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EXECUTIVE SUMMARY
This baseline study provides a comprehensive assessment of Georgia’s Universal Health Care Program 
(UHCP), launched in 2013, through the lens of the right to health, with a specific focus on persons with 
disabilities (PWDs). Despite significant achievements, including increased coverage and reduced out-
of-pocket (OOP) expenses, the study highlights persistent challenges related to equity in distribution 
of health care, its quality, sustainability of the health care system and transparency of decision-making 
processes. The study further analyses general legislative guarantees for patients and effectiveness of 
current monitoring/regulatory mechanisms. The analysis is grounded in international human rights law, 
particularly the right to health under International Covenant on Economic, Social and Cultural Rights 
(ICESCR), Convention on the Rights of Persons with Disabilities (CRPD), and the jurisprudence of the 
European Court of Human Rights (ECtHR) and applies the "accountability for reasonableness" framework. 

Key Findings:
	 Lack of Legal Framework and Transparent Decision-Making: The absence of a legislative 

framework for health rationing has led to discretionary executive control over healthcare 
distribution, while existing government decrees setting the health care package are complex and 
non-transparent produced without structured, evidence-based or participatory decision-making 
processes. Even where legislation offers general direction, implementation falls short—evident 
in the failure to include disability-preventing or mitigating services in the public health package 
and the lack of regulation over private insurers regarding premiums or contractual terms that may 
discriminate based on disability status.

	 Coverage Expansion and Cost Barriers: Despite expanded coverage and a reduction in OOP 
expenses (from 73% in 2012 to 40% in 2022), financial barriers remain significant particularly since 
the introduction of cost-optimizing measures like co-payments in 2017. Besides, the exclusion of 
individuals from UHCP with an annual income exceeding 40,000 GEL from UHCP coverage does 
not satisfy reasonableness standard considering the exclusion criterion is not evidence-based, its 
justifications are not produced through a transparent, deliberative process without it being subject 
to regular revision in line with changing circumstances. As a result, there has been only a marginal 
0.6% decrease in the health-related impoverishment ratio by 2023 and a modest life expectancy 
increase of 1.3 years, despite substantially higher healthcare investments. Financial barriers are 
further exacerbated by gaps in service coverage under UHCP, including for specialist consultations, 
a range of diagnostic tests, costs for medication (highest in Europe as of 2018), which fall outside 
the list of drugs covered within the state program for vulnerable populations. Limited coverage for 
drugs is compounded by their high cost due to the lack of comprehensive drug price regulation 
(beyond chronic disease medications regulated since 2023), anti-competitive practices, and 
widespread polypharmacy.

	 Disability-Based Inequities: PWDs face compounded barriers to healthcare, including limited 
economic accessibility due to their lower prioritization within eligibility categories, resulting in 
overreliance on inpatient and emergency care. They also encounter a lack of responsive services 
– such as disability-preventing or mitigating care – alongside insufficient adaptation of healthcare 
infrastructure, inadequate enforcement of accessibility standards, and gaps in non-discriminatory 
service delivery. The exclusion of financing for specialist consultations and certain diagnostic 
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tests at the secondary level, particularly given the ineffectiveness of primary health care (PHC), 
places a disproportionate burden on PWDs, who often require ongoing medical oversight. State 
support remains narrowly focused on the provision of select assistive technologies, lacking an 
individualized approach and the necessary counselling required to address the diverse needs of 
PWDs for independent living. 

	 PHC Deficiencies and Urban-Rural Divide: Chronic underfunding, lack of institutionalized 
monitoring and meaningful reform alongside weak infrastructure and limited availability and 
competence of doctors, who are underpaid and inadequately supplied have left PHC understaffed 
(due to minimal incentives for recruitment), underutilized and largely ineffective. Patients frequently 
bypass PHC, opting instead for costly specialized care, self-medication, or overreliance on inpatient 
and even emergency services. These patterns contribute to the rise of avoidable diseases and 
OOP spending while also driving excessive and cost-ineffective use of inpatient care, which is 2-3 
times higher than the European average. The weakness of PHC is especially pronounced in rural 
areas, where its function is largely reduced to monitoring visits for the elderly and administering 
vaccinations, with minimal engagement in the broader functions of primary healthcare. A similar 
urban-rural divide is also discernible beyond PHC across other levels of care. 

	 Referral Committee and Oversight Issues: The referral committee, additional mechanism for 
financing necessary health services or covering outstanding costs for those with partial coverage 
in exceptional cases, has become a de facto mechanism for accessing routine health services, 
operating with broad discretion and lacking procedural safeguards. 

	 Quality under UHCP: Oversight of healthcare quality remains limited in both coverage and scope. 
Existing monitoring efforts primarily focus on inpatient facilities and basic safety measures – such 
as infection control and sterilization – rather than the quality and effectiveness of health services 
and competence of doctors at all levels. Moreover, the oversight process lacks a standardized, 
transparent approach based on pre-determined criteria and procedures, including mechanisms 
for follow-up on identified violations. Additionally, the absence of publicly accessible monitoring 
data further weakens the system’s ability to incentivize improvements through transparency and 
accountability. 

	 Legislative Framework on Patients’ Rights and Its Implementation: Georgian legislation provides 
adequate legal guarantees for patients. However, a lack of uniformity across various legislative acts 
creates risks of inconsistent implementation and practice. Inconsistent legal regulation creates the 
risks of malpractice and violations of patient rights. While the law provides for both pre-operational 
and post-operational oversight of medical institutions, these controls are poorly implemented. Pre-
operational control applies to institutions engaging in high-risk activities and requiring licensing. 
Yet, out of 16 such high-risk activities recognized in the country, 14 are conducted without any 
legal obligation for the Medical and Pharmaceutical Activity Regulation Agency to perform on-site 
inspections or systematically assess conditions prior to the commencement of the activity. Post-
operational oversight allows for selective inspections, but the selection process does not account 
for critical factors such as complaints or patient deaths. Legislation does not provide precise 
guidance which factors or circumstances should be considered by the Agency when selecting 
medical institutions to conduct inspection. Inspections primarily focus on whether the environment 
is physically safe, which, while important, does not sufficiently reflect service quality. There are no 
clearly defined quality indicators, nor are there standardized procedures, methodologies, scoring 
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systems, or timelines for conducting inspections. As a result, inspections lack consistency and fail 
to establish a reliable regulatory framework. 

	 Monitoring Medical Practice and Professional Standards: Georgia lacks effective, transparent, 
and accessible mechanisms for monitoring medical practice and professional standards, notably, 
there is no specialized ombudsman institution dedicated to protecting patients' rights. At present, 
three types of legal or regulatory mechanisms exist: internal complaints handled by the medical 
institution itself, centralized oversight by the Ministry of Health, and judicial review through 
litigation. However, there are no clearly defined criteria for when and how each mechanism should 
be applied, resulting in overlaps and ambiguity. 

	 Internal Complaint Mechanisms: Medical institutions are legally required to establish Commissions 
on Medical Ethics, responsible for safeguarding patients’ rights and ensuring compliance with 
ethical norms. Yet, the law does not define how these commissions should function or how access 
to this complaint mechanism should be ensured for the public. Moreover, there are no clear legal 
consequences for institutions that fail to create such commissions or operate them ineffectively. 
These gaps are not adequately addressed through licensing or accreditation processes either. 

	 Centralized Oversight Mechanisms: Centralized oversight mechanisms – the Medical and 
Pharmaceutical Activity Regulation Agency and the Professional Development Council within the 
Ministry face several critical challenges, including a shortage of human and financial resources, 
susceptibility to political interference, and a lack of transparency and public accountability. 
For example, the Minister of Health has sole authority to appoint and dismiss the Director of 
the Regulatory Agency - an entity tasked with overseeing medical standards and investigating 
complaints about medical conduct. The Agency lacks financial independence, with its budget not 
allocated separately in the state financial plan. Although it is formally accountable to the Ministry, 
there are no clearly defined procedures outlining its reporting obligations. 

	 Effectiveness of the Medical and Pharmaceutical Activity Regulation Agency: The Agency 
suffers from the limited capacity to fulfill its responsibilities due to resource constraints and shortage 
of human resources. The Agency's Inspection Department can currently cover only 26% of inpatient 
facilities and a mere 4% of outpatient or day-care institutions annually. The lack of resources also 
leads to significant delays in complaint handling. Of the 682 complaints submitted in 2022–2023, 
as of September 2024, only 33% had been reviewed. In many cases, by the time a complaint is 
addressed, the medical practitioner in question may have already treated hundreds of additional 
patients.

	 Effectiveness of Professional Development Council: Similar institutional issues affect the 
Professional Development Council, which is responsible for ruling on cases of medical misconduct. 
The Council’s legal status, composition, and independence are poorly defined, undermining its 
effectiveness. Its members are appointed unilaterally by the Minister of Health, with no legal 
framework outlining selection procedures, qualifications, sector representation, or even the number 
of members or their terms of service. The Council, intended to function as a professional body, is 
disproportionately influenced by political actors. Conflicts of interest - particularly those stemming 
from professional collegiality within the medical field - are also unregulated. In addition, there are 
no clear legal provisions governing the Council’s operations or decision-making procedures, further 
weakening its credibility and transparency.
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The introduction of the Universal Health Care Program (UHCP) in Georgia in 2013, as a tax-financed 
healthcare system, was widely regarded as a positive step toward Universal Health Coverage (UHC) 
and the realization of the right to health. However, concerns soon emerged regarding UHCP’s cost-
ineffectiveness, lack of sustainability, and inequitable distribution of services between low-income and 
wealthier populations.1

This reform centralized service procurement under the National Health Agency (NHA), operating within 
the Ministry of Health (MoH), which became the sole purchaser of UHCP service. The UHCP has several 
key characteristics. It primarily relies on private healthcare facilities, with approximately 80% of hospital 
beds in the private, profit-driven sector.2 Users have the freedom to choose from both primary and 
secondary healthcare facilities participating in UHCP, hence, an element of competition is maintained.

A key achievement of the post-2013 UHCP was the expansion of coverage to nearly 90% of the 
population, a significant improvement over the previous insurance-based model, which provided 
state-funded private insurance only to socially vulnerable groups. Since 2017, several cost-optimizing 
measures have affected the progress toward universal health coverage, particularly by reducing the 
depth of coverage through the introduction of co-payments for accessing healthcare services. Besides, 
since 2017, individuals with an annual income exceeding 40,000 GEL have been entirely excluded from 
the UHCP, although they continue to have access to disease-specific vertical health programs. These 
changes contributed to an increase in out-of-pocket (OOP) payments, thereby increasing the risk of 
impoverishment. However, the introduction of co-payment caps in 2023 marks a positive development, 
aiming to curb excessive OOP expenses and mitigate their impact on economic accessibility of health 
care (see Section 2.6.1). 

The general government health spending compared to overall public spending rose from around 5% 
in 2012 to 10% in 2022.3 UHCP-related improvements were reflected in increased life expectancy and 
decreased OOP. Life expectancy rose from 72.6 in 2013 to 73.9 in 2019, just before it decreased again 
due to the COVID-19 pandemic.4 The OOP costs also decreased from 73% in 2012 to 40% in 2022.5 

1	 Z. Chiaberashvili, ‘Davit Sergeenko: stealing from the poor and giving to the rich’ (Forbes, 2015) https://forbes.ge/davith-
sergeenko-gharibs-v/

2	 Health Care Systems: Georgia (WHO 2022), p. 12.

3	 Data is available: https://data.worldbank.org/indicator/SH.XPD.GHED.GE.ZS?locations=GE 

4	 Data is available: https://data.who.int/countries/268 

5	 Data is available: https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locations=GE 

IntroductionI.

https://forbes.ge/davith-sergeenko-gharibs-v/
https://forbes.ge/davith-sergeenko-gharibs-v/
https://data.worldbank.org/indicator/SH.XPD.GHED.GE.ZS?locations=GE
https://data.who.int/countries/268
https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS?locations=GE
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Since 2013, the utilization of both outpatient and inpatient health services has increased. However, 
inpatient care has seen a greater increase in utilization (likelihood of hospitalization is 3-4 times higher 
than a European average), highlighting the slow progress in strengthening primary health care. This 
raises the question of the system's progressive financial unsustainability, as evidenced by data showing 
an 11% discrepancy between the planned and actual budgets over the nine years since 2013.6 UHCP’s 
success has been particularly uneven in terms of the depth of coverage and OOP payments. According 
to the WHO data, compared to 2018, 143 000 less people are expected to satisfy essential health needs 
without incurring catastrophic costs in 2025.7 Strikingly, the ratio of population falling below poverty line 
has only decreased by 0.6% between 2012 and 2023.8 

Moreover, chronic underfunding of primary healthcare, particularly the village doctor program, remains 
a major weakness of UHCP and a key driver of its cost-ineffectiveness. The system continues to rely on 
expensive treatments for complications that could have been prevented with well-functioning primary 
care. While primary healthcare reform is underway, it has been slow, fragmented, and largely superficial, 
focusing on minor salary increases and infrastructure improvements (see section 2.5).

Recent efforts to establish an institutional framework for decision-making on UHCP-related issues have 
been largely ineffective, serving more as a means of communicating pre-determined decisions by the 
MOH rather than fostering meaningful expert or stakeholder engagement (see Section 2.3).

This baseline study evaluates the UHCP’s functioning, its key achievements, shortcomings, and 
inefficiencies through the lens of the right to health, with special focus on a selected vulnerable group – 
PWDs. This includes examination of legal and institutional guarantees for patients and the implementation 
of standards that medical professionals must adhere to while performing their professional duties. This 
part of the study, which is the first of its kind in the Georgian context, provides a detailed analysis 
of human rights protection mechanisms in the healthcare sector, including internal regulatory bodies 
and complaint review bodies, their institutional, and functional arrangements. The study concludes with 
targeted recommendations for improvement of healthcare quality, patients’ rights protection and state 
accountability.

This study is not without limitations. It does not offer an exhaustive analysis of all issues related to 
the healthcare system and patient rights. For example, its examination of judicial oversight in medical 
practice is limited to a general overview, focusing only on selected key decisions of the Supreme Court 
in administrative, civil, and criminal cases. 

1.1. Conceptual Framework 

This study aims to evaluate the UHCP through the lens of the right to health, as articulated by the 
Committee on Economic, Social and Cultural Rights (CESCR) and the Convention on the Rights of 
Persons with Disabilities (CRPD), while also applying the accountability for reasonableness framework, 
specifically developed for health care rationing. Additionally, the analysis considers fundamental rule of 

6	 Healthcare Barometer (Curatio 2022). 

7	 Data is available: https://data.who.int/countries/268 

8	 Healthcare Barometer (Curatio 2025). 

https://data.who.int/countries/268
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law principles, assessing whether decision-making in healthcare – both at the policy level and in service 
distribution – is governed by transparent and foreseeable rules, including, where necessary, established 
by the legislative branch..

1.1.1. Right to Health under ICCPR, CRPD and ECtHR
Article 12 of the International Covenant on Economic, Social, and Cultural Rights (ICESCR) guarantees 
the right to the highest attainable standard of health. Among the types of state obligations—to respect, 
protect, and fulfill this right—this study focuses on the positive obligation to fulfill. Specifically, it examines 
the state's duty to actively ensure access to healthcare through concrete measures and policies that 
address the health needs of the population.

The CESCR in its General Comment on the Right to Health, outlines a framework for assessing the 
realization of this right based on four interrelated elements: Availability, Accessibility, Acceptability, and 
Quality (AAAQ).

The Availability element refers to the physical presence of health goods and services, without yet 
considering their accessibility, including economic accessibility (affordability). The Accessibility 
element pertains to the ability to utilize available health resources and, among others, encompasses 
physical, geographic and economic accessibility of health care as well as accessibility of health-related 
information. The Acceptability element stands for ethical appropriateness of health care, including 
sensitivity to different population groups. The final element stands for quality of health care, including, 
competence of doctors. 

The CESCR acknowledges that full realization of the right to health, in accordance with the four AAAQ 
elements, requires time. To address this, it introduces the concept of progressive realization, which 
imposes an obligation of conduct—meaning states must take continuous steps demonstrating progress 
over time toward the full realization of the right to health. This includes the duty to enact a relevant 
legislative framework and implement policies that advance health equity.9 While progressive realization 
allows for some flexibility, it does not exempt states from responsibility. States are still required to 
take deliberate, concrete, and targeted steps using the maximum available resources. This obligation 
extends beyond merely allocating resources; it also demands their effective, non-arbitrary, and non-
discriminatory use to ensure equity in health care access and outcomes.

Moreover, the lenient standard of progressive realization does not apply to the minimum core obligations 
of the right to health—those essential guarantees that must be met immediately. Given the scope of this 
study, particular attention is paid to the following minimum core aspects:

	 Access to primary and preventive health care.

	 Equitable and effective distribution of health goods and services, with a focus on prioritizing 
vulnerable groups and addressing situations of risk. 

	 Access to essential medicines, at a minimum, those listed in the WHO Model Lists of Essential 
Medicines. 

9	 CESCR, General Comment No. 3, The Nature of State Parties’ Obligations (Art. 2, Para. 1 of the Covenant), E71991/23 (14 
December 1990), paras 1, 9.
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	 Adoption, implementation, and regular updating of a national public health strategy and action 
plan, developed through a participatory and transparent process grounded in evidence-based 
policymaking. The health strategy and action plan must incorporate clear methods for monitoring 
progress, such as right to health indicators and benchmarks.10

For aspects of the minimum core where resource constraints pose a genuine obstacle—such as the 
delivery of primary and preventive health care—the UN CESCR imposes a higher burden of proof on 
states. Governments must ‘demonstrate that every effort has been made to use all resources that are 
at its disposition in an effort to satisfy, as a matter of priority, those minimum obligations.’11 Similar high 
standard applies to the obligation not to regress in the realization of the right to health. Namely, ‘If any 
deliberately retrogressive measures are taken, the State party has the burden of proving that they have 
been introduced after the most careful consideration of all alternatives and that they are duly justified 
by reference to the totality of the rights provided for in the Covenant in the context of the full use of the 
State party’s maximum available resources.’12 Besides, any delay in the realization of the right to health 
is prohibited if retrogression takes place in relation to the minimum core of the right to health.13 

With the adoption of the Optional Protocol to ICESCR, the UN CESCR has elaborated on the 
reasonableness test applicable to all social rights duties of the state. This test is applied more strictly 
when assessing compliance with minimum core obligations and the duty of non-retrogression, 
as outlined above. Reflecting the standards set in relevant General Comments, the UN CESCR has 
emphasized that the reasonableness test must consider several key factors, including:

	 the extent to which the measures taken were deliberate, concrete and targeted towards the 
fulfilment of economic, social and cultural rights;

	 whether discretion was exercised in a non-discriminatory and non-arbitrary manner; 

	 whether the precarious situation of disadvantaged and marginalised individuals or groups has been 
addressed;

	 whether policies have prioritised grave situations or situations of risk;

	 whether decision-making is transparent and participatory.14

10	 CESCR, General Comment No. 14: The Right to the Highest Attainable Standard of Health (Art. 12 of the Covenant), 
E/C.12/2000/4 (11 August 2000), paras. 47–48, also paras 12, 19, 43. However, according to the more widespread approach, 
rather than being absolute, right to the minimum core od social rights is subject to strict scrutiny, see CESCR, General Comment 
No. 3, paras 1, 2, 5, 9, 10; see also CESCR, General Comment 19: The right to social security (Art. 9 of the Covenant), E/C.12/
GC/19 (4 February 2008), para 60.

11	 CESCR, General Comment No. 3, para 10. 

12	 Ibid, para 9; CESCR, General Comment No. 14,  para 32.

13	 CESCR, General Comment No. 14, para 48. 

14	 The Optional Protocol to the Covenant on Economic, Social and Cultural Rights, E/C.12/2007/1 (21 September 2007), para 8 
(f); CESCR, An Evaluation of the Obligation to Take Steps to the ‘Maximum of Available Resources’ under an Optional Protocol 
to the Covenant, UNCESCROR, 38th Sess, E/C.12/2007/1 (2007); B. Porter, Rethinking Progressive Realisation (Social Rights 
Advocacy Centre, 2015), p. 6; M. Langford, ‘Closing the Gap? – An Introduction to the Optional Protocol to the International 
Covenant on Economic, Social and Cultural Rights,’ Nordic Journal of Human Rights, 27 (2009); CESCR, General comment No. 
3 (1990), para. 2; UN Special Rapporteur on the right to adequate housing, Access to Justice Report, A/HRC/40/61 (2019), para 
25–27.
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It is also important to highlight the emerging consensus that emergency health care, due to its direct 
connection to the protection of the right to life, falls within the minimum core obligations of the right to 
health. According to CESCR, ‘the right to treatment includes the creation of a system of urgent medical 
care in cases of accidents, epidemics and similar health hazards, and the provision of disaster relief and 
humanitarian assistance in emergency situations.’15 This interpretation is further reinforced by the UN 
Human Rights Committee's (CCPR) reading of the right to life, which underscores the state's obligation 
to ensure access to emergency health care as an essential component of protecting this fundamental 
right.16 The UN CCPR sets the following standard: 

	 the obligation of States parties to respect and ensure the right to life extends to reasonably 
foreseeable threats and life-threatening situations that can result in loss of life. States parties may 
be in violation […] even if such threats and situations do not result in loss of life. In particular, as a 
minimum States parties have the obligation to provide access to existing health care services that are 
reasonably available and accessible, when lack of access to the health care would expose a person 
to a reasonably foreseeable risk that can result in loss of life.17

A similar evolution of the right to health can be observed in the jurisprudence of the European Court 
of Human Rights (ECtHR), which has established that states must not put an individual's life at risk by 
denying access to health care that they have committed to providing to the general population.18 This 
standard has gradually evolved into a state obligation to take proactive measures to address systemic 
issues that create life-threatening situations, particularly when the state knew or should have known 
about them.19

As the study focuses on access to health care for PWDs, the health rights framework must be examined 
through the lens of equality, which requires that individuals in significantly different situations are treated 
differently (substantive equality).20 This standard is specified in relation to PWDs under Article 25 of the 
CRPD, which mandates that states ensure PWDs receive the same range, quality, and standard of free or 
affordable health care and programs as those available to others. Additionally, it requires the provision 
of disability-related health services, including early identification and intervention, as well as services 
aimed at minimizing and preventing disabilities. The CRPD also underscores the necessity of ensuring 
appropriate competence and ethical standards in the provision of health care to PWDs. Additionally, it 
explicitly prohibits discrimination in the provision of health insurance based on disability, requiring that 
insurance policies be fair and reasonable.

15	 General Comment 14, para 16. 

16	 Toussaint v. Canada, CCPR/C/123/D/2348/2014. 

17	 Ibid, para 11.3.

18	 Cyprus v. Turkey, EctHR, no. 25781/94, 10 May 2001, para 219.

19	 Lopes de Sousa Fernandes v. Portugal [GC], ECtHR, no. 56080/13, 19 December 2017 and decisions cited therein.

20	 Thlimmenos v. Greece [GC], no. 34369/97, ECHR 2000-IV, para 44.  



15

1.1.2. Accountability for Reasonableness 
The health rights standards relied upon in this study are further supplemented by the theoretical 
framework of accountability for reasonableness, which is particularly relevant for assessing the 
institutional decision-making dimension of the right to health—also embedded in ICESCR standards, as 
noted above. According to this framework, healthcare decision-making must be evidence-based and 
include guarantees for fairness and publicity.

As articulated by Daniels and Sabin, who developed this approach:

	 To hold decision-makers accountable for the reasonableness of their decisions, […] the process must 
be public (fully transparent) about the grounds for its decisions; the decision must rest on reasons 
that stakeholders can agree are relevant; decisions should be revisable in light of new evidence and 
arguments; and there should be assurance through enforcement that these conditions (publicity, 
relevance, and revisability) are met. [emphasis added]21

The same evidence-based process and adherence to transparent, pre-existing standards are also 
essential for the monitoring of implementation.

1.2. Objective of the Baseline Study 

In line with this conceptual framework, the study looks at the explicit22 health care rationing/formal 
coverage (1), factual accessibility of health care, predominantly physical and economic accessibility (2), 
the quality of services (3) and the institutional side of policy-making and monitoring in health care.

When assessing formal coverage, this study examines the three key dimensions (see Figure 123): (1) who 
is covered, (2) which services are covered, and (3) the proportion of costs covered, which corresponds to 
the level of co-payments and out-of-pocket (OOP) expenses. The last dimension is particularly relevant 
to the economic accessibility of healthcare.

21	 N. Daniels and J. Sabin, “Accountability for Reasonableness: An Update,” BMJ 337 (2008): a1850.

22	 Explicit Health Care Rationing refers to the deliberate and transparent allocation of limited healthcare resources through formal 
rules, policies, or guidelines, see T. Moreira, “Health Care Rationing in an Age of Uncertainty: A Conceptual Model,” Social 
Science & Medicine, 72 (2011): 1333–41.

23	 The cube is used by WHO to discuss the aims of UHC https://www.who.int/teams/health-financing-and-economics/economic-
analysis/health-technology-assessment-and-benefit-package-design/resource-guide-for-the-use-of-hta-and-hbp-design-
processes/what-are-the-overall-principles-of-hbp-design 

https://www.who.int/teams/health-financing-and-economics/economic-analysis/health-technology-assessment-and-benefit-package-design/resource-guide-for-the-use-of-hta-and-hbp-design-processes/what-are-the-overall-principles-of-hbp-design
https://www.who.int/teams/health-financing-and-economics/economic-analysis/health-technology-assessment-and-benefit-package-design/resource-guide-for-the-use-of-hta-and-hbp-design-processes/what-are-the-overall-principles-of-hbp-design
https://www.who.int/teams/health-financing-and-economics/economic-analysis/health-technology-assessment-and-benefit-package-design/resource-guide-for-the-use-of-hta-and-hbp-design-processes/what-are-the-overall-principles-of-hbp-design
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FIGURE 1.
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In line with the conceptual framework, the assessment of formal coverage is guided by the following 
questions:

	 To what extent are coverage criteria and principles as well as health care package transparent? (see 
section 2.2)

	 To what extent is prioritization in health care reasonable and designed to promote heath equity? 
Are co-payments a barrier to health care and use of even the allocated resources? Do they lead to 
catastrophic health expenditures? (see section 2.6.1)

	 Are vulnerable populations such as PWDs given due priority? (see section 2.6.1, part III)

	 To what extent is primary healthcare prioritized? (see section 2.5)

	 Are essential medicines accessible under UHCP? (2.6.3)

	 To what extent does the referral committee’s operation guarantee transparent rationing of health 
care? (see section 2.6.4)

In line with the conceptual framework, the assessment of factual accessibility of health care is guided 
by the following questions:

	 To what extent is health care accessible considering its cost? (see section 2.6)

	 To what extent is health care, especially primary health care, accessible in rural areas? (see section 
2.5)

	 To what extent is health care accessible to vulnerable populations such as PWDs? (Part III)
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In line with the conceptual framework, the assessment of the institutional side of policymaking and 
monitoring in health care is guided by the following questions:

	 Is there any legislative framework for health-care rationing? (section 2.2)

	 To what extent does the institutional set-up of Universal Health Care Council (UHCC) or any other 
MoH body ensure evidence-based and participatory policy-making in health care? (section 2.3)

	 To what extent is monitoring of UHCP and health service provision based on transparent criteria, 
which incorporate rights consideration and whether they are institutional and practical guarantees 
for its effectiveness? (section 2.4, part IV)

	 To what extent is the effectiveness of complaint mechanisms guaranteed by the existing legislative 
framework and practice? (see part IV)

1.3. Methodology

This study was conducted through a desk review of legislation, secondary literature, MoH and Public 
Defender of Georgia (PDO) correspondence on the Public Information Requests and semi-structured 
interviews. The interviewed respondents included healthcare users from the selected vulnerable group 
—PWDs — who are also disability activists and/or providers of disability-related services, representatives 
of advocacy and expert communities, including staff from the PDO.

1.4. Structure

The document is structured into four parts.

Part I – provides a general overview of the post-2013 healthcare system, outlines the conceptual 
framework of the study embedded in right to health standards (1.1), study objectives (1.2), methodology 
(1.3) and structure (1.4).

Part II – evaluates the domestic constitutional interpretation of the right to health (2.1) and UHCP 
focusing on the lack of the overarching legislative framework, formal scope of coverage, effectiveness 
of primary health care and the decision-making in health care and monitoring over UHCP. 

Part III – examines the realization of the right to health in Georgia through the lens of one of the most 
vulnerable groups— PWDs. This section assesses both substantive issues and institutional decision-
making processes, specifically the state responsiveness to the special needs of PWDs.

Part IV – explores the legal safeguards in place for patients and the oversight mechanisms governing 
the health sector, including complaint procedures within the Ministry of Health and judicial review.

Part V – concludes with concrete recommendations directed to the legislative and executive branches 
to improve the UHCP’s effectiveness and equity.
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Right to Health in Georgia II.
2.1. Constitutional Framework on State duties in Health-
Rationing

All human rights enshrined in the Constitution of Georgia apply to the functioning of the country's 
healthcare system. Given the study’s limited scope - focused on the state's positive obligation to provide 
healthcare - the most relevant constitutional provisions are the principle of the social state, which 
explicitly affirms the state’s duty to safeguard public health,24 and a separate provision on the Right to 
Health.25 According to Art. 28 in Chapter 2 of the Constitution (on Fundamental Human Rights), the right 
of a citizen to affordable and quality health care services shall be guaranteed by law and the State shall 
exercise control over all health care institutions and the quality of medical services, and shall regulate 
the production and circulation of pharmaceuticals. The directive principle of the social state, when 
interpreted alongside the right to health provision, as well as the right to dignity and the prohibition of 
discrimination, can serve as a legal foundation for adjudicating certain aspects of the healthcare system.

Even before the constitutional provision on the social state was introduced in 2018, the Constitutional 
Court of Georgia (CCG) had addressed the state’s duty to ensure non-discrimination in healthcare. In 
a 2017 ruling, the Court struck down differential treatment between two groups: individuals who lost 
private insurance coverage after July 1, 2013 (when the UHCP was introduced) and those who lost it 
before that date. While the latter group was entitled to the full benefits package, the former could only 
access a minimal package covering emergency outpatient and inpatient care – excluding the surgical 
intervention the applicant required. The Constitutional Court’s interpretation of the non-discrimination 
standard in this case is significant for several reasons:

	 Any differential treatment that completely excludes a group from state healthcare coverage 
(as opposed to providing them with a minimal package, as in this case) is considered a severe 
restriction and is therefore subject to strict proportionality test.26

24	 Art. 5 (4) of the Constitution of Georgia. 

25	 Art. 28 of the Constitution of Georgia.  

26	 Roin Gavashelishvili and Valeriane Migineishvili v. Government of Georgia (25 October 2017), paras 23–24. 
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	 Upholding the adversarial nature of the proceedings, the Court referred to the lack of evidence on 
two key factors – the number of individuals who lost private insurance after July 1, 2013, and the 
estimated additional costs of extending full coverage to them – as arguments against the state. This 
absence of justification led the Court to conclude that the differentiation between the two groups 
was arbitrary and lacked a rational and objective basis.27

	 The state's justification of cost optimization cannot hold if spending is optimized on preventive 
care—such as specialist consultations and diagnostic tests, while emergency care remains fully 
covered. The Court highlighted that this approach would have been counterproductive, as treating 
advanced health conditions incurs greater costs than early detection and intervention.28

These three general standards in line with the rights-embedded conceptual framework above can be 
directly applied to the UHCP:

	 Prohibition of Full Exclusion Without Compelling Justification – This standard is relevant when 
assessing the post-2017 exclusion of individuals with an annual income exceeding 40,000 GEL from 
UHCP coverage. This is especially harsh on PWDs, who often face barriers in accessing private 
health insurance. According to the standard of the GCC, the state must provide a compelling 
justification for this exclusion, considering its disproportionate impact on vulnerable groups such 
as PWDs.

	 Duty of Evidence-Based Policy-Making – The state has an obligation to substantiate with 
evidence any omission of essential health care, addition or reduction of services. In the absence of 
an effective institutional avenue for that, this duty is not fulfilled. This is relevant to all distribution of 
health care deemed unreasonable in this baseline study, for instance, introduction of co-payments 
at the primary and emergency healthcare levels.

	 Duty of Rationalizing Healthcare Spending – As a specific requirement of evidence-based 
policy-making, the state must demonstrate that cost-cutting measures, such as restricting access 
to preventive care, are a justifiable means of optimizing healthcare spending. This standard is 
particularly relevant when considering the barriers in primary healthcare, omission to cover 
specialist consultations and certain diagnostic tests that may result in increased reliance on 
medicine, ambulance services, especially in rural areas and among PWDs.

Furthermore, a general Rule of Law (RoL) standard and a non-delegation doctrine as an element of 
Separation of Powers (SoP) recognized in the jurisprudence of the Constitutional Court of Georgia29 
naturally also apply to positive entitlements in the healthcare context. Hence, potential users of the 
health care system as lay persons must be able to know the criteria and framework of healthcare 
rationing as well as concrete entitlements in government decrees setting the health care package.

27	 Ibid, para 41. 

28	 Ibid, para 40. 

29	 Aleksandre Mdzinarashvili v. Communications Commission of Georgia (2 August 2019).  
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2.2. UHCP without Legislative Framework: Transparency and 
Monitoring Problems

Georgian legislation includes statutes that address general principles of public health30 and patients' 
rights,31 etc. (for details, see section 4.1). However, there is no law that defines the principles and criteria 
for including or excluding health goods and services for different groups in the health care package – 
namely, Decree N36 on the transition to UHCP and the annual decrees specifying each year's UHCP 
services. 

Furthermore, as respondents32 noted, and as highlighted by previous studies,33 respective government 
decrees outlining the health care package are too complex/non-transparent for an average person. 
The inability of patients to clearly understand their entitlements may discourage them from seeking 
healthcare or create opportunities for providers to charge for services that should be covered. 

The lack of clarity in healthcare decrees has led to disputes between patients and the state (formerly 
the LEPL Social Service Agency (SSA)), some of which have reached the Supreme Court. The Court 
recognized that, given the complexity of these decrees, administrative agencies have an obligation to 
properly substantiate any denial of coverage when the conclusion is not self-evident from the decrees.34 
In another ruling, the Supreme Court upheld a patient’s claim that a specific health condition constituted 
an emergency requiring doctor supervision for more than 24 hours, despite the state authorities’ 
contrary interpretation of the decrees.35

The fact that disputes over the interpretation of healthcare decrees arise in common courts is not 
inherently problematic, as no regulation can preemptively close all potential loopholes. However, 
the absence of general principles and criteria results in the concentration of decision-making power 
within the executive branch, excluding parliamentary oversight in crucial matters such as the equitable 
distribution of healthcare. Moreover, without guiding legislation, both administrative bodies and courts 
are more susceptible to arbitrary resolutions of inevitable ambiguities in healthcare packages. 

Furthermore, even when legislation provides general guidance, government decrees fail to elaborate 
appropriate rules. For example, the Law on the Rights of Persons with Disabilities of Georgia establishes 
non-discrimination and the right to health guarantees for PWDs. However, it does not specifically regulate 
private insurance companies concerning premiums or other contractual terms that may be determined 
based on an insurance seeker's disability status (see Arts. 5 and 9). The absence of such protections is 
particularly concerning for PWDs earning above 40,000 GEL annually, as they are excluded from both 
UHCP coverage and private insurance options (see 3.2). Additionally, the right to health provision (Art. 
9(d)) of the same law mandates the provision of prevention, early diagnosis, and treatment-rehabilitation 

30	 The Law on Public Health 2007. 

31	 The Law on Patients’ Rights 2000. 

32	 Interview with PDO representative; with Akaki Zoidze; Audit Report on the Accessibility of State-covered Health Services  (State 
Audit Service 2021) 

33	 K. Goginashvili, M. Nadareishvili, How Affordable are Healthcare Services? (WHO 2021), p. 71. https://iris.who.int/bitstream/
handle/10665/342814/WHO-EURO-2021-2532-42288-58479-geo.pdf?sequence=1 

34	 SCG Decision #ბს-497(კ-20)12.04.23.

35	 SCG Decision #ბს-518(კ-20)15.04.21.

https://iris.who.int/bitstream/handle/10665/342814/WHO-EURO-2021-2532-42288-58479-geo.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/342814/WHO-EURO-2021-2532-42288-58479-geo.pdf?sequence=1
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services aimed at identifying causes and minimizing disability.36 However, as discussed below, this 
statutory obligation is not appropriately reflected in health-rationing decisions. For instance, corneal 
transplantation and bone-anchored hearing solution are omitted from coverage despite its potential to 
prevent or reduce the development of disability (see section 2.6.2).

2.3. Institutional Dimension: Decision-Making Process on 
UHCP 

The MoH did take steps to strengthen the Ministry of Health’s decision-making capacity despite the 
absence of legislative guidance. This process began in 2019 with the creation of the Universal Health 
Care Council (UHCC), a recommendatory body intended to support evidence-based policymaking.37 In 
2020, this process continued with the establishment of the NHA which was separated from the SSA that 
had previously administered UHCP.38 However, this reform remained largely superficial. The UHCC has 
not evolved into an integral part of the decision-making process; instead, it functions as a body that is 
merely informed of policy decisions post factum after they have already been made.

The UHCC consists of up to 30 members, including 10 standing members and 16 representatives from 
designated agencies and organizations. The standing members include the Minister and two Deputy 
Ministers. The designated entities represented in the Council include the Georgian offices of WHO, 
UNICEF, World Bank, UNFPA, the EU Delegation, USAID, the Public Defender’s Office, as well as 
associations representing doctors, family doctors, patients, and insurance companies. The personal 
composition of the Council is determined through an individual administrative act by the Minister.39 
However, according to the response to the public information request, the Minister has not formally 
established the composition of the Council in the prescribed manner.40 The UHCC makes decisions with 
a simple majority of its members.41

The Council convened only twice, in 2019 and 2021, to discuss the 2022-2030 National Health 
Care Concept and Draft Strategy, respectively. According to the Ministry’s correspondence, Council 
members formally approved both documents. The representative from the Public Defender’s Office42 
and disability rights activists43 confirmed that the Council merely received feedback on pre-determined 
strategic policy directions rather than fostering genuine participatory decision-making. Similar top-down 
dynamics characterize the Ministry’s interactions with the private sector, further limiting the inclusivity 
and transparency of health policy formulation (see also section 4.2.2.1).44 

36	 The Law on the Rights of Persons with Disability 2020. 

37	 Minister’s decree N01-131/ნ (17 December 2019). 

38	 See on the functions of NHA https://nha.moh.gov.ge/ge/c/functions 

39	 Ibid, Art. 3 (2, 3, 4).

40	 Correspondence of MoH 4 25 00221912 (27 February 2025). 

41	 Ibid, Art. 4 (6).

42	 Interview with PDO representative.

43	 Interviews with Giorgi Akhmeteli, Esma Gumberidze, Madona Kharebava. 

44	 Interview with Akaki Zoidze. 

https://nha.moh.gov.ge/ge/c/functions


22

The absence of legislative standards governing the operation of UHCC, combined with the practice of 
post-factum endorsement of policies, leads to the conclusion that Georgia fails to uphold the institutional 
requirements for reasonable and accountable health care decision-making. These requirements, 
mandated under both international (see sections 1.1.1-1.1.2) and domestic law and constitutional court 
practice (see section 2.1) are neither established in legal frameworks nor implemented in practice. 

2.4. Monitoring the Implementation of UHCP and Quality of 
Services 

The mandate and operation of the Medical and Pharmaceutical Activity Regulation Agency (hereafter 
the Regulation Agency) more broadly, and in relation to quality of medical services, is discussed in detail 
in Part IV. This part will only focus on the operation of the Regulation Agency in accordance with the 
implementation mandate foreseen within Government decrees setting the health care package. 

The annual decrees outlining the health care package also establish the monitoring and revision 
mechanisms. The first layer of monitoring is conducted by the National Health Care Agency, which 
performs on-site inspections of relevant documents in selected medical facilities45 and focuses on 
checking the appropriateness of expenses incurred by private providers. 

The second layer, involving revision, is carried out by the Regulation Agency. In addition to reviewing 
the same documents,46 the Regulation Agency verifies whether health care providers have fulfilled their 
legal obligations, ensuring that they deliver all mandated health goods and services without barriers, 
discrimination, or unjustified denial.47 The rules and terms governing the selective revision process are 
determined by an act of the Regulation Agency in agreement with the Ministry.48 The research team 
was unable to evaluate these rules and terms, as the Ministry did not provide the requested public 
information. 

The involvement of the Regulation Agency in the substantive assessment of UHCP implementation 
beyond the oversight of spending is appropriate, given the agency’s competencies in health care 
quality control, investigating complaints from citizens and other stakeholders (see PART IV),49 and 
ensuring compliance with licensing requirements - including, albeit to a limited extent, accessibility 
adaptations for PWDs (see section 3.1). However, as also underscored by the State Audit Service, the 
Government decrees50 establishing the oversight criteria for the Regulation Agency primarily focus 
on safety measures in medical facilities (e.g., infection control, sterilization) rather than the quality and 
effectiveness of services provided. 

45	 Art. 13 of 2024 Health Care Programs (Gov’t decree N529, 29 December 2023).

46	 Ibid, Art. 17 

47	 Ibid, Arts. 10 (5) (h) and 23 (3) (a, b, c, e).  

48	 Ibid, Art. 18. 

49	 Art. 2 (3) (b) (c) of Regulation of the Medical and Pharmaceutical Regulation Activity [Health Minister’s decree N01-64/ნ, 28 
December 2011. 

50	 Government Decree No. 385 of December 17, 2010, on the Approval of Regulations on the Rules and Conditions for Issuing 
a Medical Activity License and a Permit for an Inpatient Facility; Government Decree No. 359 of November 22, 2010, on the 
Approval of the Technical Regulation for High-Risk Medical Activities. 
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Notably, even safety monitoring remains inadequate, with only 3% of outpatient facilities inspected 
in 2022-2023. This reflects a broader de-prioritization of primary health care, even in terms of state 
oversight. Moreover, the monitoring procedure lacks comprehensive regulation to ensure an effective 
and uniform approach, and the results are not publicly available, leaving consumers uninformed about 
the conditions in specific health facilities.51 The absence of legally established standards and procedures 
for oversight—leaving these entirely within the purview of the executive branch - is problematic in and of 
itself raising concerns about the potential misuse of unrestrained executive power.

2.5. Weak Primary Health Care and Urban-rural Divide

All public health experts interviewed for this study regretted that the PHC system suffers from significant 
issues related to both the competence and availability of doctors, which stem primarily from insufficient 
funding and deprioritization of PHC.

As of 2025, the planned budget for the village health care program is 4% (49 500 000) of the total 
amount for UHCP (1,220,000,000 GEL), while primary health (family doctor services) and emergency 
services combined amount to 14% (170 000 000 GEL). In 2019, 7% of government health spending was 
dedicated to family (5%) and village doctor (2%) services, which saw a decrease from an overall 12% 
(8 and 4%) since 2015.52 This indicates that primary health care, especially on the rural level has not 
become a priority, yet.53 As experts outline, the complete lack of decentralization in the PHC system is 
also problematic.54

The limited investment in PHC correlates with low trust in the system, for instance, competence of 
primary health care doctors, as shown by consumer surveys.55 As respodents emphasized, the role of 
family and village doctors is largely reduced to referring patients to specialists – whose consultations 
are not covered by the UHCP (see section 2.6.2). A 2021 WHO study acknowledged the fragmented 
structure, limited service offerings, and insufficient capacity of PHC in Georgia. According to the study, 
doctors at the gatekeeper stage refer up to 40% of PHC patients to specialists. Additionally, a widespread 
distrust of PHC leads many patients to bypass it entirely, opting for more expensive specialized care56 or 
purchasing medication without medical consultation. This practice contributes to the disproportionately 
high share of health expenditures on medicine. Furthermore, primary health care providers lack 
incentives to actively support effective prevention by promoting state-funded preventative programs. 
For instance, only 27% of family/village doctors57 refer patients to cancer screening programs.58 

51	 Government Decree No. 278 of July 31, 2023, on the Approval of the Procedure, Rules, and Conditions for Implementing 
Control in the Field of Medical and Pharmaceutical Activities. 

52	 Rethinking primary health care financing in Georgia (WHO 2021), pp. 3–4.  

53	 2024 State Budget Law; Minister’s decree No. 529 on UHCP in 2024. 

54	 Interview with Tengiz Verulava. 

55	 Tengiz Verulava et al., “The Gatekeeper Model: Patient’s View on the Role of the Family Physician,” Family Medicine & Primary 
Care Review 22, no. 1 (2020): 75–79, https://doi.org/10.5114/fmpcr.2020.92511 

56	 A. Zoidze, T. Gabunia, A. Ekberg, Georgia: transforming primary health care during the pandemic: From Crisis to Opportunity: 
Advancing Primary Health Care Reform Amid the Covid-19 Pandemic (WHO Country Office in Georgia, 2021), p. 2. 

57	 In the case of a village, a further barrier to referrals may be the geographic concentration of screening centers in the capital. 

58	 Prevention of Diseases (State Audit Service, 2023). 

https://doi.org/10.5114/fmpcr.2020.92511
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Experts acknowledge that the weakness of the PHC system is a key driver behind the excessive and 
cost-ineffective use of in-patient care, which is two to three times higher than the European average. 
Predictably, inadequate prevention efforts shift the burden to secondary and more expensive health 
services, further straining the system.59

A reform is currently underway, with PHC nominally prioritized in the government's 2022–2030 national 
health care strategy.60 Since 2022, the village doctor program has been placed under the supervision 
of the centrally established non-commercial legal entity - the Medical Holding of Georgia. This entity, 
which was created in 2020 to strengthen state-owned medical facilities, now also administers the state 
village doctor program, with a dedicated team of 40 employees focused on its implementation. As 
the state audit office reports in 2024, the Medical Holding is not following any pre-set quantitative or 
qualitative indicators, nor does it have access to sufficient and updated data due to the absence of 
electronic recording of relevant information, for instance, the patients registered with a village doctor. 
These shortcomings diminish the effectiveness of the monitoring, especially as it is primarily based on 
the often inaccurate reports provided by village doctors.61

The Minister’s 2023 order establishes general criteria that each primary PHC facility must meet in urban 
areas; however, most of these criteria focus on infrastructure and the availability of medical tools rather 
than broader systemic improvements. The primary qualification requirement is certification in family 
medicine, general practice, pediatrics, with recertification and revalidation conditions introduced in 
2024.62 Notably, the order envisions PHCs as consisting solely of a family doctor and a nurse, without 
additional support staff or services. This is in contrast to models like the UK’s primary care system, which 
integrates services such as community pharmacy, dentistry, and optometry.63 However, even within its 
narrow purview, legal regulation alone, without complementary policy measures, and increased funding, 
cannot ensure the necessary level and scope of competence at the PHC level.

While the ongoing reforms cannot fully be evaluated yet, the state does not seem to favor systemic 
solutions. For instance, the state did not adopt a sustainable solution to the shortage and aging workforce 
of nurses as well as their underpayment, which altogether affects the quality of health care. For the last 
five years, nurse-to-doctor ratio has been 0.9 in Georgia (cf European average of 2 nurses per doctor).64 
In 2023, the MoH set a minimum hourly wage of 4.4 GEL for nurses, translating to approximately 792 
GEL per month. Similarly, the minimum hourly wage for doctors remains low at 7 GEL.65 These rates fail 
to provide sufficient incentives for recruiting and retaining medical personnel, particularly nurses.

59	 T. Verulava, The Primary Health Care System and Its Role in Enhancing Health Capital (Shota Rustaveli National Science 
Foundation, 2021). Interview with Tengiz Verulava; see also Government Decree No. 230 of 2 May 2022 on the Approval of 
Georgia's 2022–2030 National Health Care Strategy. 

60	 Government Decree No. 230 of 2 May 2022 on the Approval of Georgia's 2022–2030 National Health Care Strategy.

61	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025), pp. 8, 15. 

62	 According to the changes of 2024 to the Minister’s order N01-25/n of June 19, 2013, on classification of medical interventions 
and requirements of outpatient care, Art. 4 (8). 

63	 See information at https://www.england.nhs.uk/get-involved/get-involved/how/primarycare/ 

64	 Healthcare Barometer (Curatio 2022). 

65	 Government Decree No. 36 of February 21, 2013, on the measures for transition to UHCP, art. 20, para 54, subparagraph “a”. 

https://www.england.nhs.uk/get-involved/get-involved/how/primarycare/
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2.5.1. Inequity of Village Doctors and Infrastructure

2.5.1.1. Lacking Availability and Competence of Village Doctors

The underfunding, competence and availability problems of rural primary health care persist despite 
multiple recommendations from the State Audit Service (2015), the Public Defender’s Office (2020), and 
other experts (2021).66

Despite some improvements in practice, the distribution of village doctors and nurses remains 
unregulated, with 6% of territorial units still lacking the international standard of at least one doctor 
per 2,000 residents. Additionally, the working hours of village doctors are not regulated, and there 
are no restrictions on holding multiple jobs. A PDO representative highlighted the vast majority of 
village doctors hold additional jobs, often with emergency services.67 As a result, availability remains 
a challenge even in areas where the population-to-doctor ratio is met. Inaccessible roads and lack of 
transportation exacerbate the issue, particularly in mountainous regions and/or where doctors serve 
multiple villages.68 This burden falls either on patients or the doctors themselves. In some cases, ad hoc 
solutions have been implemented—such as in Zugdidi, where international donors provided a vehicle to 
facilitate doctors’ transportation to remote areas. However, such initiatives remain sporadic and are not 
part of a systematic state policy to ensure accessibility.69 As 2025 state audit service report observes, 
sometimes village doctors are available only for one day a week.70 The limited availability of village 
doctors leads to an increased reliance on emergency health services, even for minor ailments, ultimately 
imposing higher costs on the state. In remote areas, even emergency services experience significant 
delays or are unable to reach patients at all during winter due to impassable roads.71

In 2020, the Ministry developed a concept paper on telemedicine in health care72 and has since been 
working to introduce a telemedicine program in village health facilities with support from the European 
Union and UN agencies. This initiative aims to address the transportation challenges faced by village 
doctors and enhance access to high-quality specialist consultations for rural populations by connecting 
them with doctors in geographically remote hospitals. However, the program remains in a pilot phase, 
with only 50 telemedicine devices distributed to selected municipalities.73 According to the PDO, only 
half of these devices have actually been put into operation, highlighting implementation challenges that 
limit the program’s effectiveness in addressing rural health care gaps.74

66	 Verulava, The Primary Health Care System, pp. 42–46. 

67	 Interview with PDO representative, see also Monitoring of Population’s Access to Primary Health Care Services under the 
Village Doctor State Program (PDO, 2020), p. 25. 

68	 In the Primary Health Care Development General Plan, the goal is set at a team of a doctor and a nurse per 1000-2000 
persons, see Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025). 

69	 Interview with Madona Kharebava. 

70	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025).   

71	 Interview with Toma Kakabadze. 

72	 A. Zoidze, T. Gabunia, A. Ekberg, Georgia: transforming primary health care during the pandemic: From Crisis to Opportunity: 
Advancing Primary Health Care Reform Amid the Covid-19 Pandemic (WHO Country Office in Georgia, 2021), p. 2.

73	 Telemedicine Services Are Expanding in Georgia (Jandacva.ge, 4 January 2023) https://old.jandacva.ge/saqartveloshi-
telemedicinis-servisebi-fartovdeba-ra-siakhleebi-igegmeba-regionebis-mosakhleobistvis/

74	 Interview with PDO representative.

https://old.jandacva.ge/saqartveloshi-telemedicinis-servisebi-fartovdeba-ra-siakhleebi-igegmeba-regionebis-mosakhleobistvis/
https://old.jandacva.ge/saqartveloshi-telemedicinis-servisebi-fartovdeba-ra-siakhleebi-igegmeba-regionebis-mosakhleobistvis/
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Apart from the issue of availability, the competence of village doctors remains a significant concern. 
Despite a slight salary increase, village doctors (1,262 GEL) and nurses (1,018 GEL) still earn well below 
the national average (2,004 GEL), making it difficult to attract and retain qualified personnel. Additionally, 
85% of village doctors report that they incur personal expenses–averaging 11% of their salary –for 
essential items such as transportation, heating, stationery, and even medicine when state-funded 
supplies fall short.75 The low level of remuneration, difficult working environment and lack of adequate 
infrastructure act as primary disincentives for highly qualified workforce to undertake the duties of a 
village doctor.

Additionally, the fixed remuneration system for village doctors provides little incentive to enhance 
availability or improve service quality. The only performance-based incentive is a 2 GEL add-on payment 
for each booked cancer screening appointment, which is activated only after a certain threshold is 
met. According to the Ministry’s explanation to the State Audit Service, the introduction of a broader 
capitation-based and performance-related payment system for both family and village doctors has been 
delayed by financial constraints have76 (see a successful reform in Armenia77). The PDO representative 
assessed this approach as counterproductive, as it fails to address the growing issue of an aging and 
exiting workforce. Younger professionals are unwilling to take up village doctor and nurse positions, 
while trained professionals often leave for the private sector. This results in a continuous cycle of 
retirements and exits, requiring constant reinvestment in new recruits, further straining the already 
limited financial resources of the state. As the PDO representative underscored, under such institutional 
weakness, village doctors primarily focus on visiting elderly individuals and administering vaccinations, 
with little involvement in broader primary health care functions.78

The competence of village doctors is not formally regulated either. While certification in family medicine 
and periodic recertification have been legally required for family doctors in urban areas since 2025, 
these requirements do not extend to village doctors. in practice, the number of village doctors without 
qualifications in family medicine did decrease from 40% to 19%, and 80% have completed recertification 
modules applicable to family doctors.79 Notably, most training programs are conducted in the capital, 
which is not the place of residence for 35% of participants, creating accessibility barriers. The State 
Audit Service also highlights the lack of statistical data on active personnel, as well as on professional 
development needs that have been addressed or remain unmet.80

Furthermore, there is no institutional mechanism in place to monitor the performance of village doctors. 
There are no predetermined quantitative or qualitative indicators that will be used for monitoring. The 
absence of electronic data collection further hinders oversight, making it difficult to assess performance, 
track trends, and facilitate institutional learning.81

75	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025), p. 29. 

76	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025), pp. 30–31.

77	 V. Petrosyan, D. M. Melkomian, A. Zoidze, and Z. C. Shroff, ‘National Scale-Up of Results-Based Financing in Primary Health 
Care: The Case of Armenia,’ Health Systems & Reform 3 (2017): 117–28.

78	 Interview with PDO representative. 

79	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025), pp. 32-34. 

80	 Audit Report on the Professional Development of Medical Personnel (State Audit Service 2024). 

81	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025). 
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2.5.1.2. Inadequate PHC Infrastructure in Rural Areas

Alongside accessibility problems for PWDs discussed below (see section 3.1.), rural PHC facilities, where 
village doctors could provide medical services, are not available in all administrative units, and some 
existing facilities are in such poor condition that they are effectively unusable.82 According to the PDO 
representative, no improvements were made between their field visits in 2018 and 2020.83 Certain PHC 
centers face issues with electricity and water access.84 One respondent recalled that in the primary 
health facility in the valley of Skhalta, windows were broken, there was no heating, and only one power 
socket was functioning, despite the facility having been officially listed as recently renovated.85

2.5.1.3. Urban-rural divide beyond PHC

The urban-rural divide in healthcare access extends beyond family/village doctors. According to the 
2024 State Audit Report, 58% of active doctors are based in Tbilisi despite 39% of the population living 
in villages.86 Nurse-to-population ratios in some regions are two (e.g., Kakheti) to three times (e.g., Guria) 
lower than in Tbilisi, where there are 828 nurses per 100,000 residents.87

Vertical programs such as diabetes management and HIV centers88 and reproductive health services, 
including access to doctors performing abortions89 and diagnostic examinations such as prenatal and 
genetic testing are also concentrated in urban areas. This gap forces many residents to travel long 
distances to urban centers, such as Batumi or Tbilisi.90

Additionally, access to medicine remains a major issue in rural areas that lack pharmacies. One 
respondent highlighted that in the valley of Skhalta, which comprises nine villages in mountainous 
Adjara, there is no pharmacy where residents can purchase essential medications.91

82	 Audit of Village Doctor State Program Effectiveness (State Audit Office, 2025), p. 22.

83	 Interview with PDO representative. 

84	 Interview with Madona Kharebava.  

85	 Interview with Dea Eremashvili. 

86	 Population Census 2024 (National Statistics Office of Georgia). 

87	 Audit Report on the Professional Development of Medical Personnel (State Audit Service 2024).

88	 Audit Report on the Accessibility of State-covered Health Services (State Audit Service 2021); Mzia Tabatadze, Kakhaber 
Kepuladze, Stigma-Free Medical Facilities (Tanadgoma 2020). 

89	 L. Shengelia, L. Jalaghania, T. Dekanosidze, Sexual and Reproductive Health and Rights: National Assessment Key Findings 
(PDO, 2019), p. 11. 

90	 Ibid, pp. 10–11, 26.

91	 Interview with Dea Eremashvili. 
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2.6. Prioritization of Groups and Services within UHCP and 
Persisting Gaps

2.6.1. Tiered Health Coverage and Caps
In the absence of guiding principles set in legislation, the logic of the UHCP must be inferred from the 
included and omitted services, the priority groups and the differential co-payments established for them.

The healthcare services covered under UHCP's horizontal packages are as follows:

	 Primary health care – Includes family and village doctor consultations, as well as basic diagnostic 
tests (e.g., urine and blood tests performed on-site, with X-rays and ultrasounds available upon 
referral92).

	 In-patient care – Covers surgeries, diagnostic tests, and medications required during 
hospitalization.

	 Out-patient and in-patient emergency care – Provides treatment for urgent medical conditions.

	 Access to a pre-determined list of medications – Available for certain chronic diseases outside 
in-patient care (see section 2.6.3).

The level of coverage under UHCP’s horizontal packages is structured in descending order of financial 
support across the following groups:

	 Fullest coverage – Includes persons registered as socially vulnerable (with an official score below 
70,000), individuals living in state-run facilities or under state care (e.g., children with disabilities 
in residential homes, families receiving reintegration assistance), teachers, internally displaced 
persons (IDPs), prominent figures in the arts, painters and recipients of the Rustaveli Award.

	 Moderate coverage – Includes individuals in special age or status categories, such as children 
under six, adults over 60, students, children with disability and adults with severe disability, who do 
not fall under the socially vulnerable category.

	 Partial coverage – Covers individuals earning less than 40,000 GEL annually who do not belong 
to any of the priority categories mentioned above.

	 Minimal coverage – Applies to high-income individuals earning above 40,000 GEL annually, who 
only receive state funding for childbirth services (e.g., an 800 GEL coverage for C-sections) and 
selected vertical healthcare programs within predefined criteria and limits.

Additionally, employees of the Ministry of Internal Affairs and Ministry of Defense fall outside UHCP, 
as they are provided with private insurance funded by the state. The current prioritization structure, 
featuring differential co-payments, stems from post-2017 cost-optimization efforts that modified the 
original 2013 design of the UHCP, as outlined in the introduction. While the overall drive for cost 
optimization is both justifiable and, in some respects, necessary to promote equity in health, certain 
prioritization decisions lack a clear and reasonable justification. There is no clear rationale for offering 

92	 According to the changes of 2024 to the Minister’s order N01-25/n of June 19, 2013, on classification of medical interventions 
and requirements of outpatient care https://moh.gov.ge/docs/20240312044750-01-25n.pdf, Art. 4 (13). 

https://moh.gov.ge/docs/20240312044750-01-25n.pdf
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greater coverage to prominent figures in the arts, such as painters and Rustaveli Award recipients, than 
to PWDs. PWDs with severe disabilities should be included in the highest priority group regardless of 
their registration as socially vulnerable. Additionally, individuals with serious and moderate disabilities 
should not be excluded from priority categories altogether, while other groups, regardless of income, 
receive preferential coverage. These requirements are derived both from ICCPR and CRPD standards 
discussed earlier. Furthermore, the allocation of public funds for private insurance coverage for certain 
categories of civil servants raises questions of efficiency and equity. Redirecting these resources to 
strengthen UHCP would allow these public servants to be included within the broader system, ensuring 
more equitable distribution of healthcare funding.

To address the rising OOP payments (40% in 2020, see introduction), in 2023, the MoH counterbalanaced 
the post-2017 changes by capping co-payments for inpatient care at 500, 1000 and 1500 GEL for 
pensioners and children, priority group II and III, respectively, which was a commendable step for 
preventing catastrophic expenses.93

As of now, UHCP fully covers in-patient and out-patient emergency care and primary care for all groups, 
except the 3rd priority group under partial coverage (earning more than 1000 GEL monthly). The out-
patient emergency care for this group is only covered at 50%.94 Introducing co-payments for medical 
conditions that qualify as urgent raises serious concerns, not only in relation to the right to health but 
also the rights to life and physical integrity. Since these co-payments were introduced in 2017, the 
change may also constitute a retrogression in the right to health.

The second priority group under moderate coverage – comprising children under six, people over 60, 
students, children with disabilities, and adults with severe disabilities contribute 20% of the costs for 
inpatient care, elective surgery, and computed tomography but not more than 1000 GEL, with pensioners 
benefiting from a reduced co-payment of 10% but not more than 500 GEL.95 An exception applies to 
children under 18 and children with disabilities, who are fully covered for both oncological surgery and 
non-surgical oncological care, as well as cardiovascular surgery.

The 3rd priority group under partial coverage is required to contribute 30% of costs for planned surgery, 
hospitalization and related examination, but no more than 1500 GEL.96

Furthermore, as part of the post-2017 cost-optimization efforts, health care users – except for children, 
pensioners, and teachers – are no longer permitted to supplement public funding with private insurance. 
According to insurance companies, this change, motivated by the aim of limiting public expenditure 
on individuals who can afford private coverage, has had a discouraging effect on enrollment in private 
insurance schemes. This concern appears to be shared within the Ministry, as discussions are underway 
about potentially reverting to the pre-2017 model that allowed the combined use of public and private 

93	 Changes of April 11, 2023, to Government Decree No. 36 of February 21, 2013, on the measures for transition to UHCP.

94	 Government Decree 36, Annex 1.1 (1, a.f).

95	 Changes of April 11, 2023 to Government Decree 36. 

96	 Ibid.  
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insurance.97 The differential co-payments and exclusion of the privately insured from the UHCP were not 
the only cost-optimization steps that the state took. The introduction of Diagnostic Related Groups (DRG) 
in 2022, capping prices of health treatments reimbursable under UHCP also served cost-optimization 
for the state alongside economic accessibility/affordability for patients. DRG ensured that patients’ 
financial contributions were no longer facility-specific.98 While these aims were legitimate, DRG pricing 
has led hospitals to prioritize less costly – and often lower-quality – medical goods and services. Some 
facilities have even opted out of the program99 highlighting the need to consider a more balanced, or a 
cautious approach to the implementation of DRG. A cautious approach was absent initially when DRG 
was introduced rather hastily after only a three-month preparatory period, without first testing the model 
in a pilot.100

Besides co-payments, health care services are also optimized through overall caps. For instance, 
emergency inpatient care and planned surgeries are covered within an annual cap of 15,000 GEL, even 
for groups that are not subject to co-payments.101

Beyond the UHCP's horizontal package, the MoH also finances vertical programs targeting specific 
conditions such as diabetes management, cancer, and infectious diseases (e.g., HIV, tuberculosis, 
malaria), regardless of patients’ income levels or other vulnerability factors. However, some of these 
programs involve co-payments (e.g., diabetes management services) and coverage caps (e.g., 
oncological services), similar to the limitations found in the UHCP’s horizontal package. For example, 
oncological treatment is covered up to 25,000 GEL, with additional costs subject to approval by a 
referral committee based on individual applications (see Section 2.6.4). Although these limits have 
gradually increased over time, the PDO has noted that the 25,000 GEL cap remains insufficient in light 
of rising medical costs.102

Such blanket caps on coverage may prove counterproductive, particularly when treatment must be 
discontinued due to a patient's inability to afford continued care. Introducing co-payments beyond 
a certain threshold could offer a more reasonable alternative, helping to avoid complete treatment 
interruption while still promoting cost-sharing.

2.6.2. Services Not Covered by Funding
Certain healthcare services are entirely excluded from the UHCP without reasonable justification. The 
UHCP does not cover regular therapeutic treatments of any kind, including specialist consultations or 

97	 For the MoH position, see https://jandacva.ge/news/dazghveva/sheidzleba-mosalodneli-iyos-ministri-dazghvevis-dashenebuli-
paketebis-amoqmedebaze, on this, see also https://commersant.ge/news/busuness/sayoveltao-dazghvevis-shecherebis-
shishit-dasaqmebuli-adamianebi-kerdzo-dazghvevis-paketebs-aghar-yiduloben-lasha-nikoladze; https://bm.ge/news/
sayoveltao-jandatsvis-programashi-sadazghvevoebis-chartvit-sakhelmtsifo-aseulobit-mln-lars-dazogavs-ardi

98	 Interview with an expert Akaki Zoidze (former head of parliament health committee).

99	 Interview with PDO representative; Interview with Tengiz Verulava; ‘Will the Maternity Hospital Business Survive Without 
State Funding? – Two Clinics Refuse DRG’ (jandacva.ge, 9 January 2024) https://jandacva.ge/news/sakoveltao-jandacva/
gaamartlebs-tu-ara-samshobiaroebis-biznesi-sakhelmtsifos-dafinansebis-gareshe-orma-klinikam-drg-ze-uari-tqva

100	 Interview with Akaki Zoidze.

101	 Information is available at NHA website: https://nha.moh.gov.ge/ge/c/sayoveltao-jandacvis-programit-gatvaliswinebuli-
qirurgiuli-momsaxureba

102	 Interview with PDO representative. 

https://jandacva.ge/news/dazghveva/sheidzleba-mosalodneli-iyos-ministri-dazghvevis-dashenebuli-paketebis-amoqmedebaze
https://jandacva.ge/news/dazghveva/sheidzleba-mosalodneli-iyos-ministri-dazghvevis-dashenebuli-paketebis-amoqmedebaze
https://commersant.ge/news/busuness/sayoveltao-dazghvevis-shecherebis-shishit-dasaqmebuli-adamianebi-kerdzo-dazghvevis-paketebs-aghar-yiduloben-lasha-nikoladze
https://commersant.ge/news/busuness/sayoveltao-dazghvevis-shecherebis-shishit-dasaqmebuli-adamianebi-kerdzo-dazghvevis-paketebs-aghar-yiduloben-lasha-nikoladze
https://bm.ge/news/sayoveltao-jandatsvis-programashi-sadazghvevoebis-chartvit-sakhelmtsifo-aseulobit-mln-lars-dazogavs-ardi
https://bm.ge/news/sayoveltao-jandatsvis-programashi-sadazghvevoebis-chartvit-sakhelmtsifo-aseulobit-mln-lars-dazogavs-ardi
https://jandacva.ge/news/sakoveltao-jandacva/gaamartlebs-tu-ara-samshobiaroebis-biznesi-sakhelmtsifos-dafinansebis-gareshe-orma-klinikam-drg-ze-uari-tqva
https://jandacva.ge/news/sakoveltao-jandacva/gaamartlebs-tu-ara-samshobiaroebis-biznesi-sakhelmtsifos-dafinansebis-gareshe-orma-klinikam-drg-ze-uari-tqva
https://nha.moh.gov.ge/ge/c/sayoveltao-jandacvis-programit-gatvaliswinebuli-qirurgiuli-momsaxureba
https://nha.moh.gov.ge/ge/c/sayoveltao-jandacvis-programit-gatvaliswinebuli-qirurgiuli-momsaxureba
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advanced diagnostic tests such as PET/CT scans (except for oncological diseases), beyond the limited 
scope of primary healthcare or emergency care, unless these examinations are required within inpatient 
care. These services can only be reimbursed through the referral system upon respective referral 
committee decision (see 2.6.4).

This gap would be less problematic if PHC effectively served as a gatekeeper for a broad range of health 
needs. However, given its weaknesses (see 2.5), specialist consultations and diagnostic tests have taken 
on the preventive role that PHC should fulfill. In this context, the omission of funding for such services 
effectively amounts to a denial of preventive healthcare and is counterproductive for optimizing costs.103 
Delayed interventions lead to preventable conditions escalating into emergencies, ultimately requiring 
full state coverage and increasing overall healthcare costs. 

On a more specific level, UHCP excludes coverage for certain health services including those to prevent 
or mitigate disability, such as corneal transplantation and bone-anchored hearing solutions (see part 
III).104 Additionally, UHCP entirely omits family planning services, as well as specialized healthcare 
needs of the transgender community, such as hormone therapy or gender-affirming surgery – gaps 
that were previously by PDO in 2019.105 In the footsteps of the autocratic shift in Georgia, an anti-LGBT 
law, formally known as Law of Georgia on the Protection of Family Values and Minors, adopted in 2024 
now even explitly prohibits any self-financed medical intervention in order to assign sex different from 
one’s biological one.106 These exclusions create significant barriers to accessing necessary medical care, 
particularly for vulnerable populations. 

2.6.3. Access to Medicine
OOP expenses are most significant for medication costs (75% in 2022) and is the most common cause 
of falling below the poverty line disproportionately burdening the poorest quintiles of population.107 As 
of 2018, Georgia had the highest share of pharmaceutical expenditure as a percentage of total health 
spending (38%) among European countries.108

This high share of medication costs are caused by systemic issues: (1) the absence of comprehensive 
drug price regulation [2023 price regulation applies to chronic disease medications only] and anti-
competitive practices; (2) polypharmacy including due to ineffectiveness of PHC (see section 2.5) and 
the incentives created by pharmaceutical companies tolerated by insufficient regulation and monitoring 
(see section 4.2.2.2) and (3) UHCP’s limited coverage for medications.109 Anti-competitive practices - the 

103	 Interview with Madona Kharebava. Esma Gumberidze. 

104	 Interview with Esma Gumberidze, with Ekaterine Tortladze.  

105	 L. Shengelia, L. Jalaghania, T. Dekanosidze, Sexual and Reproductive Health and Rights: National Assessment Key Findings 
(PDO, 2019), p. 2.

106	 Art. 6. 

107	 Healthcare Barometer (Curatio 2025). 

108	 Health and sustainable development: progress in Georgia (WHO 2020), p. 41.

109	 Interviews with PDO representative, with Tengiz Verulava, with Akaki Zoidze; Health Care Systems: Georgia (WHO 2022), pp. 
10, 15.
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use of group dominant position110 and tacit price agreements111 – has been acknowledged by the state 
competition agency itself.

The state took several steps to address drug prices: In 2017, MoH introduced a state program to 
finance medications for certain chronic diseases; In 2022, MoH started simplified parallel importing of 
medications from Turkey; In 2023, MoH introduced external price referencing (EPR) for chronic disease 
medications. In 2017-2023, through the first two steps, the burden of medicine costs has not decreased 
for the population. As for the EPR, it is too early to evaluate its long-term effectiveness, however, as 
estimated, it did save around 43 million in 2023.112

A state program financing medications for chronic diseases under UHCP now covers a predetermined 
list of medications for specific chronic diseases—such as cardiovascular, lung, and thyroid conditions, 
chronic diabetes (since 2017), epilepsy and Parkinson's disease (since 2019) and Glaucoma (since 2024) 
for socially vulnerable persons (since 2017), pensioners, PWDs with severe or significant disabilities 
(since 2018), veterans and those living near occupation line since 2019).113 The expanding trend of 
the program is a positive development. However, as respondents noted, the rigidity of the fixed list 
of medications sometimes leaves individual needs overlooked when alternative treatments are more 
effective for the covered health conditions.114 Furthermore, although the funding for this program did 
increase from 0.5 million in 2017 to 44 million in 2023, this still remained low compared to users’ OOP 
of over 1 billion in the same year.115 Thus, without strengthening the primary health care, preventing 
polypharmacy and broadening of EPR to all types of medicines, catastrophic costs related to medications 
cannot be sustainable. 

2.6.4. Coverage beyond the UHCP Packages: the Referral Committee
Beyond the UHCP, two additional mechanisms exist for financing necessary health services or covering 
outstanding costs for those with partial coverage: applications to the referral committee and municipal 
governments. However, both options are subject to discretionary decisions rather than guaranteed 
entitlements, making access to funding uncertain and inconsistent. Due to resource constraints in 
evaluating program implementation across municipalities, this research will focus on the operation of 
the national mechanism—specifically, the referral committee.

Referral committee under Georgia’s Solidarity Fund, a government-established non-commercial entity 
is designated to fund medical services outside UHCP – including treatment abroad – in exceptional 
circumstances by a discretionary decision. Regulation of the referral committee outlines priority groups 
for funding (e.g. victims of natural disasters and sexual violence (highest score), PWDs (medium score)). 
However, the committee retains the authority to make exceptions without having to follow any pre-

110	 Pharmaceutical Market Monitoring Report (Georgian National Competition Agency, 2021) pp. 20-21.  

111	 Georgian National Competition Agency Decision N 04/1030 (29.12.2023). 

112	 Healthcare Barometer (Curatio 2025).

113	 Ibid, Information is available on MoH website https://moh.gov.ge/viewnews.php?lang=1&uid=&v=0?lang=&uid=202401100729
248693472681&v=0

114	 Respondents emphasized the problem of epileptic, diabetic, oncological patients; Interview with Dea Eremashvili, Madona 
Kharebava, Nana Gochiashvili.

115	 Healthcare Barometer (Curatio 2025).

https://moh.gov.ge/viewnews.php?lang=1&uid=&v=0?lang=&uid=202401100729248693472681&v=0
https://moh.gov.ge/viewnews.php?lang=1&uid=&v=0?lang=&uid=202401100729248693472681&v=0
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determined criteria. Decisions are made by a simple majority,116 and its composition and operational 
principles are determined by the Minister of Health’s individual administrative act.117 The research team 
was unable to review this document, as the MOH did not provide access to it.

The regulation grants practically unfettered discretion to the referral committee. In contrast, it is too 
rigid towards users. The regulation does not account for individual circumstances when it requires 
commencement of medical service upon a positive decision within one month domestically or within 
two months if received abroad. Without exceptions, failure to meet this timeline results in the automatic 
annulment of the decision, leaving patients without recourse.118

The regulation establishes different procedures for medical treatments at home and abroad. When 
financing is requested for treatment abroad, the submitted documentation, including the applicant’s 
doctor's recommendation, is additionally reviewed by a field expert who assesses the necessity of the 
service.119 However, the regulation does not specify the criteria for selecting this expert or whether 
the applicant or their doctor has any opportunity to engage in the process, such as responding to the 
expert’s conclusion. In its 2018 annual report, the PDO criticized the commission’s decisions for lacking 
justification.120

Beyond the structural and operational issues with the referral committee, another key concern is its 
role as a routine supplement to the gaps of UHCP. Instead of functioning as an exceptional funding 
mechanism such as for treatment abroad, it has increasingly become a routine tool for financing omitted 
essential services and/or co-payments. According to the information received from MoH, in 2024, 
requests to the referral committee most commonly were made for financing medicines, diagnostic 
examinations, and surgeries and by socially vulnerable persons, PWDs (15.6% of all requests) and IDPs.121

Financing healthcare goods and services through unfettered discretion of the referral committee 
without reasoned decisions raises concerns about inequity in healthcare access and fosters population 
dependence on state authorities. This is even more problematic as the referral committee happens to 
have become a routine alternative avenue for essential health care, such as medicine, surgeries and 
diagnostic examinations.

116	 Art. 6 (3) of Gov’t decree N331, 3 November 2010. 

117	 Ibid, Art. 1. 

118	 Ibid, Art. 6 (51). 

119	 Ibid, Art. 4 (11)

120	 PDO Annual Parlaimentary Report 2018.

121	 Correspondence of MoH 1 24 01287575 (4 December 2024).
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Before addressing health rights issues for PWDs, it is crucial to first acknowledge the delayed transition 
from a medical model to a social model of disability in Georgia, the low disability status registration 
rates, and the lack of proactive data collection on this group. The low disability status registration rate 
is partly attributable to the bureaucratic hurdles that PWDs face when obtaining a medical diagnosis to 
establish their disability status. Multiple in-person visits are required and unless a primary health center 
of their registration employs a qualified expert – which is rare – individuals must pay a fee to obtain the 
necessary certification. These obstacles along with stigma and stereotypes rooted in society hinder the 
initial step of recognizing and assessing the disability-related needs of the population.122 This is evident 
in the inadequate number of PWDs with status. As of 2015123 and 2021,124 only 3% of the population had 
disability status in Georgia, while WHO estimates that PWDs are 16% of the world population.125

3.1. Physical Accessibility of Health Care Facilities 

Barriers to healthcare access for PWDs stem from the inaccessibility of public transportation and 
buildings, both public and private.126 While physical accessibility standards exist in the country, 
accessibility remains a critical issue.127 The 2023 CRPD report highlighted the lack of accessibility and 
insufficient monitoring of accessibility standards, including in healthcare facilities.128 This study will 
specifically examine accessibility challenges related to reaching medical facilities. 

122	 Interview with Nana Gochiashvili, Interview with Ekaterine Tortladze. 

123	 PWD statistics in Georgia (IDFI, 2015) https://idfi.ge/ge/statistics-of-persons-with-disabilities

124	 A. Dzabakhidze, PWDs and unemployment (Ekofakti, 2024) https://ekofact.com/2024/06/25/%E1%83%A8%E1%83%A
8%E1%83%9B-%E1%83%9E%E1%83%98%E1%83%A0%E1%83%94%E1%83%91%E1%83%98-%E1%83%93%E1%83%90-
%E1%83%93%E1%83%90%E1%83%A1%E1%83%90%E1%83%A5%E1%83%9B%E1%83%94%E1%83%91%E1%83%98%E1%83%A1/  

125	 Information is available at: https://www.who.int/news-room/fact-sheets/detail/disability-and-health

126	 K. Nadiradze, G. Kakachia, Access to Medical and Rehabilitation Services for Persons with Disabilities in Georgia (Movement 
Accessible Environment for Everyone, 2018), p. 14; M. Meshveliani, Access to Healthcare Services for Women and Girls with 
Disabilities (NDI, 2019).

127	 United Nations Development Programme, the Office of the High Commissioner for Human Rights, the United Nations 
Population Fund (2021). Situation analysis on the rights of persons with disabilities in Georgia.

128	 CRPD, Concluding observations on the initial report of Georgia, CRPD/C/GEO/CO/1 (2023), para 19.

Barriers for PWDs to 
Access Health CareIII.

https://idfi.ge/ge/statistics-of-persons-with-disabilities
https://ekofact.com/2024/06/25/%E1%83%A8%E1%83%A8%E1%83%9B-%E1%83%9E%E1%83%98%E1%83%A0%E1%83%94%E1%83%91%E1%83%98-%E1%83%93%E1%83%90-%E1%83%93%E1%83%90%E1%83%A1%E1%83%90%E1%83%A5%E1%83%9B%E1%83%94%E1%83%91%E1%83%98%E1%83%A1/
https://ekofact.com/2024/06/25/%E1%83%A8%E1%83%A8%E1%83%9B-%E1%83%9E%E1%83%98%E1%83%A0%E1%83%94%E1%83%91%E1%83%98-%E1%83%93%E1%83%90-%E1%83%93%E1%83%90%E1%83%A1%E1%83%90%E1%83%A5%E1%83%9B%E1%83%94%E1%83%91%E1%83%98%E1%83%A1/
https://ekofact.com/2024/06/25/%E1%83%A8%E1%83%A8%E1%83%9B-%E1%83%9E%E1%83%98%E1%83%A0%E1%83%94%E1%83%91%E1%83%98-%E1%83%93%E1%83%90-%E1%83%93%E1%83%90%E1%83%A1%E1%83%90%E1%83%A5%E1%83%9B%E1%83%94%E1%83%91%E1%83%98%E1%83%A1/
https://www.who.int/news-room/fact-sheets/detail/disability-and-health
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Notably, accessibility standards are not a prerequisite for medical facilities to receive financing under 
the UHCP.129 While some accessibility requirements are incorporated into the licensing and other 
requirements of certain types of health facilities, they remain limited in scope and enforcement.

Licensing requirements for medical facilities include only minimal adaptations for PWDs, focusing solely 
on mobility impairments. The government decree regulating the licensing of inpatient health facilities 
and rehabilitation centers mandates functional elevators in buildings with more than two floors and 
conditions for the safe movement of PWDs. For rehabilitation centers, it requires at least one adapted 
ward per 25.130 Thus, even these minimal licensing requirements do not apply to outpatient facilities, 
which are not rehabilitation centers. 

Outpatient facilities providing high-risk services are required to ensure safe movement for PWDs; 
however, dental clinics are explicitly exempt from this licensing requirement.131 Beyond being narrowly 
focused on mobility, the regulations fail to address other disabilities—there are no requirements for 
tactile paving, contrasting colors, or other accessibility features.132

Serious problems remain with implementing even the existing requirements. In a 2018 parliamentary 
report on this problem, 30% of entrances to the inspected facilities and 15% of the inspected sanitary 
points were not adapted to persons with mobility impairment. This was observed alongside almost 
total absence of adaptation for other kinds of impairments.133 Public information provided by the MoH 
regarding the monitoring by the Regulation Agency shows that no significant improvement has taken 
place over the 6-7 years. In 2023, 36 (33%) out of the 107 inspected medical facilities subject to licensing 
were not safe for PWDs134 and were administratively sanctioned. However, no revision was undertaken 
to verify whether the facilities adapted the buildings. In 2024, 6 (18%) out of 33 inspected facilities 
subject to licensing were not safe for PWDs and were administratively sanctioned, although without 
follow-up revision. In 2023, 4 (9%) out of the 41 medical facilities inspected subject to permits, were not 
safe for PWDs and were adminitratively sanctioned. There was follow-up only in one of the cases, where 
the violation was eliminated.135 In 2024, all facilities out of the 16 inspected ones subject to permits 
were safe for PWDs. However, without the follow-up in already inspected facilities, even the improved 
results in the most recent inspections cannot be generalized. Interviewed repondents confirmed that 
accessbility problems persist in medical facilities. They were not aware of a health facility adapted to 

129	 Interview with Koba Nadiradze; Interview with Ekaterine Tortladze. 

130	 Government Decree No. 385 of December 17, 2010, on the Approval of Regulations on the Rules and Conditions for Issuing a 
Medical Activity License and a Permit for an Inpatient Facility. 

131	 Government Decree No. 359 of November 22, 2010, on the Approval of the Technical Regulation for High-Risk Medical 
Activities.

132	 Interview with Giorgi Enukidze. 

133	 K. Nadiradze, G. Kakachia, Access to Medical and Rehabilitation Services for Persons with Disabilities in Georgia (Movement 
Accessible Environment for Everyone, 2018), pp. 22–23. 

134	 Government Decree No. 359 of November 22, 2010, on the Approval of the Technical Regulation for High-Risk Medical 
Activities.

135	 Correspondence MoH 7 24 01263360 (28 November 2024). 
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the needs of people with visual impairments,136 knew about inaccessible PHC facilities and the formally 
installed ramps that did not meet the standards.137

Beyond the limited licensing requirements, no standards exist for adapting medical equipment to the 
needs of PWDs, a gap highlighted in PDO research.138 Respondents noted the absence of adapted 
gynecological chairs, despite their suitability for general use, creating a barrier to cancer screening for 
wheelchair users, who are a risk group for uterine cancer.139

As for reasonable accommodation for persons with hearing disability, the state program provides sign 
language interpreters – eight in the regions and four in the capital – to assist persons with hearing 
impairments in accessing public and private services, including healthcare. However, the number of 
interpreters is insufficient to meet demand,140, and their remuneration—13 GEL per hour – is extremely low 
to incentivize potential service providers.141 The lack of available interpreters also raises confidentiality 
concerns, as individuals with hearing impairments often rely on family members for communication, 
or the state-sponsored ‘Union of Deaf People,’ a close-knit community of individuals with hearing 
impairments and their families.

The state program also provides assistive devices for PWDs within budgetary constraints, with price 
caps set for each item (e.g., white canes,142 hearing aids143). The rigid approach of the state program is 
problematic, as it does not allow for assistive devices to be tailored to the individualized needs of PWDs. 
Interviewees noted that many of their needs remain unaddressed due to the fixed list of items and 
suggested that shifting to a voucher system – similar to the program in the Adjara Autonomous Republic 
– would offer greater flexibility. Moreover, the central program list excludes essential items such as 
anti-pressure injury mattresses for individuals with mobility impairments and talking blood pressure or 
blood sugar monitors for those with visual impairments. While municipalities sometimes fund these on 
an ad hoc basis, access remains inconsistent and discretionary.144 Additionally, the lack of choice for 
beneficiaries affects quality, as assistive devices like wheelchairs are supplied by a single provider, 
reducing incentives for market competition and improvement.145

The state program also provides mechanical or electric wheelchairs according to specific medical 
diagnosis. This diagnosis does not extend to temporary mobility impairments, such as those resulting 
from chemotherapy.146 While mechanical wheelchairs are fully covered,147 adult PWDs must cover 10% 

136	 Interview with Giorgi Enukidze. 

137	 Interview with Giorgi Gogatishvili. 

138	 L. Shengelia, L. Jalaghania, T. Dekanosidze, Sexual and Reproductive Health and Rights: National Assessment Key Findings 
(PDO, 2019), p. 9. 

139	 Interview with Dea Eremashvili. Esma Gumberidze. Madona Kharebava. 

140	 Interview with Giorgi Akhmeteli; Interview with Giorgi Gogatishvili; Enukidze; Esma Gumberidze; Madona Kharebava.  

141	 Art. 2 (a) and 4 (5) of Gov’t decree N22, 27 January 2010, annex. 1.3. 

142	 Art. 4 (5) of Gov’t decree N22, 27 January 2010, annex. 1.2.7. 

143	 Art. 2 and Art.4 (5) of Gov’t decree N22, 27 January 2010, annex. 1.2.5.

144	 Interview with Giorgi Gogatishvili; Interview with Esma Gumberidze. Interview with Giorgi Enukidze. 

145	 Interview with Giorgi Akhmeteli. Toma Kakabadze, Koba Nadiradze. 

146	 Interview with Nana Gochiashvili. 

147	 Art. 4 (5, 6) of Gov’t decree N22, 27 January 2010, 1.2.1. 
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of the cost unless they are registered as socially vulnerable. One respondent noted that, in practice, 
municipalities often cover the remaining 10% for those not classified as socially vulnerable, but this adds 
an extra layer of bureaucracy and dependence of PWDs on state discretion.148 Respondents highlighted 
that the eligibility criteria for electric wheelchairs are excessively strict.149 Moreover, many PWDs require 
both types of wheelchairs for different situations, but the assistance program does not accommodate 
this need.150

PWDs also face barriers even at the application stage for these assistive devices/services. Electronic 
submission of applications is not permitted, requiring in-person visits to the agency—a significant 
obstacle, particularly for those in remote rural areas. This discourages many from accessing their 
entitlements, leading them to seek assistance from municipalities instead.151 As a respondent with 
mobility disability described applicants have to make multiple visits to health facilities, a welfare agency, 
and ultimately the wheelchair factory in order to be provided with a wheelchair. The process begins with 
an application at a primary health center, followed by an evaluation by a designated expert who submits 
a report to a commission. The applicant must then collect the commission’s decision, submit it to the 
welfare agency, and, if approved, personally retrieve the authorization from the agency and take it to 
the factory to receive the wheelchair.152 Moreover, repair services for wheelchairs are only available in 
the capital. This means that PWDs must send their wheelchairs to the center for repairs, leaving them 
without essential support for extended periods.153

3.2. Co-payments and other OOP for PWDs

The fact that OOP payments are a barrier to accessing health care by PWDs is also evident from the 
rate of their applications – 15.6% of all - submitted to the referral committee requesting state financing 
for health expenses not covered under UHCP (see section 2.6.4). A survey of PWDs conducted in 2018 
showed that financial incapacity is one of the core barriers in accessing health care indicating that 95% 
of services used by PWDs in 2018 were in-patient and out-patient emergency services.154 Interviewees 
in this baseline study confirmed that 20% co-payment for inpatient care is a serious obstacle in the 
enjoyment of the right to health, not to mention the difficulty to self-finance services entirely omitted 
from UHCP.155

As noted, the exclusion of adult PWDs with severe and moderate disability from the status-based priority 
group [group II] and non-placement of PWDs with severe disability under priority group I (unlike e.g. 
recipients of Rustaveli award) is unreasonable and contrary to CRPD standards. 

148	 Interview with Giorgi Gogatishvili.

149	 Interview with Madona Kharebava. 

150	 Interview with Toma Kakabadze. 

151	 Interview with Giorgi Akhmeteli; Interview with Giorgi Gogatishvili; Esma Gumberidze; Koba, Dea Eremashvili. 

152	 Interview with Koba Nadiradze. 

153	 Interview with Toma Kakabadze. 

154	 K. Nadiradze, G. Kakachia, Access to Medical and Rehabilitation Services for Persons with Disabilities in Georgia (Movement 
Accessible Environment for Everyone, 2018), p. 11; In the first 9 months of 2019, only 42 PWD women used non-emergency 
out-patient care, M. Meshveliani, Access to Healthcare Services for Women and Girls with Disabilities (NDI, 2019).

155	 Interview with Giorgi Akhmeteli, Esma Gumberidze. Giorgi Enukidze. 
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Another group that ends up entirely excluded from UHCP without reasonable justification are PWDs 
earning more than 40 000 GEL yearly, considering the difficulties they may encounter in obtaining 
appropriate, non-discriminatory health insurance from private companies. Private Insurance companies 
may refuse to ensure PWDs, or by not covering the pre-existing conditions, may leave much of the 
health needs of a disabled beneficiary unaddressed, which was the case for one of the respondents.156 
In these circumstances, a PWD with an annual income exceeding 40,000 may find themselves ineligible 
for both public and private insurance coverage.157   

The omission of financing for specialist consultations and diagnostic tests at secondary healthcare 
facilities when the PHC is extremely ineffective imposes a particularly heavy burden on PWDs, who may 
require regular medical check-ups to prevent worsening of their impairment or address health needs 
more prevalent among PWDs (e.g. wheelchair users are at higher risk of urological complications).158 
One of the respondents has noted such a problem in relation to absence of appropriately skilled 
ophthalmologists at PHC facilities.159

As noted, the UHCP does not cover services, which could prevent or mitigate disability, such as a 
bone-anchored hearing solution for those, who cannot benefit from either the hearing aids or cochlear 
implants and a corneal transpolation for persons with visual impairment. Moreover, the state only sees 
its intervention in terms of providing technology such as hearing aids without providing necessary 
counselling. While when some counselling is foreseen, such as in the case of cochlear implants (within 
144 hours and 18 months), there is no monitoring and a prior standard for what it needs to entail.160 

3.3. PWD-specific Quality and Acceptability of Health Care

All respondents highlighted systemic issues such as the lack of competence in PWD-specific care and 
the use of discriminatory language in communication with and treatment of persons with disabilities—
concerns that were also emphasized in the 2023 CRPD report.161 These issues contribute significantly 
to the barriers PWDs face in accessing healthcare and ultimately exacerbate the inequitable distribution 
of health services. At their core, these problems stem from weaknesses in medical education and 
continuing professional training, including outdated or inadequate curricula and the absence of 
appropriate guidelines and protocols. This not only undermines the quality of care but also increases 
the risk of harm to PWDs during the provision of healthcare. 

Furthermore, doctors often communicate with people accompanying PWDs, rather than patients 
themselves even when their disability is no way diminishing the ability to understand their health 

156	 Interview with Koba Nadiradze. 

157	 Interview with Esma Gumberidze. 

158	 K. Nadiradze, G. Kakachia, Access to Medical and Rehabilitation Services for Persons with Disabilities in Georgia (Movement 
Accessible Environment for Everyone, 2018), p.13; Interview with Girogi Akhmeteli. 

159	 Interview with Giorgi Enukidze.

160	 Interview with Ekaterine Tortladze. 

161	 CRPD, Concluding observations on the initial report of Georgia (2023), CRPD/C/GEO/CO/1, para 51. 
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condition or the treatment.162 Apart from being degrading, this often compromises confidentiality, 
especially problematic in the context of resproductive health services for girls and women with disability. 
Respondents also noted the general attitude of medical staff that girls and women with disability have no 
sexual and reproductive health needs.163 The practice of communicating with the accompanying persons 
or in their presence regarding health status of adults has been a general ethical issue even with persons 
without disability.164

Notably, some positive steps were taken in relation to women with disability. In 2021 and 2022, the MoH 
adopted the standard operational procedures for family planning of girls and women with disability165 
and for antenatal care of girls and women with disability.166 However, the Ministry still does not have a 
comprehensive approach addressing general communication problems with PWDs. 

Such general guidelines/protocols on communication with PWDs could mitigate the problems of 
incompetence.167 Without guidelines and appropriate competence, doctors may even make errors that 
pose harm to patients, for instance, a practice recalled by a respondent, that before undergoing MRI, 
patients are not asked whether they have a metal in their body.168

162	 Interview with Giorgi Akhmeteli; Interview with Giorgi Gogatishvili. Toma Kakabadze. Esma Gumberidze. Giorgi Enukidze; 
Madona Kharebava. 

163	 Assessment of the Needs and Rights of Women and Girls with Disabilities in Georgia (PDO 2022), p. 7. 

164	 L. Shengelia, L. Jalaghania, T. Dekanosidze, Sexual and Reproductive Health and Rights: National Assessment Key Findings 
(PDO, 2019), p. 8. 

165	 Minister’s decree N 01-31/ო of 21 January 2021. 

166	 Minister’s decree N 01-80/ო of 14 February 2022. 

167	 Ekaterine Tortladze recalled that an otolaryngologist questioned a person’s hearing disability just because a patient could 
speak. 

168	 Interview with Koba Nadiradze. 
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4.1. Legislative Guarantees 

4.1.1. Law of Georgia on Health Care
Georgian legislation provides numerous guarantees for patients and sets standards for health care 
facilities and personnel.169 Law of Georgia on Health Care sets general principles on state-supported 
health care policies, such as universality of state programmes, protection of human rights and freedoms 
in the field of health care, independence of doctors and other medical personnel within the limits 
determined by the legislation of Georgia, etc.170 The law also grants individuals171 with the right to receive 
medical care envisaged by state health care programmes172 and prohibits discrimination due to patient’s 
race, skin colour, language, sex, religion, political and other beliefs, national, ethnic and social affiliation, 
origin, property status and title, place of residence, disease, sexual orientation, or a personal negative 
attitude.173 

The law also grants patients with the right to receive comprehensive and objective information, and to 
obtain a second opinion about their health status in a form that is understandable to them.174 Furthermore, 
it sets that medical intervention should be consent-based175 and that a patient shall have the right to 
refuse to undergo any medical intervention (with particular exceptions set by the legislation).176

Article 30 of the law also states that health care workers shall be guided by ethical values when carrying 
out medical activities. Those principles are as follows: 

	 Recognition of human honour and dignity.

	 Fairness, and compassion.

169	 Law of Georgian on Health Care, Article 3, z-a1) health care personnel – a doctor, a nurse, a pharmacist, and other persons 
whose activities are related to disease prevention, diagnosis, and treatment, patient rehabilitation, palliative care, and forensic 
medical expert examination; also, health promotion specialists and managers of medical and health care services.

170	 Ibid, article 4.

171	 Ibid, Citizens of Georgia and stateless persons with the corresponding status in Georgia. 

172	 Ibid, article 5.

173	 Ibid, article 6.

174	 Ibid, article 7. 

175	 Ibid, article 8. 

176	 Ibid, article 9.

Access to Remedies for 
Health Care UsersIV.
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	 Acting only in the patient’s interests. 

	 Not using their professional knowledge/experience against humanism. 

	 Making professional decisions freely and independently. 

	 Caring about enhancing the prestige of their professional activities and treating colleagues with 
respect.177

The same article obliges medical institutions and health care workers to follow the norms on conflict of 
interests, such as: a) not acting with self-interest, or for the benefit of a third person, b) not conspiring 
with a medical institution and/or a pharmaceutical company to use patients for personal commercial 
interests and to obtain a material benefit from such action; c) it shall be inadmissible to use forms 
of medical documentation with a differentiating sign of a pharmaceutical product when carrying out 
professional medical activities.178 

The law ensures professional freedom of physicians and forbids from a representative of the authorities 
or an individual, any demand that a doctor act contrary to the principles of the ethical norms.179 
Furthermore, the law states that Commissions on Medical Ethics shall be created at medical institutions 
that shall ensure the protection of patient rights and the observance of norms of medical ethics.180 
However, Georgian legislation does not properly regulate institutional and practical arrangements of 
such commissions. As expert-interviews reaffirmed, this article is rather illusory and is not effectively 
implemented in practice.181

The law also grants patients (or their representatives) the right to file complaints against medical workers 
or institutions with the medical institution's administration, a healthcare management body, a court, 
or another dispute resolution authority.182 However, the language of the law is vague and lacks clear 
procedures or distinctions regarding which types of medical misconduct or unethical actions should be 
addressed through the institution’s internal complaint system, which fall under the Ministry’s jurisdiction, 
and which can be brought before a court.

4.1.2. Law of Georgia on Medical Practice
Law of Georgia on Medical Practice reiterates abovementioned legal guarantees and principles. It 
further elaborates ethical norms for health care workers and obliges them to: promote healthy lifestyle 
among patients and society; to be guided only by professional standards and humanity principles, and to 
respect the honour, religion and traditions of a patient; to act in the interests of patient’s health as much 
as possible; to be gratuitous during the professional decision-making; and to impartially observe the 

177	 Ibid, article 30, par 1.  

178	 Ibid, article 30, par 2. 

179	 Ibid, article 34. 

180	 Ibid, article 62. 

181	 Interview with Sophio Lebanidze, 17.01.2025 

182	 Law of Georgian on Health Care, article 104. 
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doctor’s oath.183 The law also states that violation of ethical principles and norms of conflicts of interest 
determined by the Law of Georgia on Health Care will lead to professional and administrative liability.184

The law establishes detailed obligations for medical practitioners to provide patients with complete, 
impartial, timely, and understandable information about their health condition.185 It also outlines 
procedures for processing medical records and ensuring patient access to them.186 Additionally, the law 
specifies medical interventions that require written patient consent187 and grants patients the right to 
make informed decisions regarding the termination of ongoing healthcare services. The only exception 
applies to women in labour who refuse necessary healthcare services for delivering a live foetus when 
such services pose minimal risk to their own health and life. In such cases, an independent medical 
practitioner makes the final decision on providing care in the best interests of the foetus.188

The law also provides guarantees on confidentiality of information concerning the health status and 
private life of a patient and provides an exhaustive list, when is allowed to disclose the confidential 
information: if patient permits; if the non-disclosure of such information puts the health and/or life of a 
third person at risk; if there is a reasonable doubt about the existence of a disease subject to mandatory 
registration, etc.189

The law obliges health care workers to inform the management of a medical institution about any 
damage, or risk of damage to a patient’s health when providing health care services.190 This regulation 
might play an important role for internal accountability of health care workers, but it is unclear, how the 
management of a medical institution should deal with this information, whether it should conduct internal 
investigation/fact finding, or should the management provide all the relevant information to the Ministry. 

The law designates the Ministry as the supervisory authority over medical practice through the 
Professional Development Council (hereinafter referred to as “the Council”).191 However, it lacks a 
cohesive framework outlining the Council’s mandate, composition, and institutional structure. Instead, 
its provisions are dispersed across various articles, presenting fragmented and inconsistent information 
on the Council’s role and operations. Furthermore, the law does not establish clear standards for how 
the Ministry oversees medical practice. It merely states in general terms that the Ministry ensures the 
active involvement of university hospitals, professional associations of physicians, and other public 
organizations in state supervision.

183	 Law of Georgia on Medical Practice, article 38, par. 1. 

184	 Ibid, par. 2. 

185	 Ibid, article 39. 

186	 Ibid, articles 41 and 42. 

187	 According to Article 44 of the law, the patient's written consent is mandatory for the following medical interventions: a) Any 
surgical operation (except for minor surgical procedures); b) Abortion; c) Catheterization of blood vessels (except for peripheral 
vein catheterization); [c1) Transfusion of human blood or its components (to take effect from October 1, 2025)]; d) Hemodialysis 
and peritoneal dialysis; e) Artificial fertilization; f) Surgical contraception – sterilization; [f1) Transplantation of a human organ, 
use of human tissue or cells (to take effect from September 1, 2026)]; g) Genetic testing; h) Gene therapy; i) Radiation therapy; 
j) Chemotherapy for malignant tumors.

188	 Ibid, article 46. 

189	 Ibid, article 48. 

190	 Ibid, article 51. 

191	 Ibid, article 66. 
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As for the types of state supervision, the law prescribes following mechanisms:

	 Quality controls for health care services

	 Controls for medical document management.

The Ministry conducts random quality control on both matters at least once a year for each medical 
practitioner. The medical practitioner whose activities are inspected, is granted the right to participate in 
all stages of the preparation and review of documents covering inspection results, and to provide written 
explanation specifying his/her arguments and views.192

The following forms of professional liability are determined for health care workers:

	 Written warning.

	 Suspension of the validity of a state certificate.

	 Revocation of a state certificate.

	 Restrictions on prescribing medicines with narcotic, psychotropic or alcohol content.

	 Other measures of professional liability as provided for by the legislation of Georgia.193

Each form of liability has its own ground, and the law also provides possibility to gradually harshen 
the sanction against a health care worker. For instance, if a written warning was given to a medical 
practitioner at least three times within a calendar year, the Council has the right to review the suspension 
of the validity of a state certificate.194

The law lacks clarity regarding key procedural aspects, such as the stages and process for handling 
appeals, the justification of the Council’s decisions, and the time limits for reaching a final decision. For 
instance, while the law specifies that the Council must decide on issuing a written warning within two 
months of receiving an application or complaint,195 it does not set time limits for other forms of liability, 
such as the suspension or revocation of a state certificate. Additionally, the law does not define how 
the Council makes decisions. This issue is instead regulated by a special decree of the Minister, which 
states that at least two-thirds of the Council’s members must be present and that decisions are made 
by a majority of those in attendance. However, neither the law nor the decree specifies whether voting 
should be secret or public. Moreover, there are no specific regulations addressing conflicts of interest, 
leaving it to the discretion of Council members to disclose any potential conflicts. Lastly, while the law 
states that Council decisions can be appealed in court,196 it does not specify the timeframe for appeal, 
who has the right to appeal, or which court has jurisdiction. In such cases, the general procedures set 
by the Administrative Code of Georgia would logically apply.

192	 Ibid, articles 67 and 68. 

193	 Ibid, article 74. 

194	 Ibid, article 75. 

195	 Ibid, article 76, par. 3c. 

196	 Ibid, article 89.
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4.1.3. The Law of Georgia on Patient Rights
The Law of Georgia on Patient Rights also sets numerous legal guarantees for patients. Firstly, it declares 
that the rights and welfare of citizens in the healthcare system shall take preference over the interests of 
medicine and medical science.197 It grants every citizen of Georgia with the quality medical care198 and 
outlaws patients’ discrimination on the grounds of race, skin colour, language, sex, genetic heritage, 
belief and religion, political and other opinions, national, ethnic or social origin, property and social 
status, place of residence, illness, sexual orientation or negative personal attitude.199

The law outlines specific grounds for taking legal action, stating that a patient (or their representative) 
may file a court claim seeking compensation for material and non-material damages resulting from 
a violation of patient rights, medical malpractice, a medical institution’s malfunction, or inadequate 
supervision and control by the state. Additionally, the same article grants citizens the right to request the 
suspension or revocation of a medical professional’s license or changes to state medical and sanitary 
standards.200 However, the law does not specify the precise grounds on which such requests can be 
made. 

The subsequent chapters of the law provide more detailed definitions and legal guarantees for patients. 
For instance, Chapter II regulates the right to treatment and care, stating that medical services must 
be equally accessible through state medical programs. It also specifies that when human, technical, or 
financial resources are limited, patients must be selected based solely on medical criteria. Additionally, 
the law emphasizes that patients should be treated with respect for their dignity, traditions, religion, and 
personal values.201

4.2. Legal Tools for Citizens

In parallel with legislative guarantees, the state has also politically recognized the exceptional 
importance of healthcare service quality. According to the National Health Strategy of Georgia 2022–
2030, strong and high-quality medical services are a fundamental prerequisite for achieving health-
related Sustainable Development Goals.202

Since 2023, an internationally recognized accreditation process for medical institutions has been 
introduced. Moreover, starting from January 1, 2025, providers of inpatient and outpatient services under 
the Universal Healthcare State Program will be required to obtain either international accreditation or a 
certificate of compliance with ISO standards.203

197	 The Law of Georgia on Patient Rights, article 2. 

198	 Ibid, article 5. 

199	 Ibid, article 6. 

200	 Ibid, article 10. 

201	 Ibid, articles 11-15. 

202	 (Decree No. 230 of the Government of Georgia, May 2, 2022, on the approval of the National Health Strategy of Georgia 
2022–2030, Goal 6). 

203	 Order No. 4/N of the Minister of Internally Displaced Persons from the Occupied Territories, Labour, Health, and Social 
Protection of Georgia, January 26, 2023, on the Approval of International Accreditation Conditions for Medical Service 
Providers. 



45

To ensure the protection of citizens' rights and the quality of healthcare services, three types of legal/
regulatory mechanisms are currently in place:

	 Filing an internal complaint with the administration of the medical institution regarding medical 
misconduct.

	 Submitting a complaint to the healthcare management body.

	 Initiating legal action in court or another dispute resolution body.

It should also be noted that the country currently lacks a specialized ombudsman institution focused 
specifically on patients' rights. Such an institution could have a significant impact both on raising patient 
awareness and on improving the overall quality of healthcare services.204 Current mandate of the Public 
Defender is limited in this area. The Ombudsman is authorized to respond to cases of discrimination or 
violations of the rights in specific institutions. However, as of now, the Public Defender does not have a 
sufficient mandate to fully and effectively oversee the quality of healthcare services or the protection of 
patients' rights in either private or public medical clinics. 

As for the existing mechanisms, it should be mentioned that the law does not clearly define the specific 
grounds for utilizing each of them, leading to potential overlaps and uncertainties in their application. 
The following chapter analyses each of these mechanisms:

4.2.1. Internal Complaint Mechanisms within Medical Institutions
The legislation provides limited guidance on internal complaint procedures within medical institutions 
and lacks a comprehensive regulatory framework. The Law of Georgia on Health Care205 requires 
medical institutions to establish commissions on medical ethics, tasked with ensuring the protection 
of patient rights and adherence to ethical standards. However, the law does not specify how these 
commissions should operate. Instead, their functioning is regulated by a special decree issued by 
the MOH on October 2, 2000, which approves the General Provision on Medical Ethics Commissions 
(hereinafter referred to as "the Provision").206 According to the Provision, the primary purpose of these 
commissions is to:

	 Promote ethical medical practice. 

	 Support the protection of patient rights, dignity, and personal autonomy. 

	 Educate medical institution personnel.

	 Identify and analyze ethical concerns arising in medical services.

	 Provide appropriate recommendations.207

204	 Interview with Akaki Zoidze, 14.01.2025. 

205	 Article 62. 

206	 Decree of the Minister of Labour, Health and Social Protection, N128ნ, 02.10.2000, “On the Adoption of Provision of Commission 
on Medical Ethics. 

207	 Ibid, par. 1. 



46

The Provision obliges the establishment of medical ethics commissions to the following types of medical 
institutions: 

	 Multi-profile inpatient facilities.

	 Inpatient facilities with intensive care and resuscitation units.

	 Psychiatric hospitals.

	 Obstetric-gynecological inpatient facilities.

	 Medical institutions specializing in reproductive health.

	 Transplantation centers.208

Besides, the establishment of such commissions is recommended in other medical institutions where 
feasible. The commissions are responsible for four key functions: 1) Education: Providing training 
for medical personnel, patients, their relatives, and the public on ethical aspects of medical care. 2) 
Guidance: Developing recommendations and guidelines to assist medical personnel in resolving ethical 
dilemmas. 3) Consultation: Offering ethical consultations to medical personnel, patients, and their 
relatives regarding specific clinical cases. 4) Review: Conducting retrospective evaluations of ethical 
decisions made in relation to past patient treatment.209

The Provision defines the commission as an independent body accountable to the institution's medical 
director (chief physician). It stipulates that the commission must have a minimum of five members and 
specifies both mandatory and optional roles. The commission must include at least one doctor from 
each department of a multidisciplinary medical institution, a nurse, a representative from the medical 
institution’s administration.  Additionally, the commission may include an ethicist (bioethicist), clergy 
member, lawyer and representative of the public. 210

Commission members are appointed by the medical director for a two-year term. However, the Provision 
does not outline the criteria for selecting members, the process for their replacement, conditions for 
early dismissal, or other related procedures. Another notable gap is the absence of a requirement for 
commission members to declare conflicts of interest when reviewing specific cases. While general legal 
provisions obligate doctors to act without bias in their professional duties, no equivalent restrictions 
apply to commission members who are not medical professionals.

Regarding its rules of operation, the Regulation states that the commission's activities are governed by 
a separate charter. Meetings are held as frequently as necessary to fulfill its functions but must occur at 
least once a month.211 The Regulation also specifies that when reviewing disciplinary or ethical cases, the 
commission should play a supportive role rather than issuing definitive recommendations. Additionally, 
it prohibits the commission from acting as the sole decision-making body. However, this provision is 
ambiguous, as the commission itself is a collegial body, making its intended limitations unclear.

208	 Ibid, par. 4. 

209	 Ibid, par. 7. 

210	 Ibid, par. 8-11. 

211	 Ibid, par. 21-23. 



47

In any case, the commission’s decisions and recommendations remain purely advisory. However, 
the Regulation does not specify how these recommendations should be reviewed or how their 
implementation is monitored. It also fails to clarify whether commissions across different institutions 
engage in consultations to promote uniform standards and practices within the medical field. 
Additionally, there are no provisions on how medical institutions inform patients about the existence of 
these commissions or ensure public accessibility to this complaint mechanism. Even more concerning is 
that the current legislative framework and regulatory practices render this mechanism largely ineffective. 
There are no clear legal consequences for a medical institution’s failure to establish a commission or 
for its inadequate or ineffective operation. This gap is also not sufficiently addressed in licensing and 
accreditation requirements.

Furthermore, interviews conducted with healthcare experts during the study revealed that internal ethics 
commissions are not a priority in practice and receive minimal attention. As they noted, many medical 
institutions either do not have such commissions or do not actively engage them in daily operations.212

Representative of medical rehabilitating center “Tanadgoma” also noted that, in most cases, conflicts 
between patients and doctors are resolved through informal communication with the medical institution. 
Based on his experience, in 2021–2022, within the framework of a project aimed at improving access to 
medical services for transgender individuals, he was able to make specific services more accessible to 
them precisely through informal communication with clinics.213

Additionally, public information requests submitted to the Ministry of Health failed to provide any details 
on the existence and activities of these commissions. It remains unclear how many medical institutions 
have functioning ethics commissions, what roles they play, or how they contribute to ensuring the quality 
of medical services through internal oversight.

4.2.2. Centralized Regulatory Mechanisms of the Ministry
The centralized regulatory function of the Ministry of Health is distributed between the Professional 
Development Council and the Medical and Pharmaceutical Activity Regulation Agency. Together, these 
two bodies oversee the quality of medical services and ensure compliance with legal standards. This 
chapter analyzes their functions, structure, and operational capacities.

4.2.2.1. Regulation Agency

Institutional Arrangement and Mandate

The primary responsible body for overseeing medical services in Georgia is the Regulation Agency. 
Its functions include licensing and issuing permits, monitoring the quality of medical care, reviewing 
complaints and appeals from citizens (or other interested parties), supporting postgraduate education, 
certification, and continuous professional development, and responding to administrative violations 
related to medical activities.

212	 Interviews with Maia Butsashvili, 13.01.2025, and Tamar Gabunia, 16.01.2025 

213	 Interview with Kakha Kepuladze, 11.02.2025 
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These violations include unauthorized medical practice,214 obstruction of medical/pharmaceutical 
supervision,215 non-compliance with licensing and permitting conditions for medical activities,216 failure 
to adhere to technical regulations for high-risk medical activities,217 violations in medical documentation 
management,218 and breaches of conflict-of-interest rules by medical personnel,219 among others. 
Additionally, the Agency serves as the secretariat for the Professional Development Council.220

From a legal perspective, the Agency is a Legal Entity of Public Law, which, in principle, should function 
independently of the legislative and executive branches.221 However, in practice, its effectiveness is 
significantly dependent on the central management structure of the Ministry of Health and the Minister 
personally. Furthermore, given its functions and role, the Agency is often perceived more as a punitive 
mechanism rather than an institution focused on partnership and cooperation with medical facilities.222

The Minister of Health has the sole authority to appoint and dismiss the Agency’s Director. Likewise, the 
Deputy Directors are appointed with the Minister’s approval.223 The Agency’s Director, in agreement with 
the Minister, approves the salary fund and staff list. The Agency does not have financial independence 
from the Ministry, and its funding is not allocated separately in the state budget.224 The Agency is 
accountable to the Ministry,225 but the specific form of this accountability and reporting obligations are 
not clearly defined in the legislation.

Given the Agency’s broad range of functions, it requires substantial human and financial resources 
alongside adequate institutional and functional independence. Expert interviews have highlighted this 
issue, noting that due to insufficient human and material resources, the Agency is unable to fully and 
effectively carry out all of its mandated functions.226

State Audit Office of Georgia has also identified human resource shortages within the Agency. According 
to its 2024 report, in 2022–2023, 79 employees were involved in monitoring compliance with licensing 
and technical regulations in medical institutions and reviewing complaints from individuals and legal 
entities. Of these, 41% belonged to the Inspection Department, while the rest came from various 
Agency divisions and the Ministry.227 The Audit report further states that, with its current resources, 
the Inspection Department can cover only 26% of inpatient facilities and just 4% of outpatient/day-care 
medical institutions annually. A rough calculation suggests that if human resources were to increase by 

214	 Article 442 of the Administrative Offenses Code of Georgia - AOC

215	 Article 443 AOC

216	 Article 445 AOC

217	 Article 447 AOC

218	 Article 449 AOC

219	 Article 4410 AOC

220	 Charter of the Agency, article 2 

221	 Law of Georgia on Legal Entities of Public Law, Article 1.

222	 Interview with Nino Mirzikashvili, 14.01.2025.

223	 Charter of the Agency, article 3. 

224	 See the Law of Georgia on the 2025 State Budget.

225	 Charter of the Agency, article 1, section 3.

226	 Interviews with Akaki Zoidze and Nino Mirzikashvili, 14.01.2025.

227	 State Audit Office, Report on the Effectiveness of Medical Institution Oversight, 2024, p. 41.
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approximately 20% annually and monitoring mechanisms remained unchanged, it would be possible by 
2030 to fully oversee all stationary medical institutions subject to licensing and cover 55% of high-risk 
medical facilities.228

Activities of the Regulation Agency

A significant issue with the Agency’s operations is that its regulatory functions and scope are too broadly 
defined. As noted, the Agency serves as the secretariat for the Professional Development Council, 
which also functions as a complaint review mechanism. Legally, the agency is tasked with fact-finding 
and investigative duties, while the council makes final decisions based on the reviewed case materials. 
However, the hierarchy between these two entities is unclear - there is no legal guidance on whether 
the council can instruct the agency to conduct additional investigations, issue directives, or reject the 
agency’s conclusions.

Regarding its supervisory role, legislation mandates both pre-operational and post-operational controls. 
Pre-operational control applies to medical institutions engaged in high-risk activities, requiring a licensing 
system. Notably, of the 16 high-risk activities in the country, 14 are conducted without a legal requirement 
for the agency to conduct on-site visits or systematically assess institutional conditions. As for the post-
operational control, any medical institution may be subject to selective inspection. However, when 
selecting institutions for inspection, the agency does not consider crucial factors such as complaints 
from individuals or legal entities regarding medical services, including cases of patient deaths. The 
agency does not analyze these complaints, identify higher-risk clinics in advance, or prioritize their 
monitoring.229

According to the Audit report, inspections conducted in 2022-2023 primarily focused on verifying 
violations detected through previous inspections. For instance, in 2023, 59% of the stationary medical 
institutions inspected had also been inspected in the previous year. As a result, the agency’s overall 
inspection coverage remains low. As of December 31, 2023, out of 285 registered stationary medical 
institutions, 142 had not been inspected during 2022-2023, and only 3% of high-risk institutions had 
been inspected nationwide.230 Furthermore, the agency did not account for the institutions' failure to 
submit mandatory reports when planning inspections. Of the institutions that failed to submit annual 
reports in 2022-2023, only five were inspected, representing just 16% of the total.231

Another major issue is that the agency evaluates only the specific service provided to an individual 
patient based on complaints but does not conduct a broader, systematic assessment of service quality. 
This approach is particularly problematic when multiple complaints are filed against the same institution.

The selection process for inspections does not adequately assess risk levels among medical institutions. 
Additionally, as noted when discussing the monitoring over UHCP (see section 2.4. above) there is no 
established methodology for evaluating the quality of medical services during inspections. The agency 
primarily assesses whether a safe environment exists in the facility, which is an important but insufficient 
quality indicator. There are no clearly defined indicators for evaluating medical service quality, nor are 

228	 Ibid, p. 42-43. 

229	 Ibid, p. 25. 

230	 Ibid, p.26. 

231	 Ibid, p.27. 
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there standardized procedures, methods, scales, or timelines for conducting inspections.232 As a result, 
the inspection process lacks structure and fails to establish a consistent regulatory practice.

In cases requiring specific knowledge, the agency relies on expert reports prepared by pre-selected 
institutions to assess complaints submitted by individuals and legal entities. In 2022-2023, the agency 
procured expert services from Tbilisi State Medical University, signing contracts worth 64,500 GEL in 
2022 and 180,000 GEL in 2023. Notably, in 2023, the agency paid three times more for nearly identical 
services, even though the number of expert reports increased by only 24 compared to 2022.233

A persistent problem was the significant delay in the preparation of expert reports. Although the contract 
specified a 20-working-day deadline, in 87% of cases, this deadline was not met, and reports were 
submitted months later. These delays affected critical cases, including patient deaths and deteriorations 
in health due to incorrect treatment or misdiagnosis.234 Furthermore, the Regulatory Agency lacks clear 
criteria for determining when expert evaluations are necessary. Audit findings indicate that crucial cases 
involving health deterioration due to improper treatment were not sent for expert review, whereas minor 
issues, such as unnecessary hospital stays and refund disputes, were referred.235

The audit report also highlights serious delays in the agency’s response to citizens’ complaints. In some 
cases, complaints were forwarded for expert evaluation one or even two years after being received. 
Among these delayed cases were nine complaints related to patient deaths. More broadly, the agency 
fails to process complaints in a timely manner. Of the 682 complaints submitted in 2022-2023 regarding 
medical services, as of September 2024, the agency had completed reviews for only 33% of them.236 
As a result, in many cases, by the time a complaint is resolved, the doctor in question may have already 
served hundreds of additional patients. The reason for this is both the absence of clearly defined 
timelines in the legislation, as well as the agency’s ineffective actions and failure to assign priorities to 
cases based on their urgency and severity.

Generalised information about the agency’s activities is limited. Neither the Regulatory Agency’s nor 
the Ministry of Health’s website provides annual reports or basic statistical data on its operations. The 
registry of law-violating entities237 does not present a full picture of the agency’s regulatory activities. 
It only lists individuals and entities that have violated regulations related to the unauthorized sale of 
controlled and equivalent medications. Consequently, the registry does not include all instances of legal 
violations or breaches of professional ethics.

As part of this study, a request for detailed information was submitted to the Regulatory Agency itself. 
However, after several months of delay, the only response received was the submission of 38 audit 
reports in 2024-2025. The response does not clarify what other activities it undertook or how effective 
they were.238

232	 Ibid, p. 38. 

233	 Ibid, p. 45.

234	 Ibid, p. 46.

235	 Ibid, p. 51. 

236	 Ibid, p. 54.

237	 See the registry link: https://rama.moh.gov.ge/geo/static/482

238	 The Agency provided the information via email on March 14, 2025. 

https://rama.moh.gov.ge/geo/static/482
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Regarding accessibility, the agency’s website does not provide clear instructions on how citizens can 
file complaints about rights violations or inadequate medical services. It does not specify the required 
format or mandatory details for complaints. However, the website does include detailed instructions on 
how to appeal an agency decision.239 Notably, these instructions are available in Georgian, Azerbaijani, 
and Armenian, which is commendable. However, the website itself is only in Georgian, making it unclear 
how non-Georgian-speaking citizens can navigate and access these instructions.

4.2.2.2. Professional Development Council

Institutional Arrangement and Mandate

Following the conduct of preliminary investigations by the Regulatory Agency, the case then is forwarded 
to the Professional Development Council, which makes final decisions regarding complaints.240 However, 
a key issue is the lack of clarity regarding the Council’s legal nature, composition, and institutional 
independence. The Council’s functions are detailed in its Regulation, which is unilaterally approved by 
the Minister.241 This lack of legislative safeguards undermines the institution’s stability and long-term 
functionality.

Similarly to the Regulatory Agency, the Council's responsibilities extend beyond handling complaints. 
The Council is also responsible for organizing postgraduate education and certification, overseeing 
unified qualification exams, approving examination commissions and test materials, and developing lists 
of medical specialties and subspecialties.

Assigning such a broad range of functions to the Council raises several concerns, primarily the risk of 
overlapping responsibilities with the Regulatory Agency. Expert interviews revealed that, in practice, 
the agency is the primary body conducting factual investigations into complaints, preparing expert 
conclusions on medical malpractice, and compiling relevant documentation for the Council. The latter 
then makes decisions on disciplinary measures for medical professionals. However, the Council's 
decisions often remain declarative, as the actual investigation into whether malpractice occurred and 
whether a complaint is justified takes place at the Agency level.242 Given this, it is crucial to establish a 
clearer legal division of roles between the two institutions.

Moreover, granting such a broad mandate to an entity whose structure, legal nature, and composition 
are solely determined by the Minister’s unilateral decree raises concerns about the impartiality and 
effectiveness of its functions. Additionally, fulfilling these responsibilities requires significant human and 
material resources, yet the necessary resources are neither clearly defined at the regulatory level nor 
adequately provided in practice.243

239	 The instructions are available on the following link: https://rama.moh.gov.ge/geo/static/625#none

240	 Council Regulations, Article 2, Clause "L". 

241	 See the Decree N01-9/N of the Minister of Internally Displaced Persons from the Occupied Territories, Labour, Health, and 
Social Affairs of Georgia, August 15, 2018, On the Establishment of the Professional Development Council and Adoption of Its 
Regulation. The Order is available at: https://matsne.gov.ge/document/view/4296069?publication=8 

242	 Interviews with Tamar Gabunia and Nino Mirzikashvili.

243	 Interview with Akaki Zoidze. 

https://rama.moh.gov.ge/geo/static/625#none
https://matsne.gov.ge/document/view/4296069?publication=8
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As mentioned, the Minister of Health unilaterally and exclusively appoints the Council’s members. The 
law does not specify the procedures, criteria, or sectors from which members are selected. Furthermore, 
it does not establish term limits or criteria for termination. Even the number of the Council members is 
not legally defined and information about the Council’s composition is not proactively published at any 
given time. As respondents noted during the interviews,244 the Minister generally follows professional 
criteria and considers recommendations from professional associations and medical institutions during 
the selection process. However, this practice is not formalized, making the meritocratic nature of 
appointments dependent on the Minister’s will.

According to the Ministry of Health,245 the Council’s composition changed nine times between 2021 
and 2024. However, these changes were not fundamental, typically involving the replacement of only 
one or a few members. During this period (including under a single minister’s leadership), the number 
of the Council members fluctuated between 21 and 29. Unfortunately, ministerial orders did not specify 
reasons for replacing members or justify changes in its size.

Throughout this period, the Council ex officio included the Minister of Health, one or two Deputy Ministers, 
the Chairperson (or Deputy Chairperson) of the Parliamentary Health and Social Affairs Committee, and 
the Director (or Deputy Director) of the Regulatory Agency. The Council also permanently included the 
Rector of Tbilisi State Medical University, as well as several members selected based on professional 
qualifications, such as the Chairperson of the Georgian National Bioethics Council and the Head of 
the Georgian Dialysis, Nephrology, and Kidney Transplantation Association. Additionally, the Council 
periodically included the Ministers of Health and Social Affairs of the Autonomous Republics of Adjara 
and Abkhazia, along with members of various professional associations and medical institutions.

The current composition of the Council is problematic for several reasons. A supposedly professional 
body is disproportionately influenced by political presence. As noted, the Council permanently includes 
the Minister of Health and Deputy Ministers, as well as Members of Parliament. Notably, no opposition 
MPs have ever been part of the Council during the observed period. This raises concerns about the 
Council’s political neutrality and independence. Moreover, the Council always includes the Director 
or Deputy Director of the Regulatory Agency, even though the latter is responsible for conducting 
preliminary investigations and preparing expert opinions. This creates a conflict of interest, as the same 
institution is involved both in examining the facts of a case and in making final disciplinary decisions. 
A similar conflict arises from the permanent inclusion of the Rector of Tbilisi State Medical University 
in the Council. As noted, in recent years, the agency has procured expert (review) services from this 
university. Consequently, the Rector may be making decisions based on expert reports prepared by the 
very institution he/she represents.

Beyond concerns of political bias and conflicts of interest, the Council's structure also poses 
administrative challenges. The current arrangement does not incentivize members to prioritize their 
Council duties. For instance, it is unrealistic to expect an active politician - especially a parliamentary 
committee chair or deputy chair - to dedicate the same level of attention to the Council as they do to 
their legislative duties. Former Chair of the Parliamentary Health Committee (2016-2020), Akaki Zoidze, 
stated in an interview that Council meetings often covered an extensive range of topics, with some 

244	 Interviews with Tamar Gabunia and Maia Butsashvili. 

245	 Letter #MOH 0 25 00220685, February 7, 2025, Attachments 1-9. 
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sessions lasting an entire day. Given his legislative responsibilities, it was difficult for him to dedicate a 
full working day to Council meetings.

The current structure also presents difficulties for members selected based solely on professional 
criteria. The primary issue here is that Council membership is an unpaid position, and there are no other 
incentives for professionals to actively engage. Furthermore, conflicts of interest arise due to collegiality 
within the medical field - medical professionals may be reluctant to impose sanctions on their peers, 
leading them to abstain from meetings where such matters are discussed.246

Activities of the Council

The legislation does not clearly define the rules governing the operation of the Council. According to its 
Regulation, Council meetings are held on the last Thursday of each month. Additionally, extraordinary 
meetings can be convened if requested by the Chairperson, the Secretariat, or one-third of the 
Council’s total membership. The Council is considered quorate if two-thirds of its members are present, 
and decisions are made by a simple majority of those in attendance.247 The Minister serves as the 
Chairperson of the Council.248

The law does not specify whether the Council meetings are open or closed to the public, nor does it clarify 
whether external individuals may attend the sessions. Moreover, there is no clear framework ensuring 
the Council’s accountability and transparency. Notably, meetings can be conducted electronically, but 
the grounds for doing so are not defined. Additionally, it remains unclear which decisions require an 
open vote, and which are subject to a secret ballot. These ambiguities create risks of arbitrary decision-
making and undermine trust in the institution.

Another issue concerns the Council’s procedures for handling complaints, which are not sufficiently 
well-regulated. Specifically, there is no clear guidance on how individual cases are examined, how 
complainants can participate in meetings, or what standards apply to the reasoning behind decisions. 
While expert interviews suggest that members declare conflicts of interest when they arise,249 no formal 
legal requirement mandates this disclosure. Furthermore, there is no formalized procedure for assessing 
conflicts of interest, nor is it established whether the Council has the authority to restrict a member’s 
voting rights on the grounds of a conflict of interest, even against that member’s will. As mentioned 
above,250 the legislation neither provides clear guidance on the key procedural aspects, such as the 
justification of the Council’s decisions, and the time limits for reaching a final decision.

According to public information obtained from the Ministry of Health, between 2022 and 2024, the 
Council held 100 meetings, during which it reviewed 240 cases related to patients’ complaints. As a 
result, 387 doctors were held professionally accountable.251

246	 Interview with Akaki Zoidze. 

247	 Regulation of the Council, article 3. 

248	 Ibid, article 1. 

249	 Interviews with Akaki Zoidze and Tamar Gabunia. 

250	 See the section 4.1.2.

251	 Letter #MOH 0 25 00220685, issued by the Ministry of Internally Displaced Persons from the Occupied Territories, Labour, 
Health, and Social Affairs of Georgia on February 7, 2025. 
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TABLE 1. Meetings held by the Council and decisions made between 2022 and 2024.

YEAR 2022 2023 2024

 Number of Council Meetings 38 35 27

 Number of Issues Discussed 140 68 32

 No Professional Responsibility Imposed on the Doctor 121 43 23

 Professional Responsibility Imposed on the Doctor 267 101 19

MEASURE OF RESPONSIBILITY

 Written Warning 191 52 13

 Suspension of State Certificate 70 45 6

 Revocation of State Certificate 6 4

As the above-noted table shows, the most active year for the Council was 2022 - in this year, the 
Council discussed more issues than in the following two years combined. The same can be said about 
the measures of responsibility imposed on doctors. Unfortunately, no information was available – or 
provided by the MOH – explaining the significant reduction in the number of issues discussed by the 
Council in 2023-2024. It is also interesting to note that in 2023, the Council postponed the discussion of 
cases for 4 doctors, while in 2024, this number increased to 19 doctors. However, the public information 
received from the Ministry of Health does not specify the reasons for postponing the discussion of these 
issues. 

TABLE 2. Number of offence reports/electronic fine receipts issued by the Council in 2022-2024 for 
specific violations 

ADMINISTRATIVE OFFENCE 2022 2023 2024

Medical activities conducted without a permit 2 3 1

Medical practice without a state certificate 25 49 27

Non-compliance with a medical care license condition 6 1 1

Non-fulfilment of medical care permit conditions 193 91 55

Breach of technical regulations of high-risk medical care activities 153 181 68

Violation of the rules for writing a prescription 49 5 13

The table summarizes the administrative offence reports and electronic fine receipts issued for specific 
violations in the corresponding years.

As the data indicates, the most common violation in the healthcare sector is the failure to comply with 
the technical regulations for high-risk medical activities (Article 447 of the Administrative Offenses Code). 
Another prevalent violation is the non-fulfilment of medical care permit conditions (Article 445 of the 
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Administrative Offenses Code, Par. 2) and the violation of rules regarding the prescription of mandatory 
pharmaceutical products (Article 4411 of the Administrative Offenses Code, Par. 1).

Unfortunately, the public information provided, as well as other open sources, does not clarify what 
specific measures the Ministry or the Council takes to prevent these violations. Beyond the imposition 
of administrative responsibility, it remains unclear how the agency proactively addresses these issues 
and collaborates with healthcare institutions.

Additional to the above-discussed functions, a special working group co-exists within the Council, tasked 
with identifying cases of polypharmacy and responding accordingly.252 However, the specific role of this 
mechanism remains unclear, and there is no adequate justification for its creation. During interviews, 
some expressed the view that the primary body responsible for addressing polypharmacy issues is the 
Regulatory Agency, suggesting that the Polypharmacy Working Group may not have been necessary 
at all.253 

Moreover, the public information received from the Ministry of Health makes no reference to this 
mechanism, and the former Deputy Minister, Tamar Gabunia, also highlighted its low effectiveness.254 
Additionally, one respondent proposed that a more effective approach to tackling polypharmacy would 
be to impose greater transparency requirements on doctors and to introduce regulations similar to the 
"Sunshine Act" in the country.255 

2024-2025 Patient Safety Program 

A significant document in terms of medical service quality management and patient rights protection 
is Georgia's 2024-2025 Patient Safety Program, which was approved by the Minister of Health in 
September 2023.256 The document outlines seven strategic objectives for patient safety, as well as the 
activities to be carried out for each.

Among other points, the document highlights that the organizational structure for quality management 
in the healthcare system is not clearly established and requires regular monitoring. It also emphasizes 
the need for the development of a reporting system for quality indicators by medical institutions. 
Furthermore, it notes that quality monitoring, including clinical audits, is not yet implemented, and that 
information about the activities of medical institutions is not consistently made public, which hinders 
patients from making informed decisions when selecting a service provider. Another issue identified 
is the absence of a re-certification mechanism for doctors and the lack of a universal and mandatory 
continuous professional development system. The document also stresses the need to clearly 
distinguish between medical errors and medical negligence at the regulatory level.257 

252	 Order No. N01-9/ნ of the Minister of Health, dated August 15, 2018, Annex 2, Point 1.

253	 Interview with Akaki Zoidze. 

254	 Interview with Tamar Gabunia. 

255	 Interview with Mzia Tabatadze. 

256	 see the Minister of Health's Order No. 69/ნ, dated September 29, 2023, on the approval of the 2024-2025 Patient Safety 
Program. 

257	 A particular issue is that, to date, there are no statistics on medical errors, as discussed in the interview with Nino Mirzikashvili.  
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According to the document, the National Patient Safety Council was established in July 2023, but neither 
the program document nor any other public act specifies the mandate, powers, or responsibilities of this 
Council. 

The program includes an action plan, detailing the deadlines for activities, responsible agencies, and the 
sources of funding required for each action. Based on information provided by the Ministry of Health,258 
the following steps have been taken in each of the priority areas outlined in the Program:

	 Coordination, Policy, and Governance for Patient Safety – The National Patient Safety Council, 
established in July 2023, acts as the central coordinating body responsible for eliminating 
avoidable harm to patients. The council held two meetings. Additionally, new licensing, certification, 
and standardization requirements have been developed for specific medical activities (cardiology, 
emergency, intensive care, surgery, etc.). 

	 Enhancing Trust in the Healthcare System – In 2023, a mechanism for evaluating and accrediting 
associations was introduced. By February 2025, 15 organizations were granted the status of 
sectoral associations.

	 Ensuring the Safety of Clinical Processes – The international accreditation of medical institutions 
has begun, and starting from January 1, 2025, medical entities participating in the Universal Health 
Care Program will be required such an accreditation. A reference price has been set to ensure 
access to high-quality medications. The Ministry of Health launched a pharmaceutical quality control 
laboratory in 2023, which continues to operate at full capacity. From 2024, GMP/GDP standards 
have been fully implemented to ensure the quality of medicines in circulation.

	 Strengthening Patient and Family Engagement in Healthcare – Two information campaigns 
were conducted to raise awareness about patient safety. Since 2023, International Patient Safety 
Day has been celebrated annually on September 17.

	 Improving Healthcare Personnel Education, Skills, and Safety – Legislative changes were 
made to the Health Care and Higher Education laws on February 21, 2024, which regulated the 
professions of nurses. To support postgraduate and continuous medical education, new certification 
instruments have been introduced, including ongoing updates and preparations for certification-
examination tests and a unified postgraduate qualification test.  Efforts are underway to implement 
a mandatory system for continuous medical education.

	 Managing Information, Research, Knowledge Flow, and Risks –  A set of patient safety indicators 
has been elaborated for reporting at the institutional level, aligned with global patient safety 
indicators and targets.

	 Synergy, Cooperation, and Solidarity for Improving Patient Safety – The evaluation and 
accreditation mechanism for associations was introduced in 2023. As of now, 15 organizations 
have obtained sectoral association status.

258	 Letter #MOH 0 25 00220685, issued by the Ministry of Internally Displaced Persons from the Occupied Territories, Labour, 
Health, and Social Affairs of Georgia on February 7, 2025.
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According to the information provided by the Ministry,259 the activities outlined for 2024 in the program 
and its action plan have not been fully implemented. For instance, the National Patient Safety Council 
held only two meetings last year, whereas the action plan specifies that the council should meet at 
least once every quarter (Activity 1.1). The legislative norms for recognizing medical errors (rather than 
punishing them) by medical staff have not yet been developed and implemented (Activity 1.4.1) even 
though the second quarter of 2024 was set as the deadline for this. No steps have been taken to refine 
or update the mechanisms for addressing medical errors or patient complaints, nor have the duties of 
the Professional Development Council been revised (Activity 2.2), even though the second quarter of last 
year was set as the deadline. There is also no mention of important measures such as the development 
and implementation of mechanisms for recording, analyzing, and responding to polypharmacy cases 
(Activity 3.5.3), the development of standards for medical staff workload (minimum and maximum levels) 
(Activity 5.4), and improving mechanisms for ensuring labor safety and a safe working environment in 
medical institutions (Activity 5.5), among other things.

4.3. Judicial Oversight in Healthcare

Judicial control over medical activities extends in various forms through court supervision, allowing 
citizens to seek legal remedies for violations of their rights in the healthcare sector. The purpose of this 
report is not to provide a detailed review of judicial practices, assess their effectiveness, or analyze 
potential shortcomings in this regard. These issues require separate research involving a systematic 
analysis of both legislation and court decisions. However, this chapter will briefly describe the role of the 
judiciary in protecting patients' rights.

4.3.1. Administrative Legal Disputes
Issues related to medical ethics and violations of healthcare standards largely fall under the jurisdiction 
of civil and administrative courts. The Administrative Offenses Code of Georgia contains multiple 
provisions that impose various sanctions for breaches of medical standards. For example, administrative 
penalties apply for violations of sanitary and hygiene regulations (Article 43), failure to comply with 
sanitary norms for infection prevention and control in aesthetic and cosmetic procedures (Article 431) or 
engaging in such activities without proper registration. The Code also prescribes sanctions for illegal 
medical practice (Article 442), obstruction of state supervision in the medical field (Article 443), and non-
compliance with technical regulations for high-risk medical activities (Article 447).

Administrative penalties also apply for violations in medical documentation procedures by healthcare 
providers (Article 449), breaches of conflict-of-interest norms by medical institutions or healthcare 
personnel (Article 4410), and violations of the regulations governing the dispensing of prescription drugs 
(Article 4411).

As part of this study, information was requested from the Ministry of Health and common courts regarding 
statistics on these violations between 2022 and 2024. Specifically, the inquiry focused on the frequency 
of detected offenses and the enforcement of corresponding liability measures. A response from the 

259	 Ibid. 
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Supreme Court indicated that separate statistical records are not maintained for each of the listed 
articles.260 However, data received from the Ministry of Health 261 provides the following information:  

TABLE 3: Number of the first instance courts decisions on the administrative offences.

ADMINISTRATIVE OFFENCE
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Medical activities conducted without a permit 2 0 0 0 0 0 0 0 0

Medical practice without a state certificate 12 6 7 16 12 0 1 0 0

Non-compliance with a medical care license 
conditions

5 1 0 1 0 0 0 0 0

Non-fulfilment of medical care permit conditions 149 27 11 49 4 5 1 0 0

Breach of technical regulations of high-risk med-
ical care activities

110 32 8 101 15 1 1 0 0

Violation of the rules for writing a prescription 8 28 13 2 0 2 13

The Ministry’s letter also states that 32 decisions made by the Professional Development Council 
between 2022 and 2024 have been challenged in court, and as of February 27, 2025, all these 
cases are still under review. The letter does not specify how many of these complaints were filed by 
patients and how many by doctors or clinics. However, the provided data clearly indicates that court 
proceedings related to such complaints take a significant amount of time, which substantially reduces 
the effectiveness of this mechanism.

Regarding the general judicial practice in this area, as noted, the purpose of the presented study is 
not to conduct a detailed analysis of this issue. However, within the framework of the study, several 
significant decisions made by the Supreme Court of Georgia in recent years were analyzed. Although, 
given the structure of the Georgian judicial system, these decisions do not have a precedent-setting 
character, they still provide an approximate understanding of the scope of certain issues and rights.

In its decision of July 7, 2021, the Supreme Court made an important clarification regarding the proper 
maintenance of medical documentation, establishing that the meticulous recording of medical records 
is of vital importance for improving patients' health conditions. This is especially crucial in cases where 
the participation of a single medical institution is insufficient for the patient's treatment, and additional 
involvement of another medical institution is required. The court emphasized that “in such cases, the 

260	 Letter from the Supreme Court of Georgia, N პ-14-25, dated January 28, 2025. 

261	 Letter from the Ministry of Health, #MOH 0 25 00220685, dated February 27, 2025.
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transmission of as much information as possible from one medical institution to another is essential for 
improving the patient’s health in the shortest time possible. Timely exchange of information enables 
the effective completion of initial medical examinations within a short timeframe, facilitating the prompt 
determination of necessary future medical interventions.”262

The court extended this standard to unspecified diagnoses as well, explaining that such information helps 
the receiving medical institution narrow down potential medical diagnoses, correctly identify necessary 
examinations, and ultimately establish a precise diagnosis within a significantly shorter timeframe. 
“Incomplete exchange of information creates a risk of delayed medical interventions for the patient 
transferred to another medical institution, as the receiving institution must reattempt the diagnostic 
process that the initial medical facility had already undertaken during the patient’s examination.”263

In this case, the court assigned decisive importance to recording all types of diagnoses (specified or 
unspecified) for the patient's health, as violations of medical record-keeping regulations posed a real risk 
of severe outcomes. Consequently, the Supreme Court deemed it proportionate to impose a sanction 
suspending the doctor's state certificate for three months and requiring them to complete a two-month 
professional rehabilitation course in “emergency medicine.”

Regarding the imposition of professional sanctions for inadequate medical documentation, the 
Supreme Court examined another case, stating that “depending on the nature of the violation and its 
consequences, a doctor’s responsibility may take different forms... The identification of inconsistencies 
in the information recorded in a medical form, given its specificity, may serve as grounds for imposing 
professional liability on the authorized person responsible for its completion. This obligation should be 
carried out with even greater diligence when the patient is a child.”264

Another important issue on which the Supreme Court has provided explanation is medical errors. In its 
decision of June 7, 2024, the court defined a medical error as “the unintended performance of diagnostic 
and/or therapeutic interventions by a doctor that were inappropriate for the patient’s condition and 
became the direct cause of the harm suffered…”265 The court emphasized that such an action by a doctor 
must not be intentional, as in that case, it would no longer be considered a professional error.

In discussing medical errors, the court stated that a doctor’s individual lack of knowledge or professional 
weakness does not serve as a justification. “The cause of an error may be both objective and subjective 
factors. Objective factors include the absence of adequate conditions for providing medical services, 
deficiencies in existing treatment protocols, and the severity of the patient’s condition… Subjective 
factors may include insufficient education of the medical practitioner, inadequate patient examination, 
misinterpretation of laboratory and instrumental test results, and other such factors…”266 In this case, the 
court found it justified to impose a disciplinary measure against the doctor, as he had made a diagnosis 
based on an examination that did not provide complete information about the patient.

262	 Supreme Court of Georgia, Case #ბს-853(კ-20), Decision of July 7, 2021.

263	 Ibid. 

264	 Supreme Court of Georgia, Case #ბს-329(კ-22), Decision of March 19, 2024. 

265	 Supreme Court of Georgia, Case #ბს-756(კ-22), Decision of June 7, 2024.

266	 Ibid. 
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In its decision of March 24, 2022, the Supreme Court deliberated on the causal link between medical 
malpractice and the resulting severe consequence (the patient’s death). The court noted that “not every 
adverse outcome can be considered the result of medical malpractice. Erroneous medical actions 
require proper assessment, which primarily involves a detailed examination of the doctor’s contribution 
to the negative outcome of the treatment.”267

In this case, despite confirming that the doctor had committed medical malpractice (delayed transfer 
of the patient to a specialized medical institution using inadequately equipped transport), the court 
ruled that the causal link between the malpractice and the severe consequence (the patient’s death) 
required further investigation. As a result, the court instructed the Professional Development Council to 
reassess the case to determine more clearly whether such a causal link existed. Without establishing this 
connection, the court found the imposition of a disciplinary measure against the doctor to be unjustified.

4.3.2. Civil Law Disputes
The Civil Code of Georgia considers damage inflicted on a patient by a medical institution as part of 
tort law and grants individuals the right to seek compensation for harm to their health through civil 
proceedings.268 The Civil Code establishes a person’s right to claim compensation for health damage 
within fair and reasonable limits.269 It also obligates individuals to compensate for damage caused to a 
third party by their employee’s unlawful actions while performing their professional duties.270

First and foremost, an important question is how the burden of proof is distributed among the parties 
in such disputes. The Civil Procedure Code stipulates that each party must prove the circumstances on 
which they base their claims or arguments.271 However, a specific article of the Civil Code addressing 
health damage arising from medical treatment states that the party causing the harm is relieved of 
liability if they prove that they were not at fault in causing the damage.272 This provision allows for 
an interpretation that in such disputes, the burden of proof shifts to the medical service provider to 
demonstrate that the health damage did not result from their fault.

Relying on this provision, in its June 19, 2024, decision, the Supreme Court clarified that a party of a 
legal dispute should not be subjected to an insurmountable burden of proof: "It is presumed that harm 
to a patient’s health resulted from the medical institution’s fault, and the burden of proving otherwise 
lies with the medical institution... The physician bears the burden of proving that the treatment provided 
to the patient was lawful and error-free... In cases of medical errors, the injured party must prove the 
occurrence of damage as well as the causal link between the damage and the wrongful act".273

According to this interpretation, it is the doctor/clinic who must prove that the medical service provided 
was of high quality and error-free. This distribution of the burden of proof is justified by the fact that, 

267	 Supreme Court of Georgia, Case #ბს-682(კ-21), Decision of March 24, 2022. 

268	 Civil Code of Georgia, article 1007.

269	 Ibid, article 413. 

270	 Ibid, article 997. 

271	 Civil Procedure Code of Georgia, article 102. 

272	 Civil Code of Georgia, article 1007.

273	 Supreme Court of Georgia, case No. ას-45-2024, June 9, 2024, Paragraph 56.  
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compared to the patient, the doctor is in a better position to demonstrate whether the medical service 
met established standards.

Regarding damage resulting from medical treatment, the Supreme Court has also emphasized that the 
mere occurrence of harm does not automatically create an obligation for compensation. Compensation 
for harm caused by treatment is only warranted if it results directly from an erroneous medical action. 
Hence, there must be a clear causal connection between the unlawful act and the damage sustained. 
"Unsuccessful treatment or a negative outcome of treatment does not, by itself, lead to the liability of 
medical personnel... If treatment was conducted correctly, even if it resulted in a negative outcome, the 
doctor should not be liable".274

It is noteworthy that the Supreme Court does not have a consistent practice regarding the burden of 
proof. For instance, in a relatively older decision from May 11, 2018, the Court stated that "in such cases, 
the patient (or their relative or legal representative) bears the obligation to fully and convincingly present 
and substantiate the facts, as well as the burden of proof to establish that an error was made during 
treatment".275 In this ruling, the Court placed the burden on the patient to prove that a medical error 
occurred during their treatment.

Another significant clarification on the burden of proof was made in a decision on July 26, 2019, where 
the Court stated that it is the clinic’s duty to prove that the patient was fully informed and made aware 
of the possible outcomes of the medical intervention. "It is precisely within [the clinic’s] power to create 
credible evidence to substantiate compliance with the duty of informing the patient".276 In the same 
decision the Court further noted that the act of informing should not be merely mechanical - it must be 
conducted in a manner and under circumstances that allow the patient to adequately comprehend the 
information provided. A violation of the standard of informed consent, if it leads to harm to the patient’s 
health, may serve as grounds for moral damage compensation.277

In another case, the Supreme Court explained that informing a patient is directly related to their consent. 
Specifically, if a patient is inadequately informed about the expected outcomes and potential side effects 
of medical intervention, their consent to treatment does not necessarily mean that their health rights 
were not violated. In this case, the Court dismissed the clinic’s claim that they had obtained a verbal 
statement from the patient about the absence of allergies, which led them to skip routine preliminary 
tests. The Court stated: "Merely asserting that it is not routine practice to conduct preliminary testing 
and that the patient verbally declared they were not allergic cannot exclude the liability of the medical 
worker or institution - especially when there is no evidence in the case file proving that the medical 
institution provided the patient with information about potential complications or the risks, including 
allergic reactions, associated with the disputed medication".278 In this ruling, the Court unequivocally 
placed the burden on the medical institution to prove that the patient was properly informed.279

274	 Supreme Court of Georgia, Decision No. ას-1169-2022, November 17, 2022, Paragraph 40. 

275	 Supreme Court of Georgia, Decision No. ას-111-111, May 11, 2018, Paragraph 40.

276	 Supreme Court of Georgia, Decision No. ას-645, July 26, 2019, Paragraph 50.

277	 Ibid, paragraph 53. 

278	 Supreme Court of Georgia, Decision No. ას-1195-2024, November 27, 2024, Paragraph 42. 

279	 Ibid, paragraph 47.
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An interesting issue is how the Supreme Court determines the severity of moral damage and, accordingly, 
the amount of compensation. In this regard, the Court emphasizes that the primary guiding criteria are 
reasonableness and fairness. "Compensation for moral damage resulting from health impairment must 
be determined in a fair and reasonable amount. It is impossible to determine the exact value of each 
person’s health or life; thus, the purpose of moral damage compensation is, to some extent, to alleviate 
the pain and discomfort experienced".280

According to the Court, the amount of compensation is determined by considering the emotional and 
physical suffering of the injured party, as well as the degree of fault of the party responsible for the harm. 
The Court’s various rulings indicate that the amount of compensation for moral damage is subject to 
evaluative judgment and must be decided on a case-by-case basis, considering individual circumstances. 
Furthermore, compensation is only considered if the harm suffered is legally significant and substantial. 
The Court also clarified that "moral damage resulting from bodily harm or health impairment does not 
necessarily arise directly from the wrongful act itself but may be a consequential outcome (such as 
unsuccessful treatment, prolonged helplessness, inability to lead an active life, changes in lifestyle 
and routine, loss of enthusiasm due to unsuccessful treatment, nervous tension, leading to feelings of 
inadequacy or other negative emotions). In such cases, it is essential to establish that the victim’s moral 
suffering and emotional distress are a direct consequence of the bodily harm or health impairment".281

4.3.3. Criminal Liability
The Criminal Code also establishes liability measures for violations of patients' rights.282 It contains 
specific articles that address medical professionals and determine punishments for illegal actions they 
may commit. For instance, failure of a medical worker to provide urgent medical aid, without a valid 
reason, to a sick person whose life is endangered, is considered as criminal offence.283 For this offense 
to be established, the patient's condition must be severe and life-threatening, and the doctor must 
unjustifiably refuse to provide emergency medical care. A doctor may also be held liable for this offence, 
if, despite being off-duty or outside the workplace, they could have reasonably provided assistance. The 
penalties for this offense include a fine, corrective labor, deprivation of the right to engage in medical 
activities for up to three years, or house arrest for up to one year. If the doctor's failure to assist results in 
serious health injury or death, the penalty increases to imprisonment for three to five years, deprivation 
of the right to practice medicine for up to three years, or house arrest for one to two years.

The Criminal Code also includes provisions that impose liability for violations related to the record-
keeping, distribution, and storage of narcotic and psychotropic substances. A doctor can be subject to 
criminal penalties if their violation of established regulations results in the illegal circulation of narcotic 
or psychotropic substances.284 The purpose of these provisions is not necessarily the protection of 
patients' rights but rather the maintenance of public order and security.

280	 Supreme Court of Georgia, Decision No. ას-645-2019, July 26, 2019, Paragraph 44.

281	 Ibid, paragraph 45. 

282	 Due to the strict and punitive nature of criminal liability, it naturally applies only to severe offenses. 

283	 Criminal Code of Georgia, article 130. 

284	 Ibid, articles 269-270.
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As a result of amendments made to the Criminal Code in September 2024, performing surgical 
procedures or other medical interventions to assign a person to a gender different from their biological 
sex, has been classified as a criminal offense.285 A doctor providing such medical services faces 
penalties including a fine, deprivation of the right to engage in medical practice for up to three years, 
or imprisonment for one to four years. In this case, rather than improving the standards for protecting 
patients' rights, the amendment has effectively rendered life-saving medical services inaccessible to 
certain groups within the country.

So far, there is little case law regarding these provisions.286 Consequently, this study was unable to 
analyze specific court decisions. However, the Criminal Code includes other crimes that, while not 
having a specific subject, may apply to medical professionals alongside other individuals.

One such offense is negligent homicide,287 for which medical professionals may be held criminally liable 
alongside other individuals. For example, in its ruling on April 10, 2024,288 the Supreme Court considered 
a doctor’s actions under this article. The doctor carelessly misdiagnosed a patient due to inadequate 
supervision, leading to an incorrect medical intervention and, ultimately, the patient’s death. The court 
explained that, based on professional foresight norms, the doctor should have anticipated possible 
complications but unreasonably assumed the fatal outcome could be avoided. As a result, the patient's 
death was attributed to the delay in making the correct diagnosis.289

A similar reasoning was applied in a case where a doctor failed to diagnose a patient in a timely manner, 
resulting in the patient’s death.290 In this case, the treating physician neglected to conduct necessary 
examinations for approximately 33 hours after childbirth. The situation was further complicated by the 
fact that the patient was a 16-year-old minor, placing her in a high-risk category.291 The court relied on 
a medical commission’s expert assessment, which concluded that if the patient’s condition had been 
properly evaluated and treated promptly, her chances of survival would have significantly increased.

A notable ruling issued by the Supreme Court on August 1, 2019, considered a doctor’s actions as fraud. 
The doctor failed to adequately and ethically inform patients, donors, and their family members about 
the risks associated with liver transplant surgery before performing the procedures.292 The doctor was 
required to obtain prior authorization from the Transplantation Board before conducting the surgery. 
However, seeking financial gain, the doctor falsely informed patients that an urgent liver transplant was 
necessary. As a result of these unauthorized and unlicensed surgeries, two patients died in the medical 
facility.

This ruling is significant because, even though the liver transplantations were actually performed, the 
court still classified the doctor’s actions as fraud. The Supreme Court determined that, at the time the 

285	 Ibid, article 1762, Part 2.
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287	 Criminal Code of Georgia, article 116.

288	 Supreme Court of Georgia, Decision No. 1335აპ-23, April 10, 2024.
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patients’ sought treatment, their condition did not necessitate an urgent liver transplant. Additionally, 
the case materials revealed that the clinic lacked the essential conditions to perform such complex 
surgeries.293

The Supreme Court further clarified that fraud includes cases where a medical professional prescribes 
unnecessary treatment or issues a false diagnosis to exaggerate a patient’s condition. Fraudulent acts 
also encompass recommending supposedly urgent or essential surgeries to extract payments from 
patients when the medical situation does not justify such procedures. The fact that the patient ultimately 
underwent surgery or received treatment does not change the legal nature of the act. In such cases, 
performing unnecessary procedures serves merely as a means to deceive the victim and obtain financial 
gain.294

293	 Ibid, paragraph 11. 

294	 Ibid, paragraph 13. 
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The state is falling short of realizing the right to health in all dimensions of AAAQ framework and relevant 
aspects of CRPD guarantees for PWDs. 

The availability is especially problematic in relation to primary health care, even pharmacies in rural areas. 
Physical accessibility is again most concerning in rural areas due to the distance from health facilities, 
limited ambulance access in remote and mountainous areas, also lack of reasonable accommodation 
for PWDs. 

Co-payments (though commendably capped in 2023) and other OOP costs, especially for medicine, as 
well as the complete omission of certain essential services from UHCP lead to economic accessibility 
problems. This particularly burdens PWDs especially when it comes to services that can prevent or 
mitigate disability. PWDs, who are relatively high earners, also face economic accessibility problems 
and risks of catastrophic costs as neither UHCP, nor private insurance are available to them. Economic 
accessibility problems under UHCP cannot be offset by the operation of the referral committee, and 
considering its flawed institutional operation, it is an inappropriate and non-transparent mechanism for 
that. The non-transparent nature of the UHCP health care package itself no matter its content is also 
problematic in terms of information accessibility. 

As for acceptability of health care, the health care personnel are not appropriately trained and guided 
to communicate with PWDs, particularly women. This often results in degrading attitudes and breaches 
of confidentiality, creating an additional barrier to accessibility. 

The Quality element is most problematic due to the competence problems, especially of family/
village doctors, nurses. The Quality element is also compromised due to partial monitoring over the 
implementation of UHCP and beyond limited to checking the appropriateness of expenses incurred by 
private providers and basic safety standards. Neither are these deficiencies compensated for by reactive 
complaints mechanisms due to their poor institutionalization and ineffectiveness. 

Although at the legislative level, patient rights are generally well-defined, challenges remain in ensuring 
consistency in terminology across different normative acts and in creating a more systematic legal 
framework. At the policy and practice level, protection of patient rights lacks a structured and long-term 
strategic vision. Recent reforms in the healthcare sector do not exhibit systemic coherence. Additionally, 
it is essential that the implementation of state-developed policies and programmatic documents be 
given adequate attention to ensure their effective enforcement.

The mandates and institutional setup of centralized complaint review mechanisms require reassessment. 
Moreover, ethics and quality control mechanisms at the clinical level need substantial improvement, 

ConclusionV.
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as existing Medical Ethics Commissions function only on paper. Systemic problems also exist in the 
centralized regulatory institutions responsible for dealing with patients’ complaints. A major concern is 
that the Minister, as a political figure, holds significant influence over the activities of the Professional 
Development Council and the Regulatory Agency creating risks for the institutional robustness and 
independence of these agencies.

The study further highlights a lack of public accountability in the healthcare sector. Neither the Ministry of 
Health at the central level nor its various agencies (including the Regulatory Agency and the Professional 
Development Council) regularly publish annual reports. Additionally, the provision of requested public 
information, including basic statistical data, is often delayed or incomplete. 

Last but not least, the institutional dimension of policymaking is not in line with the accountability for 
reasonableness framework. The UHCC is not part of the decision-making process, rather it is informed 
about policy decisions post factum after they have already been made, while this top-down policymaking 
in general proceeds without any pre-existing criteria or principles and any institutional guarantee that 
the process is evidence-based.

The below recommendations serve to address these shortcomings of UHCP in Georgia.

5.1. Recommendations

To Parliament for Refining Existing Legislative Framework:
1.	 On Health-Rationing Under UHCP: 

a.	 Define general criteria and principles for prioritization and health-rationing within UHCP, 
ensuring constraints on executive discretion in program administration.

b.	 Revise the current prioritization scheme to align with such pre-set criteria and principles.

2.	 On Decision-Making in Health Care Rationing:

a.	 Define the role of the Universal Health Care Council (UHCC) or any new body in collecting 
relevant evidence and feedback to inform health-rationing decisions.

b.	 Regulate the criteria and procedures this body must follow when issuing recommendations. 

3.	 On Oversight of UHCP Implementation: 

a.	 Define the scope and methods for monitoring UHCP execution by the Regulation Agency. 

4.	 On Clearer Legal Guarantees for Patients: 

a.	 Systematize legislation to ensure that patient rights and the obligations of medical institutions 
are uniformly defined across all relevant normative acts. 

5.	 On the Effective Oversight of Medical Practice and Protection of Patient Rights:

a.	 Define the structure, functions, and operational procedures of healthcare sector complaint 
review mechanisms.
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b.	 Avoid potential overlaps between each agency and set a clear role of each institution involved 
in the complaint review process. 

c.	 Establish legal guarantees for institutional and functional independence of institutions 
responsible for dealing with complaints.

d.	 Establish legal consequences for medical entities that fail to comply with the obligation to create 
internal Medical Ethics Commissions.

To Government/MOH for Implementing the Legislative Framework, 
Increasing Funding and Effectiveness of Spending:
6.	 Adopt/amend Decrees to implement the legislative framework (above):

a.	 Institutionalize the membership and procedure of UHCC’s operation in a normative act to ensure 
its independence and effectiveness in the decision-making process. 

b.	 Ensure that UHCC evolves as an integral part of the decision-making process, rather than a 
body that is merely informed of policy decisions post factum. 

c.	 Introduce a structured mechanism for data-sharing between the referral committee, UHCC and 
other agencies under the MoH responsible for shaping public health policy.

d.	 Remedy manifestly unreasonable distributions of health goods and services:

	 Remove restrictions to complementary use of public and private insurance for any group 
eligible to UHCP.

	 Substantiate omissions from health care packages with reference to principles and criteria 
to be set in legislation (see recommendation above). 

	 eliminate co-payments applicable to emergency care. 

	 Introduce graded co-payments above the caps instead of delegating these decisions to the 
referral committee. 

	 Increase and periodically revise income levels that make patients subject to different co-
payments. 

	 In relation to PWD health needs: 

	 Include PWDs with severe disability in the first priority category. 

	 Include PWDs with serious and moderate disability in one of the priority categories. 

	 Identify and include coverage for diagnostic tests on special demand due to disability status. 

	 Identify and include the coverage for health care that can prevent or mitigate the development 
of disability such as corneal transplantation. bone-anchored hearing solution, counselling 
as a follow-up on cochlear implant surgery.

e.	 Make both general UHCP and PWD-oriented services and procedure for acquiring them flexible 
and individual-oriented: 

	 Where feasible, replace fixed lists of services and goods with voucher-based systems (e.g., 
for medications and assistance means) to better accommodate diverse needs.
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	 At minimum, include mattresses against pressure injuries, talking blood pressure or blood 
sugar monitors in the list of provided assistance means. 

	 Relax requirements for accessing electric wheelchairs and in case of need, create the 
possibility of obtaining both mechanical and electric wheelchairs. 

	 Remove co-payments for mechanical wheelchairs. 

	 Ensure that beneficiaries can use the warranty to fix their wheelchairs locally without having 
to send them to the capital.

	 Increase the number of sign language interpreters and their salaries. 

	 Where feasible, promote and implement electronic procedures to improve access to health 
services.

7.	 In UHCP implementation and its monitoring, shift focus to its quality and effectiveness. 
To this end:   

a.	 Increase minimum hourly wage for medical personnel; 

b.	 Devise and implement systemic policy addressing the shortage and aging of nurses; 

c.	 Incorporate accessibility standards in the contracting conditions under UHCP. 

d.	 Include adaptation requirements of all health facilities (e.g. dental clinics) and essential 
equipment (e.g. gynecological chairs) for all PWDs (e.g. tactile paving and contrasting colors) in 
licensing requirements and exercise effective monitoring over it. 

e.	 Introduce guidelines/protocols/code of ethics to reduce risks of using discriminatory language 
in communication with and treatment of PWDs; Provide training for health personnel on these 
standards, and develop policies to address the corresponding weaknesses in the medical 
education system. 

f.	 Create hot lines with the guarantee of anonymity for girls and women to get information about 
sexual and reproductive health, which they may be reluctant to do through in-person visits due 
to stigma.

g.	 Explicitly regulate and broaden the mandate of the Regulation Agency in monitoring 
accessibility, ethical, non-discrimination standards as well as service quality when overseeing 
UHCP implementation.

h.	 Formulate rules on follow-up inspections by the Regulation Agency to check whether violations 
were eliminated. 

i.	 Ensure the publicity of monitoring results to incentivize quality improvement through competitive 
pressures. 

j.	 monitor the potential adverse effects of optimizing expenditures through DRG system in terms 
of quality and availability of health care.
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8.	 Strengthen PHC, especially the village doctor program, including through the following 
steps: 

a.	 Take measures to narrow the gap between the availability of health personnel/facilities in the 
center and regions.

b.	 Increase salaries of family and village doctors and nurses; 

c.	 Consider a two-component payment model for family and village doctors with capitation and a 
motivational component of a performance-related add-on payment.295

d.	 Require same qualifications for village doctors as for family doctors.  

e.	 Regulate the distribution of village doctors per population. 

f.	 Regulate weekly hours of village doctors’ availability. 

g.	 Provide transportation means for village doctors/nurses. This duty may be fulfilled in cooperation 
with respective municipalities. 

h.	 Introduce/strengthen an institutional mechanism for monitoring the performance of village 
doctors. 

i.	 Introduce electronic data collection/analysis within the village doctor program to facilitate 
effective monitoring and institutional learning for more targeted reforms. 

9.	 Integrate the most frequently requested and approved services at the referral committee 
under UHCP and strengthen the institutional impartiality of the referral committee.  

a.	 regulate criteria and procedures to be followed by the referral committee in the decision-making 
process. 

b.	 Introduce some procedural rights of patients (e.g. to respond with an alternative expert opinion) 
in the decision-making of the referral committee. 

c.	 Obligate the referral committee to substantiate its decisions. 

d.	 Remove the inflexible rule that automatically annuls the favorable decision on funding of a 
specific health service unless used within 2 months. 

To the MOH for the Effective Realization of Patient Rights in Practice: 
10.	 Strengthen regulatory mechanisms within the Ministry, including the Regulatory Agency 

and the Professional Development Council:

a.	 Provide these institutions with adequate human and material resources to effectively fulfill their 
responsibilities.

b.	 Clearly define, through internal regulatory documents, the role of each institution in the 
complaint review process, the procedures for case evaluation, and the timelines for resolution.

c.	 Develop clear regulations to prevent conflicts of interest.

d.	 Reduce political influence in the Council and establish transparent, merit-based selection criteria 
for its members.

295	 Rethinking primary health care financing in Georgia (WHO 2021).
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e.	 Strengthen the role of the Regulatory Agency in addressing the issue of polypharmacy and 
allocate the necessary resources for this purpose.

f.	 The Regulatory Agency should develop and apply clear, risk-based criteria for selecting 
healthcare institutions for inspection, including the use of complaint data and other relevant 
indicators. 

11.	 Increase public accountability and transparency within the healthcare system: 

a.	 Ensure regular publication of data and annual reports on the activities of the Ministry and its 
subdivisions.

b.	 Improve the quality of statistical data collection and public information disclosure.

12.	 Fully and effectively implement the activities outlined in the 2024–2025 Patient Safety 
Program.
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