every family medicine team member are responsible for 
 avoiding the following: 
 * All activities which may cause deterioration of the health condition of 
the   enrolled person, wrong and incomplete provision of diagnostic and 
   therapeutic services, lack of control of the effect on the therapy 
prescribed,   or late referral to another health institution, leading to 
unnecessarily long    treatments, deterioration of the patient’s 
condition, disability or death of an   enrolled person. 
 * Provision of health services by persons who are not qualified, except in 
   emergency situations. 
 * Non-compliance with the working hours mentioned in article 5 of this 
   contract, or any other form of non-observance of the work 
schedule or    failure in internal organisation, which can be the reason 
why an enrolled    person did not receive proper care, was forced to 
wait and come several    times for the same health service, or made 
it more  difficult for him/her to   get the health care needed. 
 * Late provision of emergency health care. 
 
The family medicine team is obliged to: 
 * respect the dignity, honour and reputation of a patient during treatment; 
 * provide adequate health care without discrimination; 
 * provide adequate information about personal health condition, 
diagnosis    and treatment, and possible after-effects; 
 * respect the right of the patient to accept or refuse medical treatment, as 
   well as the right to personal physical integrity, the right to 
access to his/her   personal medical information, and other rights regulated 
by the Law on    Patients’ Rights. 
 * provide equal treatment to all enrolled persons with the same level of 
   health needs, and avoid corruption or provision of better 
treatment based    on personal relations and other non-medical 
criteria. 
 
3.10 The family doctor is bound to prescribe from the attached amendment No. 2 
on  drugs.   
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3.11 The family doctor, as well as other members of the team, is bound to engage 
 themselves in the quality improvement system and accreditation in health, 
 conducted by the Fund and the Medical Quality Control Inspection of the 
 MoLHSA. They should pass all exams or training that is necessary for 
relicensing. 
 
3.12 The family doctor undertakes the obligation to provide all data legally required 
 from the family medicine practice by the Department of Public Health. These 
data  will be presented to the Rayon representative of the Department of Public 
Health  at the required time intervals. Non-compliance with this obligation will be 
 reported to the Fund by the Department of Public Health  
 
3.13 The family doctor undertakes the obligation to provide all the necessary 
 documentation and reports according to the monitoring needs of the Fund. 
They  are to be submitted by the 10th of each month for the previous month, on the 
 prescribed forms, which are enclosed as Attachment No. 3 in the contract. The 
 forms ask for data on the activities of the family medicine team performed for 
 various categories of the enrolled population (including mother and child care 
and  services for patients with chronic diseases), the number of referrals for 
specialist- consultative examinations, the number of referrals for hospital 
treatment, drug  consumption, referrals for diagnostic investigations, and data on 
the health  promotion work. 
 
4 RIGHTS AND OBLIGATIONS OF THE STATE UNITED SOCIAL 
 INSURANCE FUND 
 
4.1 The Fund is bound, in co-operation with the contracted family medicine 
practice,  to organise the registration of up to 2500 persons per family doctor, 
with the  objective to achieve regional coherence of the registered individuals.  
 
4.2 Every three months, the Fund will compare the results stated in the monthly 
 reports to the contract obligations. 
 
4.3 The Fund is bound to inform the family doctor in the contract on all alterations 
of  the general acts of the Fund referring to the execution of the contracted 
 obligations on time. 
 
4.4 The Fund controls the fulfilled obligations of the family doctor regulated by 
this  contract through: 
 * inspection of the submitted documents; 
 * direct control by the control service (monitoring service) into the work 
and   documents of the family doctor. 
A report is made on the control performed, which includes the findings on the actual 
situation and a proposal for removing any shortcomings and irregularities in the 
execution of the obligations from the contract. 
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4.5 Upon the receipt of the monthly reports from article 3 paragraph13 of this 
 contract, the Fund will review the documentation and inform the family doctor 
on  possible shortcomings and needs for adjustments within the period of 15 days. 
 
4.6 The director of the Fund decides on the steps to be taken in the anticipated 
period  for the purpose of removing the shortcomings. 
 
4.7 The director of the Fund decides on the steps to be taken in the anticipated 
period  for the purpose of removing the shortcomings; 
 
5 PRICE OF THE AGREEMENT 
 
5.1  The family doctor is entitled to compensation for the provided health services 
that  are the subject of this contract. The compensation is calculated as follows: 
 
Capitation fees for the various categories of population: ........   
No. of covered persons in each category of population: .......     
Overall compensation by capitation: ....... 
 
Budget contribution based on ......... is: ....... 
 
Total compensation in the year 2006: ....... 
 
5.2 The compensation for the capitation is paid monthly: 1/12 of the overall 
 compensation amount from the Paragraph 5.1 of this Article. The overall 
 compensation is adjusted to the change in the number and structure of the 
persons  enrolled by the family doctor each January 1st of the ongoing year. 
 
5.3 The family doctor submits a monthly invoice prepared in compliance with the 
 compensation from the article 5.1 of this contract. 
 
5.4 In accordance with the monthly invoice in item 1 of this article, the Fund 
remits  the compensation amount for the ongoing month directly to the account of the 
 family doctor, number: …….., registered at the transaction bank ………… 
 
5.5 Patients will pay themselves for the cost of health care services provided by 
the  family doctor not included in the list of services defined in the attachment to 
this  contract. 
 
6 TERMS OF THE AGREEMENT 
 
6.1 This agreement is in force until (.......). 
 
6.2 The parties in the contract may abrogate this contract before the expiration of 
the  contract period if parties will not fulfil items according to this contract. 
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6.3 The family doctor may abrogate the contract if the Fund fails to fulfil its 
 contracted duties. 
 
6.4 The Fund may abrogate the contract if the family doctor does not recognise 
and  does not execute the provisions of this contract. 
 
6.5 The contract will be abrogated within 30 days from the day of determining the 
 abrogation circumstances. 
 
6.6 Notification on the contract abrogation is published in the media for the 
purpose  of enabling the enrolled persons to select a new family doctor within 30 
days. 
 
7 FORCE MAJEURE 
 
7.1 The family doctor is released from liabilities subscribed by the agreement if 
their  failure was caused by force majeure circumstances (calamities, civil unrest, 
 strikes, state of emergency, war, as well as ruling of normative or 
administrative  constraints by the government that could affect the execution of 
the agreement) or  due to the presence of emergency and inevitable circumstances 
under specific  cases. 
 
7.2 Parties are responsible to announce each other by written form regarding the 
 beginning and end of force majeure circumstances. 
 
8 FINAL PROVISION 
 
8.1 This contract is made in four copies and each has the same juridical power. 
Each  party keeps two copies. 
 
8.2 This contract takes effect on the date on which it is signed.  
 
8.3 Any amendments for this contract will be in force after the signature by both 
 parties. 
 
8.4 The parties in the contract will attempt to solve amicably any disputes related 
to  the contract. In case of an unsolved dispute, the matter is resolved according to 
the  Georgian legislation. 
 
 
9 SIGNATURES AND ADDRESSES OF THE PARTIES 
 
Family medicine doctor      SUSIF 
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Address:        Address: 
 
 
ATTACHMENT No. 1 - TYPES AND SCOPE OF HEALTH SERVICES TO BE 
PROVIDED 
 
The family doctor is bound to provide these health services within the scope 
prescribed by the State Ambulatory Programme for 2006.  
 
Curative services 
 
Health services that are the subject of this contract are the following: 
* Diagnostics and treatment for any health complaint presented to the family 
doctor  during office hours; 
* Diagnostics and treatment for all urgent complaints outside office hours, 
including  first aid; 
* Urgent and non-urgent home visits if required by the condition of the patient; 
* Follow-up treatment of TB patients; 
* Standard list of immunisations and check-ups, as determined by the State 
 Ambulatory Programme 2006; 
* Other official prevention programmes including health education and 
promotion  activities; 
* Health check-ups for military draftees; 
* Standard list of laboratory tests, as determined by the State Ambulatory 
 Programme 2006. 
 
Preventive services 
 
* Systematic check-up of infants, pre-school children and school children; 
* Patronage visits to pregnant women, women who has just given birth, infants, 
 children, infectious patients, and the old and weak; 
* Medical check-up of children for kindergarten;  
* Medical check-up of school children for enrolment in school;  
* Medical check up for immunisation;  
* Standard programme of immunisations; 
* Individual instruction to mothers on feeding; 
* Screening of specific target groups;  
* Health education for small groups; 
* Direct participation in all official prevention-promotion programmes with the 
aim  of removing the risk factors that could directly affect the health of the 
population  on their territory of operation; 
* Co-operation with educational, social, municipal and other institutions in the 
 implementation of the prevention-promotion activities; 
 
 
ATTACHMENT No. 2 – DRUG/MEDICINE-LIST 
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ATTACHMENT No. 3 – REPORTING FORMS 


	          The charter of a foundation must include minimum amount and type of contributions and Instructions on use of the amount. We do not need it in case of association.  
	Governing Board 

