Universal health coverage

Primary health care towards universal health coverage
The year 2018 marked the fortieth anniversary of the Declaration of Alma-Ata. In the Declaration of Astana, Member States called for a renewal of primary health care, reaffirming their commitment to the fundamental right of every human being to the enjoyment of the highest attainable standard of health without distinction of any kind and to the values and principles of justice and solidarity, underlining the importance of health for peace, security and socioeconomic development. Renewing primary health care and placing it at the centre of efforts to achieve “healthy lives and well-being for all at all ages” are critical for three reasons: (a) the features of primary health care allow the health system to adapt and respond to a complex and rapidly changing world; (b) with its emphasis on promotion and prevention, addressing determinants and a people-centred approach, primary health care has proven to be a highly effective and efficient way to address the main causes of, and risk factors for, poor health, as well as for handling the emerging challenges that may threaten health in the future; and (c) universal health care and the health-related Sustainable Development Goals can only be sustainably achieved with a stronger emphasis on primary health care.  

Many countries are still grappling with what has been described as the unfinished agenda of the Millennium Development Goals: addressing the burdens of communicable, maternal, neonatal and childhood diseases and malnutrition.

Considerable progress has been made in improving health and well-being over the past 40 years, with dramatic reductions in maternal, neonatal and child deaths and in deaths from causes such as HIV/AIDS, malaria, tuberculosis and vaccine-preventable diseases, that progress has been uneven across and within countries. Additional challenges are presented by increasing health emergencies, including violent conflict and natural disasters (expected to increase due to climate change) that have resulted in the largest population migrations in history. In addition, populations are facing the spread of both new pathogens and pathogens that are resistant to current forms of treatment.

WHO, UNICEF and the Government of Kazakhstan organized the Global Conference on Primary Health Care: From Alma-Ata towards universal health coverage and the Sustainable Development Goals, which was held in Astana on 25 and 26 October 2018.  

Primary health care is a whole-of-society approach to health that aims to ensure the highest possible level of health and well-being and equitable distribution through action on three levels: 
· meeting people’s health needs through comprehensive and integrated health services (promotive, protective, preventive, curative, rehabilitative and palliative) throughout the life course, prioritizing primary care and essential public health functions; 
· systematically addressing the broader determinants of health (including social, economic and environmental factors, as well as individual characteristics and behaviour) through evidence-informed policies and actions across all sectors; 
· empowering individuals, families and communities to optimize their health as advocates for policies that promote and protect health and well-being, as co-developers of health and social services and as self-carers and caregivers.
TRANSFORMING VISION INTO ACTION: If transformed into action, the global commitment to primary health care in the Declaration of Astana has the potential to bring about demonstrable change. Two related UNICEF/WHO documents that could support such an effort have been developed and were launched at the Global Conference on Primary Health Care in October 2018 with a set of evidence-based levers to help countries to make progress across the three components of primary health care. These levers address key elements of the health system at the policy and operational levels, although the two levels are interdependent.

Community health workers delivering primary health care: opportunities and challenges
The Thirteenth General Programme of Work, 2019–2023 recognizes that the “delivery of safe and good-quality services … calls for a fit-for-purpose, well-performing and equitably distributed health
and social workforce”. 
The Declaration of Alma Ata (1978) led to a generational paradigm shift in the health sector, with a call for strengthening investments in the primary health care system. 
Community health workers are part of the interdisciplinary workforce in many countries. They provide particular roles in primary health care and essential public health functions. The Global Strategy acknowledges that community health workers and other types of community-based health workers are effective in the delivery of a range of preventive, promotive and curative health services, and that they can contribute to reducing inequities in access to care. The Global strategy calls for a more sustainable and responsive skills mix through inter-professional primary care teams, harnessing opportunities from the education and deployment of community-based and mid-level health workers in order to address population needs for the achievement of the Sustainable Development Goals and universal health coverage.

Common shortcomings identified across a range of community health worker programmes  include: poor planning; unclear roles, education and career pathways; lack of certification hindering  credibility and transferability; multiple competing actors with little coordination; fragmented, disease-specific training; donor-driven management and funding; tenuous linkage with the health system; inadequate coordination, supervision, quality control and support; and lack of recognition of the contribution of community health workers. These challenges can contribute to the inefficient utilization of human capital and financial resources.

Working with Member States and relevant stakeholders, the Secretariat has consolidated evidence of the policy options available to improve the design, implementation, performance and evaluation of community health worker programmes; the evidence and recommendations are published in the WHO guideline on health policy and system support to optimize community health worker programmes, launched at the Global Conference on Primary Health Care: From Alma-Ata towards universal health coverage and the Sustainable Development Goals, held in Astana, Kazakhstan, on 25 and 26 October 2018.

Preparation for the high-level meeting of the United Nations General Assembly on universal health coverage
More than a decade into the 21st century, the health community is grappling with epidemiological transition, game-changing statistics and technological trends. Recent statistics reveal that:  (a) at least half the world’s population still lacks access to essential health services;   (b) some 800 million people spend more than 10% of their household budget on health care; (c) almost 100 million people are pushed into extreme poverty each year because of out-of-pocket health expenses;  (d) on average, out-of-pocket payments represent about 32% of every country’s health expenditure.

In the 2030 Agenda for Sustainable Development adopted by the United Nations General Assembly in September 2015, Member States renewed their commitment to promote the health and well-being of their populations. A number of the 17 Sustainable Development Goals of the 2030 Agenda have health-related targets, such as Goal 3 (Ensure healthy lives and promote well-being for all at all ages). Target 3.8 (Achieve universal health coverage, including financial risk protection, access to quality essential health care services and access to safe, effective, quality and affordable essential medicines and vaccines for all) is the key to attaining Goal 3 in its entirety, as well as the health-related targets of other Sustainable Development Goals.

Service coverage: Coverage of essential services has increased since 2000. Time trends for the UHC service coverage index are not yet available, but average coverage for a subset of nine tracer indicators used in the index for available time series increased by 1.3% per annum, roughly a 20% increase from 2000 to 2015, of which the most rapid rates of increase were in coverage of antiretroviral treatment for HIV (2% in 2000 to 53% in 2016) and use of insecticide-treated nets for malaria prevention (1% in 2000 to 54% in 2016). 
Catastrophic spending on health: Universal health coverage efforts in this area focus on two issues: “catastrophic spending on health”, which is out-of-pocket spending (without reimbursement by a third party) that exceeds a household’s ability to pay; and “impoverishing spending on health”, which occurs when a household is forced by an adverse health event to divert spending away from non-medical budget items, such as food, shelter and clothing, to such an extent that it is considered to be living below the poverty line.

The incidence of catastrophic spending on health is reported in terms of two thresholds: out-of-pocket expenditures that exceed 10% of household total income or consumption and those that exceed 25%. This is the approach adopted for the Sustainable Development Goals monitoring framework. At the global level, it is estimated that in 2010, 808 million people (some 11.7% of the world’s population) incurred out-of-pocket health payments exceeding the 10% threshold, while 179 million (2.6% of the world’s population) incurred such payments exceeding the 25% threshold.

Improving spending on health: Indicators of impoverishing spending on health are not part of the official Sustainable Development Goals indicator of universal coverage per se, but they link universal health coverage directly to Sustainable Development Goal 1 (End poverty in all its forms everywhere). An estimated 97 million people were impoverished on health care at the $ 1.90 a day poverty line in 2010 (1.4% of the world’s population); at the $ 3.10 a day poverty line, the figure was 122 million (1.8%). At these two international poverty lines, impoverishment rates in upper-middle-income countries and high-income countries are close to or equal to zero. At the $ 1.90 a day poverty line in 2010, the number and percentage of people impoverished worldwide fell between 2000 and 2010 from 130 million (2.1%) to 97 million (1.4%); by contrast, at the $ 3.1 a day poverty line, both the percentage and number of people impoverished worldwide increased from 106 million (1.7%) to 122 million (1.8%).
SCOPE, MODALITIES, FORMAT AND ORGANIZATION OF THE HIGH-LEVEL MEETING: In resolution 72/139, co-sponsored by 71 like-minded Member States, the General Assembly decided by consensus to hold a high-level meeting on universal health coverage in 2019 and requested the President of the General Assembly and the Director-General of WHO to work in close collaboration, in consultation with Member States, to prepare for the meeting with a view to ensuring the most effective and efficient outcomes, including potential deliverables . The main objectives of the preparatory process include:  (a) to allow Member States to engage in discussion and support the process to prepare a draft political declaration on achieving universal health coverage, for adoption at the high-level meeting; (b) to translate political commitments already made into concrete commitments for action, including the improvement of implementation capacities for universal health coverage;  (c) to call upon all stakeholders to harmonize their support for Member States to realize universal health coverage progressively.

Country situation
Universal health care and health policy oriented towards the population health and well-being is confirmed by unprecedented increase in state allocations for healthcare sector in the last few years, from GEL 450 million in 2012 to GEL 1093 million in 2017. Public health spending as a share of GDP has also increased from 1.7% in 2012 to 3% in 2017.

[bookmark: _GoBack]In 2013, after implementation of the UHC program, service coverage has increased significantly and rapidly from 29.5% of the population in 2010, to about 40% by the end of 2012 and up to 99.9% by 2014.

On average, there are 3.6 outpatient visits per capita per year in 2017 compared to just 2.3 in 2012, and hospitalization rates have seen a steady increase from 11.3 in 2012 to 14.2 in 2017, which largely is explained by the introduction of UHC program, which offered coverage to a vast number of people in Georgia who were previously uninsured. The largest increase in using health services among those who reported being ill occurred among lower and middle-income household.

UHC program has significantly reduced the out-of-pocket payments and improved financial protection of the population. Out-of-pocket spending declined from 73% in 2012 to 55% in 2017.

Survey conducted by the US Agency for International Development in 2014 showed that 80.3% of the surveyed beneficiaries were satisfied with the outpatient service and 96.4% expressed satisfaction with hospital level emergency care within the universal health care program. 
The UHC program beneficiary has the right to choose a healthcare facility throughout Georgia. 

From February 28 to July 1, 2013, the first phase of the UHC program provided the primary healthcare services by the family physician and emergency outpatient and inpatient care. 
The second phase of UHC program launched in July 1, 2013 extended the services covered and include planned ambulatory care, elective surgery, chemo-, hormone-, and radiotherapy, obstetrics and cesarean sections, basic drugs for target groups of the population.

In May 2017, to further reform the program, elaboration of new criteria for differentiation of beneficiaries (according to beneficiaries' revenue) has been implemented for provision of more needs oriented services and development of "social justice" approach.

Since March 1, 2017, selective contracting was introduced for childbirth and caesarean section and neonatal intensive care services, from July - II-III level intensive care, and from January 2018, selective contracting is used for providers of emergency hospital services.

In July 2017, the Ministry has launched the State Program for providing drugs to individuals with most common chronic conditions such as cardiovascular and obstructive pulmonary diseases, diabetes (type 2), thyroid disorders, epilepsy and parkinson’s disease. Benefitiaries of this program are socially vulnerable with the rating score below 100000, pensioners and persons with disabilities (including children).  

Global strategy and action plan on ageing and health

The population of Georgia is ageing rapidly: the share of older people is growing (14% in 2018 and 21% - in 2030), life expectancy is increasing (2018 – Male – 69.7; female – 78.2; in 2030 – male - 73; female- 80 years), and both of these trends are projected to continue throughout this century.  These trends bring with them many challenges, not only economic but also related to social cohesion, participation, health, the environment, and indeed all aspects of society. Acknowledging these challenges, but determined also to identify and capitalize on the diverse opportunities posed by ageing, the Government of Georgia requested the United Nations Economic Commission for Europe (UNECE) to assist it in the preparation of a Road Map for Mainstreaming Ageing. In 2015 a Road Map was adopted by the UNECE. 
In 2016 Georgian Parliament adopted state policy concept of ageing. In 2017 Government of Georgia adopted National Strategic Plan for Aging 2017-2018. 
The health-care system in Georgia has undergone a transformation since the State declared its independence. In 2007, the Government introduced a medical insurance program for the poorest 20 per cent of the population; in 2013, it established a State funded universal health programm which provides a basic package of primary health-care services, covering also emergency medical care in outpatient and inpatient settings.
The social security system in Georgia significantly contributes to the alleviation of old-age poverty. It comprises social assistance schemes, an old-age scheme, social services, a social safety net and social compensation schemes. Targeted social assistance is one of the main components of the system available to the most disadvantaged groups.
The State promotes the development and delivery of a wide range of social services, including residential, alternative and community- and family-based services. The services target, inter alia, older persons and persons with disabilities. Services include rehabilitation assistance for persons with disabilities, day-care centres and community-based services.
The State has a universal, non-contributory old-age pension scheme that plays an important role in the reduction of poverty, providing a basic level of protection for many older persons. The scheme is flat-rate, unconditional and universal in nature, payable to any person who reaches retirement age (60 years for women, 65 years for men), unless the person receives a pension from another country, in the case of dual citizenship, or the person works in the government sector. It also provides men over the age of 65 and women over 60 with a modest replacement rate that is a percentage of their average wage (about 18 per cent). Cash benefits are provided for persons with disabilities, and also in the event of the loss of a household breadwinner.  
In Georgia, the care policy for older persons focuses on the delivery of services by community organizations in residential homes within the framework of the State social rehabilitation programme. In order to realize the social rights of elderly people availability  to  social  services for elderly is  growing every year. Government’s current policy is focused on   continuity and strengthening of existing trends. Besides support of service development, high attention is paid to service quality control, which is being standardized and monitored. Also Government is planning to increase the amount of state pension from 2019. 

