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INTRODUCTION

This study has been commissioned by UNDP Georgia. The goal of the study is to review the IDP
health profile in Georgia, identifying the major health needs and problems of IDP families
residing across country in private and collective accommodations.

To date, there have been few representative and methodologically sound studies concerning the
health status of IDPs. The findings of these studies were analyzed in conjunction with relatively
reliable official statistics, interviews with selected policy makers and officials and focus group
discussions with IDPs across Georgia conducted by consultants, in order to determine certain
conclusions regarding the health status of IDPs and the problems they experience therein.
Available evidence suggests that compared to the general population, the overall health status
of IDPs is worse; with a higher share of IDP households that can’t afford and consequently do
not seek health care. When they do seek care, they pay more frequently and in higher amounts.
IDPs may experience more obstacles in obtaining health care in higher level general (non IDP)
health facilities. Publicly provided health benefits hardly match their health needs. IDPs generally
have lower income and inferior living conditions exposing them to higher health risks and long
term depreciation of health capital. In certain places throughout the country, IDPs feel stigmatized
and marginalized from the local population, limiting their overall ability to address health
related problems.

At the same time IDPs do enjoy better physical access to and availability of health services. In
theory, IDPs are legally entitled to a wider package of publicly provided health care benefits and
are able to use at least some of these benefits. A higher share of IDP households obtains health
care free at the point of service. IDPs had considerable relief health assistance in the past and
still enjoy some limited and occasional humanitarian health assistance opportunities at present.
IDPs have developed strong social support networks amongst themselves and heavily rely on
these networks while dealing with health related problems. Numerous gaps have been identified
in available valid data concerning the IDP health profile in Georgia. The need for further
research was identified and selected policy recommendations were outlined.

The findings of this study may serve as a resource for the Steering Committee of donors (UNDP,
UNHCR, SDC, USAID, World Bank) and senior representatives of the Government of Georgia
who have come together to substantially improve the lives of displaced persons in Georgia, and
their host communities, by reforming government policy and supporting the transition from
humanitarian assistance to development centered activities.



Demographic Situation

Different sources, governmental, UN agencies and other international organizations and NGOs
report different figures on total number of Internally Displaced Persons (IDPs) in Georgia. Since
1993, figures ranging from about 300,000 (initial government reports) to around 262,000’
have been cited for total number of IDPs from Abkhazia and South Ossetia residing on the
territory of Georgia. The most recent and reliable source - the Census of 2002 Report put the
figure at 180,000 with about 40% living in 1,683 collective centers throughout the country?. The
reasons for such variance in total number of IDPs appear to be: (i) high permanent and
temporary (including labor) external migration levels among IDPs, as with the rest of the Georgian
population, and (ii) spontaneous return to the conflict-affected Gali region of Abkhazia. Estimates
for “temporary” and “permanent” returnees to Gali ranges from 40 to 60 thousand persons.

The census data once again confirmed alarming demographic trends among the IDP population
in Georgia. As Figure 1 shows, the age pyramid for IDPs is considerably distorted and its basis
is eroded. It means that many IDP households “...have chosen not to bring children into their
living conditions. The number of IDP children aged 5-9 is one-third of those aged 10-14, and
those aged 0-4 are just 15 percent of those aged 5-9, a demographic free-fall. Unless drastic
changes in demographic trends take place in the future, Georgia’s IDPs will dwindle as a

population group”s.

Figure 1. Age Structure of Internally Displaced Persons
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Source: Census 2002; State Department of Statistics

Increased mortality (9.7 per 1000 population compared to 8.7 per 1,000 of general population
in 1999) and decreased birth rate (3.5 per 1,000 population, compared to 10.17 per 1,000
population in general population)*, with twice as large divorce rates (1.8 compared to 0.9)3, if
accurate enough, paint a grim picture regarding the future demographic situation of the IDP
population in Georgia.

! Ministry of Refugees and Accommodation (MoRA) of Georgia “IDP Reference Book”. Thilisi. 2003.

2 MoRA data.

3 Women and Children in Georgia. Situation Analysis 2003. UNICEF.

4 Khorava D, Danelia M, “Main Demographic Trends and Health Statistics of IDPs from Abkhazia”. Journal of Health
Sciences Management and Public Health. Vol. 3 2002.

5 Dershem L, Gurgenidze N, Holtzman S. “Poverty and Vulnerability Among Internally Displaced Persons in Georgia:
An Update of Their Current Status and Circumstances”. Working Paper. World Bank. November 2002
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Morbidity

According to the analysis of the Ministry of Health of Abkhaz Government in Exile (MoHA), the
incidence and prevalence of most frequent diseases among IDPs, on average twice (!) exceed
the same indicators for the general population in Georgia from 1998-2002. Diseases of
cardiovascular, respiratory, gastrointestinal systems, psycho-neurological profile and infectious
diseases accounted for the majority of incidence and prevalence of IDPs’ health problems
during the last five years. Table 1 shows major differences in prevalence and incidence of
certain groups of diseases (infectious, blood and blood forming organs, nervous, respiratory,
uro-genital, skin and circulatory systems, injuries and poisoning) in IDPs as opposed to the
general population. In fact, according to this data, morbidity patterns for IDPs are worse for all
diseases groups, except for malignant neoplasms (cancer), mental disorders, congenital
anomalies and prenatal pathologies.

Table 1. Comparison of Prevalence and Incidence between IDPs and General Population (GP) in 2002

Prevalence Incidence

GP IDPs GP IDPs
Infectious and parastic diseases’ 1624 5823 1010 2935
Malignant neoplasms 839 223 162 63
Endocrine disease 3472 2048 687 706
Disease blood and blood forming organs 376 933 177 339
Mental disorders 2198 1056 133 170
Diseases of the nervous system and sense organs 2639 5921 973 1955
Diseases of circulatory system 5322 10,418 1299 1835
Diseases of respiratory system 5966 14,132 4306 5662
Disease of digestive system 2261 5564 832 1304
Urogenital diseases 1348 4522 571 1362
Skin infection and under skin fat diseases 623 2319 390 1066
Osteo-muscular and connective tissue disorders 543 921 194 340
Congenital anomalies 136 11 29 3
Separate states occurring in peri-natal period 407 35 135 24
Symptoms, signs and ill-defined conditions 105 84 47 74
Injuries and poisoning 785 924 660 790
Total 28,529 | 54,955 | 11,692 | 18,645

Source: CMSI and MoHA

These statistics are alarming and could have provided a final answer to one of the main
questions in this report on the health vulnerability of IDPs in Georgia, if there had not been
major concern regarding the reliability of these figures. Official statistics on the health status of
IDPs residing in Georgia is not routinely reported in annual health reports prepared by the
Center of Medical Statistics and Information (CMSI) of the Ministry of Labour, Health and Social
Affairs (MoLHSA)'. Separate annual reports on IDPs’ health status are prepared by the Ministry
of Health of Abkhaz Government in Exile (MoHA), reconciling data provided (i) by specialized
IDP health facilities under MoHA, (ii) general health facilities, (iii) Social Insurance State United
Fund (SISUF), and (iv) the reports from special mobile medical groups performing medical
examinations of IDPs (mainly residing in collective centers) under the State Program for Active

! The only exemption is limited information given in year 2002 National Report on Georgian Populations Health Status.
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Screening and Disease Prevention. Due to numerous methodological flaws' associated with
such a data collection and analysis system, the final findings produced are far less reliable than
the official statistics for the general population. The latter has improved, relatively speaking, in
recent years?. Considering these problems, areas for the application of MoHA data are limited
and can hardly be used for comparative purposes. However, such differences in morbidity and
mortality patterns may indicate not only a higher utilization of medical services by IDPs compared
to the general population and hence more reported health problems, - but in fact reflect an
adverse health status of IDPs. As shown further in this report, the majority of health determinants,
outside of the health sector (poverty and unemployment, dire housing and bad hygienic conditions
in most of the collective centers), have been consistently worse through the years for IDPs than
for the general population. This situation should have had detrimental effect on health outcomes
and health status of IDP population (particularly for those residing in the collective centers),
albeit the extent and scope of this negative effect is still unclear.

All things considered, in order to pointedly determine whether the health status of IDPs in
Georgia is worse than that of the general population, we attempted to reconcile official statistics
with the findings of various surveys and assessments conducted during the last ten years by the
government and various International Organizations and NGOs. It should be noted that the
review and analysis of primary data obtained from these surveys and assessments is also
inconclusive. Incompatibility, sampling problems, reporting and recall bias and implementation
flaws are just some of the issues contributing to the contradictions observed in these studies®.
The two most comprehensive and methodologically sound surveys implemented by IFRC in
1999 (IFRC-1999) and by the SCF in 2000-2002 (SCF-2002) reveal major differences in relation
to the health status of IDPs as compared to the general population. The IFRC study involving a
national representative sample of 3,467 IDP households, both in private accommodations (PA)
and collective centers (CC), and a control group of 2,612 local population households, did not
find any significant differences in the self-reported health status of IDPs and local population.
On the contrary, slightly more households from the general population had members with
acute and chronic health problems than that of IDP households, living both in private
accommodations or collective centers (see Table 2). While the SCF-2002 survey, involving a
panel of 1,000 IDP respondents each year of the survey* and 1,700 households from the local
population residing in Imereti and Samegrelo, reported significant differences in health status
between the IDPs living in collective centers and local population. The Survey found that almost
41% of IDPs families in collective centers had at least one member with an acute illness in the
previous three months compared to appr. 33% of families in the general population. As for
chronic diseases, appr. 33% of IDP families in collective centers had at least one member with
chronic disease compared to 18% of the families in the general population. A higher percentage
of IDP families living in collective centers had both illnesses and chronic diseases (~55%) than
in the general population (36%). (See Table 2). For comparison, we also offer the findings of the
State Department of Statistics’ routine national household survey conducted over 4 quarters in
2001. The overall response rate was 74.9 percent, and the dataset has information for 9,889
household and 37,965 individuals. The survey has a specific health module, which covers
36,127 individuals and thus is most representative among surveys reviewed. As seen in the
table below, the reported figures from the SDS survey for acute and chronic illnesses in general
population are closer to the IFRC-1999 findings.

' E.g. Over reporting from MoHA facilities to justify more funding; from other end, not all IDPs treated at general
health facilities are registered and reported as IDPs. Furthermore, the mobile medical groups are visiting the special
locations in different regions during the different times of the year.

2 Highlights on Health in Georgia, World Health Organization, April 2001.

3 See Dershem L, Gurgenidze N, Holtzman S. “Poverty and Vulnerability among Internally Displaced Persons in
Georgia: An Update of Their Current Status and Circumstances”. Working Paper. World Bank. November 2002.

4 Total of 1,548 households during three years to substitute those households that refused to participate, have not
been home or moved.



Table 2. Acute and Chronic llinesses in IDP and General Population (GP)

Survey lllness IDPs in PA IDPsin CC  GP
% % %

IFRC — 1999
Acute illness 10 12 13
Chronic illness 17 13 15

SCF- 2002’
Acute illness 41 33
Chronic illness 33 18

SDS -2001

Acute illness 13
Chronic illness 12

Reported by SCF-2002, IFRC-1999 and SDS-2001 Surveys

As reflected above, the IFRC-1999 and SCF-2002 reports drastically differ in their comparative
(IDP vs. GP) health status data. Some of these differences may be explained by the variation in
methodology, including sampling frame, sampling units, geographical targeting, survey instrument
(questionnaire) and time of the year when surveys were carried out. Namely, (i) the SCF-2002
survey was targeted at IDPs in collective centers and local population residing just in West
Georgia, while the IFRC-1999 survey employed a nationwide sample of IDPs, both from private
accommodation and collective centers and local population, so the differences observed in
comparative health status may be partially aftributed to the worse health conditions of IDPs in
West Georgia and those living in collective centers; (ii) The SCF-2002 report for all three years
occurred during the month of March, while the IFRC-1999 survey was conducted in June 1999,
thus the recall of acute illnesses from previous three months by respondents coincided with the
“worst” winter months in case of SCF-2002, when probability of contraction of certain acute
illnesses or exacerbation of chronic illness is significantly higher, (particularly in Georgian
reality of continuous power disruptions and heating problems during this period), than in
relatively benign spring months, as the recall time-frame for IFRC-1999 respondents coincided
with this period of year.

Furthermore, according to the Georgia Household Survey, 2001, household poverty status also
determines (along with a household size) the likelihood of reporting acute illness or an exacerbation
episode of chronic illness?. Poor households with more members are less likely to report acute
illness. Since IDPs tend to be poorer and live in larger households, the gap in incidence and
burden of illnesses between IDPs and the general population may be even higher than reported
by the IFRC-1999 and SCF-2002 reports. These reasons by no means explain all the differences
observed (as demonstrated by comparison with SDS-2001 survey findings), nonetheless it gives
us opportunity to critically review the results of both studies and derive conclusions only in
conjunction with other evidence. After considering the evidence described further, it appears that
the SCF-2002 survey is more relevant in reflecting the real situation in terms of comparative
health status than IFRC-1999. Most likely, however, the apparent variation in the health status of
IDPs and the general population is not as drastic as depicted in the SCF-2002 survey.

Apart from official data from MoHA, a number of original surveys and researches suggest that
IDPs (particularly in collective centers) suffer more than local population at least from certain
illnesses, including (i) psycho-neurological and cardiovascular disorders, (ii) infectious and
parasitic diseases, and (iii) injuries and accidents.

! It should be taken into account that SCF-2002 was carried out only in West Georgia — Imereti and Samegrelo and

involving only IDPs from collective centers and not from private accommodations.
2 “Georgia. Review of the Health Sector”. The World Bank. 2004. Forthcoming
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Psycho-neurological Disorders

Official statistics from MoHA and a number of surveys suggest that psycho-neurological disorders
are more prevalent in IDPs than in the general population. The SCF-2002 survey found a
considerably higher share of IDP households reporting neurosis (4.7% vs. 0.9%) and neurological
disorders (1.5% vs. 0.8%). The SC survey in 2002 employing the CES-D depression screening
test, found 90% of tested IDPs at the threshold of clinical depression as compared to 65% in
general population’.

Most studies of depression find certain social groups with consistently higher levels of depression
than others, such as women, divorced individuals, and widows. This finding was the case for
both IDPs living in collective centers and the general population.

Also, most studies of depression find that younger adults and the elderly show higher symptoms
of depression than middle-age people. This finding held true in the general population, however,
it did not hold true for IDPs living in collective centers. Rather, among IDPs living in collective
centers, depression increased with age?.

Such high level of psycho-neurological disorders is most likely associated with post-traumatic
stress, social exclusion and general socio-economic conditions experienced by the IDPs in the
post conflict years. Endured high prevalence of post-traumatic stress syndrome and psychological
problems related to social isolation and marginalization, insecurity, stigmatization, uncertainty
in future, disappearing cultural values and traditions, victimization and dependency among
IDPs of all groups is documented in a number of studies and original research®. During the
Focus Group Discussions (FGD) in Thilisi, Borjomi, Gori, Kutaisi, Zugdidi, and Batumi,
psychological problems, depression and neurological diseases were mentioned as one of the
most frequent health problems experienced by IDPs both from private accommodations and
collective centers. (See Annex |) Due to this situation, it is not surprising that other so called
psychosomatic health disorders are more prevalent in IDPs than in general population. E.g.
SCF-2002 showed that along with the diseases mentioned above, Gastric Ulcer, Goiter and
Asthma were more frequent among IDP households.

At the same time, despite the high prevalence and continuing exposure to post-traumatic stress,
the high prevalence of neurological disorders and considerably high risk of developing clinical
depression, according to official statistics, surprisingly, the prevalence of mental disorders among
IDPs is lower than in general population. Equally surprising, the suicide rates among IDPs,
despite some anecdotal reports, have never been reported from any reliable source to be above
the national average. These again, however, may indicate poor quality of routine health statistics
data.

' These results should be interpreted with caution. Although the international experience suggest that CES-D test is a
reliable and sensitive tool for screening general population on the subject of depression in the US and Western Europe,
it may not be entirely applicable for the Georgian population due to the national characteristics and general conditions
in the country in transition. E.g. prevalence of depression in general population in the US is only 5% as compared to
more than 60% found in this study.

Although the study results are still valuable for comparative purposes. Nevertheless recalculated figures of 12.9% in
IDPs vs. 11.8 % in GP, - by Nana Sumbadze and George Tarkhan Mouravi (see further) seem to be closer to reality.
3 See Dershem L, Gurgenidze N, Holtzman S. “Poverty and Vulnerability among Internally Displaced Persons in Georgia:
An Update of Their Current Status and Circumstances”. Working Paper. World Bank. November 2002.

4 For description and bibliography see (i) Sumbadze N., Tarkhan-Mouravi G., “Working Paper on IDP Vulnerability and
Economic Self-reliance”. Government of Georgia, SDC, UNDP, UNHCR, USAID, WB. Thilisi. July 2003; (ii) Javakhishvili,
J. “Victims of War: Psychological Problems of Displaced People”. Psychosocial intervention. In: Martinez, M (ed) Prevention
and control of aggression and impact on its victims. Kluwer Academic/Plenum Publishers, NY.2001
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Cardiovascular Disorders

MoHA assesses the prevalence of cardiovascular disorders (diseases of circulatory system)
among IDPs, as twice exceeding prevalence in general population (see Table 1). According to
the SC 2002 survey, 7.6% of IDP households reported hypertension vs. 4.1% from the general
population. Acute cardiovascular problems were also more frequent in IDPs (5.9% vs. 5.0%). As
with psycho-neurological diseases, the high level of cardiovascular disorders among IDPs appears
to be correlated with the prevalence of post-traumatic stress disorder among the displaced
population as argued in the study conducted by the Medical University of Georgia involving
random sample of 1,108 IDP representatives.! This study found a strong association? between
post-traumatic stress and hypertension, as well as stroke and myocardial infarction incidences.
Another study in 2001 also showed a clear association between post-traumatic and psychological
distress and cardiovascular morbidity among IDPs.3

Infectious and Parasitic Diseases

The largest difference in morbidity between IDPs and general population is constantly reported
in relation to infectious and parasitic diseases. According to the MoHA (see Table 1) the prevalence/
incidence of infectious diseases are respectively 3.6 times and 2.9 times higher in IDPs than in
the general population. The SCF-2002 survey reported mixed results. While there were more
IDP households with acute respiratory infections (28.7% vs. 23.3%), other infectious diseases
were slightly more frequent in general population (0.4% vs. 0.3%). Generally, high prevalence
of infectious diseases is believed to be associated with appalling sanitary and hygienic conditions
in most of the collective centers where IDPs reside. Waterborne infections and diarrhea as the
most common cause of health problems were also mentioned by the FGD participants in all six
locations. Two infants were reported to have died in the 2003 outbreak of waterborne infection
in one of the Zugdidi collective centers by an FGD participant. The number of major outbreaks
of waterborne infections has been documented during the last 7 years in IDP dwellings that
commonly occurred during the summer months. Most notable are the outbreaks of intestinal
infections and Hepatitis A in Khoni (Imereti) Military Dwelling, Kutaisi Sanatorium “Khvamli”, in
number of CCs in Zugdidi (including the outbreak of quite dangerous Epidemic Typhus) in the
period from 1996 through 2001. Hence, recall and reporting bias set aside, the SCF survey that
documented the acute illness (including infectious diseases) during the winter months of 1999
through 2002 may have been unable to capture the annual morbidity patterns for infectious
diseases. Subsequently, official statistics appear to be more relevant in depicting the real picture
of infectious diseases morbidity among IDPs.

Tuberculosis

The increasing problem of Tuberculosis among IDPs has been highlighted in a number of
reports. Poor socio-economic conditions of IDPs, crowded dwellings in dilapidated collective
centers create a favorable environment for the spread of dangerous disease. Indeed, the National
Institute of Tuberculosis and Lung Diseases’ data demonstrate the continuing higher prevalence
of TB in IDPs as compared to the GP (see Table 3). The SCF-2002 survey also reported more
cases of TB in IDP households when compared to the general population (0.4% vs. 0.1%). FGD
participants also pointed out TB as the growing problem in all regions including Thilisi.

! Gvalia M, Khorava D, Odisharia M. “The Impact of Risk Factors On the Incidence of Arterial Hypertension Among the
IDPs”. Georgian Medical News. No 2. (95) February 2003.

2 Albeit the study report does not have the details on the design. E.g. whether this was case-controlled or prospective
study that affects validity of findings.

3 Khorava D, Danelia M. “Main Demographic Trends and Health Status of IDPs from Abkhazia”. Journal of Health
Sciences Management and Public Health. National Health Management Center, Thilisi, V. 3. 2002.
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Table 3. Incidence of Tuberculosis in IDPs and General Population. 1998-2001

Years General Population Internally Displaced Persons
Redi Per 100,000 . Per 100,000
egistered lafion Registered lafion
Cases (Total) popUiatio Cases (Total) popuialio
(prevalence) (prevalence)
1998 8 446 105.2 571 255
1999 6 583 142.9 363 162
2000 5 941 133.4 523 234
2001 5485 118 347 127

Source: National Institute of Tuberculosis and Lung Diseases 2002 and CMSI

It should be noted that Georgian National TB program (started in 1995) during the last five
years has been applying major effort to implement the DOTS strategy and fight TB throughout
the country with the assistance of the international community. Since 1997, the prevalence and
incidence of TB is declining in the country on the whole. In 2002, newly registered cases were
66.7% of all TB cases, which according to the WHO, indicates the effectiveness of the national
TB program.! The decline in the absolute number of registered TB cases, as well as the narrowing
gap in TB prevalence between IDPs and general population (see Table 3) can be attributed to the
overall successful strategy implemented for eradication of TB in Georgia. Although it should be
noted that IDPs in collective centers remain as a high risk group that deserves consistent attention
and monitoring.

Sexually Transmitted Diseases (STD) and HIV/AIDS

Valid information on prevalence of STDs and HIV/AIDS among IDPs is absent. Concerns have
been voiced on alleged high level of morbidity with STDs among IDPs, particularly those living
in collective centers. The level of knowledge on STDs and HIV/AIDS in the general public,
including IDPs is low in Georgia. This puts entire population of Georgia at risk. An IDP-specific
profile for STDs and HIV/AIDS is unclear.

Injuries and Accidents

According to MoHA data, the average incidence of injuries and trauma in IDPs is 1.4 — 3.5
times higher than the national average. The SCF-2002 survey also indicated a somewhat elevated
frequency of injuries among IDP households as compared to the general population (0.9% vs.
0.7%). The higher incidence of injuries and trauma in IDPs partially relates to periodic hostilities
and continuing land mine problems in the conflicted Gali Zone. During the period from 1994
through 2002, 98 IDPs mainly “permanent” or “temporary” (“seasonal”) returnees to Gali
region have been victims of land mine accidents. Out of which 64, including 7 women and 4
children became permanently disabled?. Prevention of injuries related to land mine accidents
and armed assaults on civilian population, rising land mine awareness is a precondition for
addressing this problem.

Mortality

Causes of mortality are similar to that of general population (see Table 4). By certain accounts,
mortality in IDP males is disproportionably higher compared to the general population®. Although

12002 National Report on Georgian Populations Health Status. MoLHSA of Georgia. Thilisi. 2003

2 MoHA data

3 Khorava D, Danelia M. “Main Demographic Trends and Health Status of IDPs from Abkhazia”. Journal of Health
Sciences Management and Public Health. National Health Management Center. Vol 3. Thilisi 2002
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the lower percentage of deaths related to the cardiovascular diseases and higher share of
deaths from cancer among IDPs deserves special attention as it is dissociated with the reported
increased prevalence of cardiovascular disorders and lower prevalence of cancer in IDPs as
compared to general population. Most likely the mortality data is inaccurate as it should be
collected from multiple sources (general and MoHA medical institutions, bureaus for registration

of civilian acts- MMACH).
Table 4. Leading Causes of Death in IDP and General Population

Causes IDPs | General Population
% %
Cardio Vascular Disorders | 52,2 70.6
o.w. Stroke 15.2
Cancer 17.3 11.2
Respiratory Diseases 8.7 2.7
Uro-genital Diseases 2.2 0.8

Source: MoHA and CMSI, 2001.

In depth interviews with a MoHA official revealed that the mortality data presented mainly relies
on the accounts from MoHA facilities, with incomplete information from other sources. The
MMACH commonly did not register the IDP status of deceased. Further investigation is required
to obtain more accurate mortality data for IDPs'.

In general it is more likely that the life expectancy and mortality patterns of IDPs, particularly
those in private accommodation, are closer to the figures of the general population; which in
turn have deteriorated since independence as a result of bloodshed in civil and separatist wars,
standstill in unresolved conflicts, major social and economic downturn. During recent years, as
a result of economic stabilization and reforms in the health sector, the situation has somewhat
improved but is still well below the EU average (See Table 5)

Table 5. Life Expectancy and Mortality. Comparative Indicators for General Population.

Georgia EU
Average
1991 1995 2002 2000
Life Expectancy at birth, in Years 73,0 70,4 71,5 78,7
Infant Deaths per 1,000 live births 13,8 13,1 20,1 4,8
Probability of dying before age 5y/1,000 LB 17,9 18,4 11,9 5,7
Maternal deaths per 100,000 live births 10,1 55,1 46,6 5,6
SDR, diseases of circulatory system, per 100,000 645,4 | 797,0 763,0 248,0
SDR, infectious and parasitic disease, per 100,000 12,5 16,4 10,9 7,4
SDR, diseases of respiratory system, per 100,000 34,0 24,4 27,7 58,0
SDR, malignant neoplasms, per 100,000 108,5 | 104,3 114,0 183,7
SDR, diseases of digestive system, per 100,000 33,5 44,0 30,2 31,5
SDR, endocrine disease, per 100,000 9,7 16,7 16,9 17,9
SDR, disease of blood and blood forming organs, per 100,000 | 3,4 1,6 0,5 2,0
SDR, disease of the genitourinary system, per 100,000 10,3 11,7 9.8 8,8
SDR, mental disorder, per 100,000 5,3 4,1 0,6 28,2
SDR, symptoms and ill-defined conditions, per 100,000 17,7 26,1 17,3 16,2
SDR, external cause injury and poison, per 100,000 56,7 63,2 34,6 39,6
SDR, suicide and self inflicted injury, per 100,000 3,4 4,2 2,1 10,2

Source: WHO Data Base “Health for all”. Health Care, Georgia, 2002,
Statistical reference book

!In general, breakdown of mortality data by causes is considerably unreliable in Georgia. One of longer lasting legacy
of the Soviet Times, the causes of death has not been reported according to widely accepted international standards.
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Children morbidity and mortality

According to the MoHA and CMIS, among IDP children (0-14) diseases of the respiratory
system (43.8% of all incidence in 2002), infectious diseases (31.6%) and diseases of the digestive
system (12.1%) are the leading causes of illness with certain regional variations. In IDP children
residing in Samegrelo and Thilisi, infectious diseases have the highest share in overall morbidity
(37.6% and 29.7% respectively of all registered cases). The same age group of IDPs shows
different disease pattern in Imereti, where the diseases of blood and blood forming organs are
most prevalent (22.2%); while Adjara is distinguished with highest number of respiratory diseases
among IDP children (47.8%). In general, the reported incidence and prevalence rate of diseases
in IDP children nationwide also considerably exceeds the average country figures. (See Table 6).
Most notable are differences in prevalence of infectious and respiratory diseases. This coincides
with findings of various surveys and appraisals conducted among IDP children.

Table 6. Causes of Under-14 Child Morbidity Among IDPs and General Population (GP)

Prevalence Percent of Total
(per 100,000) (%)
GP IDPs GP IDPs
Infectious and parastic diseases 2,592 14,178 12.1 31.6
Malignant neoplasms 12.3 - 0.1 0
Endocrine disease 1058 946 4.9 2.1
Disease of blood and blood forming organs 450 1242 2.1 2.8
Mental disorders 111 113 0.5 0.3
Diseases of the nervous system and sense organs 1422 1346 6.6 3.0
Diseases of circulatory system 147 318 0.7 0.7
Diseases of respiratory system 11,837 | 19,688 @ 55.1 43.8
Disease of digestive system 1141 2995 5.3 6.7
Urogenital diseases 431 1219 2.0 2.7
Skin infection and under skin fat diseases 765 1914 3.6 4.3
Osteo-muscular and connective tissue disorders 72 208 0.3 0.5
Congenital anomalies 110 23 0.5 0.1
Separate states occurring in peri-natal period 407 121 1.9 0.3
Symptoms, signs and ill-defined conditions 136 72 0.6 0.2
Injuries and poisoning 773 523 3.6 1.2
Total 21,464 | 44,906 | 100 100

Source: CMSI, 2002

Child and Maternal Mortality. Reproductive Health

The data on child and maternal mortality among IDPs are more trustworthy, as relatively stringent
control and monitoring system existed for these purposes over the years. According to MoHA
data, the infant and maternal mortality rates for IDPs appear to be favorable compared to the
general population' (Table 7).

! It should be noted that according to the same source, the birth rate among IDPs is only 4.5 compared to 11.1 -9.1
in general population during the same period.
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Table 7. Infant Mortality Rate in IDP and General Population

Infant Mortality 1997 11998 | 1999
IDP population 17.3 | 15.2 14.8
General Population' | 23.9 | 22.0 22.4

Source: MoHA and CMSI

These figures are also in accordance with the regional statistics on infant mortality for the last
four years (see Table 8). The regions with traditionally high concentrations of IDPs — Samegrelo
and Imereti have lower figures than the national average?.

Table 8: Infant Mortality Rate by Region (per 1,000 live births)

Region 1999 2000 2001 2002
Thilisi 42.9 38.2 33.6 32.6
Adjara 23.4 21.1 19.6 20.45
Georgia 234 21.1 20 20.14
Zemo Svaneti 36.7 18.7 16.5 18.35
Imereti 21.2 21.9 21.1 16.36
Kakheti 17.1 11.7 10.6 15.99
Racha-Lechkhumi 7.4 n/a 3.3 14.04
Shida Kartli 15.4 16.8 20.4 12.53
Mtskheta-Mtianeti 12.6 3.4 7.8 10.84
Guria 12.2 8.5 4.8 10.19
Kvemo Kartli 10.2 8.2 4.7 8.64
Samegrelo 6.1 3.5 4.1 6.43
Samtskhe-Javakheti 9.9 8 6.2 6.26

Source: CMSI, 2002.

Similarly, according to the MoHA, only three maternal deaths have been reported from the IDP
population in the last five years. Better infant and maternal mortality indicators in IDPs may be
partially associated with the better availability, access and utilization of prenatal and antenatal
health services by the IDPs®. Another reason might be that some IDP infant and maternal deaths
are not reported as occurring among IDPs, but in fact may just be reported through the health
facility - thus affecting the total number for the general population. In contrast to primary care
facilities, there are no specific maternities for IDPs. Therefore, IDP pregnant women deliver in
general maternity hospitals, where most of infant and maternal deaths are recorded. Only
comprehensive inquiry in this issue may allow making final conclusions.

The Reproductive Health Survey conducted in 1999, by the CDC-USA and the Georgian
Government, which included representative sample of IDP women of reproductive age residing
in collective centers, showed that the reproductive health status of IDPs is similar and by certain
characteristics is better than the general population. E.g. awareness on specific methods of
contraception (89% vs. 84%) and usage of modern method of contraception (12.5% vs. 12%)
was slightly higher among IDP women than in general population. IDPs have better access to
publicly provided contraceptives (63% vs. 53%). IDP women reported also lower total induced

! Validity of the Infant Mortality Rates for general population is also widely discoursed currently. See Women and
Children in Georgia. Situation Analysis 2003. UNICEF p. 50 and UNICEF Social Monitor, July 2003.

2 As for Thilisi, where the concentration of IDPs is also relatively high and IMR is above national average, - it can be
assumed that the registration system of infants  deaths is very stringent and hence, less likely that IDP IMR is misreported.

3 Better utilization of prenatal services by the IDPs compared to the general population has been reported also by the
Save the Children Survey in 2002 (SCS-2002).
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abortion rates (3.1. vs. 3.7) and they are better informed regarding the HIV/STD transmission
and prevention'

Nutrition

Two maijor nutritional problems may be identified in IDPs as well as in the rest of the Georgian
population: (i) calories and protein malnutrition; and (ii) iodine deficiency.

There have been few surveys specifically assessing the nutritional status of IDPs, mainly due to
the high cost and logistical problems associated with the necessary anthropometric
measurements. Only two small surveys were carried out by the IFRC in West Georgia (Zugdidi
and Jvari), involving up to 400 children in total. In 1999, UNICEF conducted a Multi Indicator
Cluster Survey (MICS) that assessed the nutritional status of children under five.

In 2000, the State Department of Statistics (SDS) started to monitor changes in food consumption
and its nutritional values?. The SDS survey found that for the poorest 20 percent of households
(many of which are located in urban areas), the average food consumption per equivalent adult
during the year was less than 1,700 Kcal per day (as compared to the recommended minimum
of 2500 calories).

Although the overall prevalence of acute malnutrition in children has been found to be low (1.1
percent) in general population, the rate of wasting among children under 5 years of age was
found to be slightly higher at 2.3 percent (SDS, 2000). Chronic malnutrition as evidenced by the
prevalence of stunting was estimated at between 10.4 percent and 11.7 percent overall, with the
rate being significantly higher in internally displaced children living in West Georgia (prevalence
of 25.5 percent) (SDS, 2000). Similarly the IFRC survey found the prevalence of stunting (low
height for age) among IDP children in Zugdidi (24.8%) and in Jvari (18.1% vs. 12.1% for local
population).

Figure 2: Percentage of Household Consuming Adequately lodized Salt
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lodine deficiency has been a major public health problem for Georgia in the past, particularly
amongst children. In 1998, iodine deficiency was identified in 49 percent of children under 16
years of age in endemic areas (Zemo and Kvemo Svaneti, Racha-Lechkhumi) including 4.3
percent of under fives. By some accounts, the IDPs were amongst the population group with the
highest risk. The SCF-2002 survey found the goiter prevalence higher in IDP households (1.8%
of IDP households vs. 0.8% of general population households).

! Serbanescu, F, Morris L., Nutsubidze N., Imnadze P, Shakhnazarova M., “Women's Reproductive Health Survey,
Georgia, 1999”. Final Report. NCDC, CMSI, MoLHSA, SDS, DRH/CDC, UNFPA, UNICEF, USAID, UNHCR, AIHA.
Atlanta. October 2001.

2 State Department of Statistics (SDS) Survey on Household Food Security in Georgia 2000.
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However, improvements have been made in fighting iodine deficiency. The MoLHSA estimates
that in the period from 1996-2002 the number of individuals affected by iodine deficiency has
decreased by 10 percent. Increased access to iodized salt has been an important part of this
improvement. Figure 29 shows that access to iodized salt has increased over 50 percent between
1999 and 2003. Most likely, these positive developments have occurred in IDP communities as
well; rigorous evidence on extent of this improvement in IDPs does not exist and would require
a special study.

There have been no specific large-scale studies to estimate iron and foliate deficiencies among
IDPs in Georgia. The data may be derived only from studies involving the general population. In
the reproductive health survey, about 3 percent of women with recent births reported pregnancy-
associated anemia. However, this could be a significant underestimation given that only one in
five mothers (20 percent) within the past six years received adequate care in terms of number of
prenatal visits. While there is no information suggesting that vitamin A deficiency is a significant
health problem in Georgia, vitamin A supplements are provided to some women after birth.
According to the results of the MICS, overall 8.6 percent of women who had a child in the
previous 12 months reported receiving a vitamin A supplement before their infant was two
months of age. Women in urban areas were slightly more likely to receive a vitamin A supplement
compared to women in rural areas (10.6 percent and 6.6 percent respectively).

Malnutrition and micronutrient problems in Georgia in general result from an inequitable
distribution of available food (e.g. inaccessibility of meat, fish, and milk and vitamin supplements),
insufficient awareness of nutritional needs and poor food habits amongst large segments of the
population. For example, the proportion of households with salt containing 15 ppm or more
potassium iodine was 8.1 percent (MICS). Less than 50 percent of children drink milk or eat any
milk products on a daily basis and the consumption of meat by children has been decreasing’.
Of particular concern is the estimate from the same study that 60 percent of Georgians define
themselves as food insecure with either moderate or severe hunger. This is not because food is
not widely available but rather that the economics of access is impaired. Some adverse
consequences of poor nutrition particularly amongst some vulnerable groups, such as the
elderly and children have already been observed (UNICEF and WFP 2000). There is no nutritional
surveillance system, nor effective policies or programs to combat food and nutrition problems
in Georgia.

Main Findings

The demographic trend in the IDP population of Georgia is alarming. Significantly lower birth
rates and slightly higher crude death rates among IDPs compared to the rest of the Georgian
population, which persisted over the years, has led to the erosion of the foundation of the age
pyramid and subsequent demographic free fall in IDPs. The share of younger generations in
this population is continuously declining at a much higher rate than in the general population.

In depth interviews with relevant policy makers and analysis of official data, review of the
existing literature, survey and research reports on IDPs health issues, confirmed that official
statistics are highly unreliable if taken at their face value, while survey and research findings
due to the methodological flaws, and/or incompatibility, - are contradictory and inconclusive.
Valid data on the health status of IDPs is very limited and in most cases does not allow
disaggregating health indicators for various IDP population groups (gender, age, region and
place of residence, private accommodation vs. collective centers, etc.).

! Economic Development and Poverty Reduction National Program 2003. Thilisi. 2003
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However, a reconciliation of official statistics and findings of numerous surveys conducted by
government and international organizations during the last five years, allows the conclusion to
be drawn that the health status of IDPs and specifically those living in collective centers, is worse
than that of the general population and local population residing in the same regions.

Leading causes of IDP morbidity appear to be (i) infectious, respiratory and parasitic diseases,
mainly related to the dire living conditions and the bad sanitary hygienic situation in many
collective centers; (ii) psycho-neurological and cardiovascular disorders probably associated
with post-traumatic and psychological stress related to their current existence and uncertain
future; and (iii) injuries and accidents, mainly among “permanent” or “temporary” (“seasonal”)
returnees to the Gali region due to persisting and unsafe conditions for individual’s security
(land mines, armed assaults on civilian population) in the conflict zone.

The prevalence of Tuberculosis is most likely higher among IDPs (particularly those living in
collective centers) than in the general population. However, both - the number of registered TB
cases among IDPs appears to be slowly declining and TB morbidity gap between IDPs and
general population narrowing. Reported improvements in TB situation among IDPs may be
attributed to the effectiveness of national TB program implanted with significant support from
international community.

Crude death rate (mortality rate) for IDPs according to the official statistics appears to be slightly
higher than for general population, the leading causes of death, similar. However, the dissociation
between the comparative mortality and morbidity from cardiovascular disorders (circulatory
system diseases) and cancer in the IDP population raise substantial concerns regarding the
validity of mortality data for IDPs. Further investigation of this issue may be useful to get a
meaningful picture.

Morbidity among IDP children (under 14) appears to be significantly higher (up to two times)
than in children from the general population. Respiratory, infectious diseases and diseases of
the digestive system are the leading causes of morbidity among IDP children.

However, such important health indicators as infant mortality and maternal mortality for IDP
population appear to be more favorable than for general population. Most of the reproductive
health indicators and characteristics (awareness on contraception methods, use of prenatal and
reproductive health services) are also slightly better for IDPs than for the general population;
although flaws in the official statistics should be factored. Further investigation of these issues is
recommended. An issue of particular interest may be the infant and child mortality rates among
IDPs in collective centers, as considerable time (5 years) has passed since the last nationwide
Reproductive Health Survey and IDPs in collective centers continue to be under influence of
detrimental health and hygienic conditions.

Despite the absence of representative data on the nutritional status at IDPs, - official statistics,
general household surveys and a few smaller surveys targeted at IDP children indicate that
acute malnutrition or severe chronic malnutrition does not seem to be a widespread problem
among IDPs. Although micronutrient deficiencies and particularly iodine deficiency - endemic in
many regions of Georgia- represents a serious public health problem nationwide. There appear
to be interventions and improvements such as the proper feeding of infants, iodization of salt,
and assuring high immunization rates could help lower the prevalence of stunting. For academic
purposes, it may have been useful to conduct nationwide representative nutritional study of IDPs
and IDP children; however the importance of expected outcomes from such a study from a
policy perspective, will hardly outweigh any significant associated costs, unless such study would
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be part of a national study (e.g. UNICEF MICS survey planned in 2005) and require only
incremental cost.

Access to Health Services

Access to health services is one of the major determinants of the health and well being of an
individual and society at large. Access to quality and affordable health services depends on
physical access to health facilities with qualified medical personnel and on financial (economic)
access to (affordability of) health services. In addition to physical (geographical) and financial
barriers, access to health services for individuals or specific population groups may be limited due
to discrimination on racial, ethnic and social grounds. These bottlenecks are often perpetuated on
a policy level, but may depend upon the preferences and attitudes of individual administrators or
medical professionals towards individual patients or patient groups due to the associated “stigma”.

The objective for this report was to identify any distinct physical access barriers to health services
or affordability problems that IDPs in collective centers or private accommodation may have
had compared to the general population.

Physical (geographical) access to health facilities and health services

From Soviet times, Georgia inherited extensive health infrastructure and excess medical personnel.
A widespread network of medical/nursing outposts, polyclinics, women consultations and
specialized dispensaries, maternity houses, village, district, regional and tertiary care national
hospitals were providing all levels of care to entire population of the country. Geographical
access problems have been satisfactorily addressed even in most remote areas. After the
independence, during the years of severe economic problems and underinvestment in the health
infrastructure, most medical/nursing outposts and village hospitals seized their existence. Buildings
and equipment of remaining health facilities, particularly in rural areas, depreciated. The number
of hospitals and hospital beds was also significantly reduced in the period from 1991 through
2002 (390 vs. 279 and 53 thousand vs. 18 thousand)'.However, the system is still characterized
by sufficient geographical coverage with primary care clinics (polyclinics, women consultations
and dispensaries) and with excess beds (the bed-to-population ratio (4.1) is above the European
average). Total number of medical personnel in Georgia still considerably exceeds the European
average; although the physician to nurse ratio is low (1.2 compared to 5.6 in Norway and 2.6 in
Germany). A disrupted system of continuous education and the absence of incentive mechanisms
contributes to the decline in numbers of qualified medical personnel, particularly in rural areas
and relatively poor regions. E.g. in Guria, the average number of doctors and nurses per 1000
population is 1.9 and 3.0 respectively, compared to the national average of 4.6 physicians and
5.3 nurses?.

IDPs residing in different regions of Georgia officially enjoy the same level of access to any of
the health facilities and medical providers (both public and private) as the rest of the local
population. Moreover, there are 33 IDP-specific health facilities under the MoHA3, mainly primary
care clinics and small inpatient facilities in areas with high concentration of IDPs (including
Thilisi). These health facilities exclusively serve IDPs. According to MoHA data, up to 1.5 million
outpatient visits of IDPs were registered in these facilities during the period from 1994 through
2003. In addition, 21 larger collective centers in Samegrelo, Imereti and Tbilisi have special

' CMSI, 2002.

2“Georgia: Review of the Health Sector”. The World Bank. 2004. Forthcoming

3 Including three village ambulatories with inpatient beds in three villages (Otobaia, Nabakevei and Saberio) of the
conflict Gali zone.
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medical points within the centers staffed with doctors and/or nurses financed through the
MoLHSA. Special mobile teams of qualified medical personnel periodically conduct screening
and treatment of IDPs on site. Over the last four years, an average of 30,000 IDPs (more than
10% of total IDP population) have been provided with on-site screening and treatment/referral
services annually.

Hence, as per the figures given above, IDPs should have at least equal or most likely better
physical access to health facilities and medical personnel than the general population residing
in same localities. This assumption is confirmed by the findings of those surveys that addressed
the issue of access to health services for IDPs (IFRC-1999 and SCF-2002).

Financial Access Barriers and Affordability of Health Services

In 1991, after the collapse of the universally accessible, publicly funded health system, formal
and informal out-of-pocket expenses became a major source of health sector financing. Health
financing reforms after 1995 attempted to consolidate available public resources for the provision
of essential health services to the population, especially those socially vulnerable. Formal cost-
sharing was introduced for a wide range of health interventions in order to mobilize additional
financial resources and direct them through legal, rather than informal channels to health
providers. However, the financial reforms failed to adequately address the escalating out-of-
pocket payments that create significant financial access barriers for the population, especially
so for the poor. Unexpected expenditures on health have been attributed to the serious poverty
risk for many households in the country. E.g. analysis of the Georgia Household Survey, 2001
(GHS-2001) data shows that more than 33% of households with chronic health problems have
incurred health expenses above 20% of their reported income. The 55 percent of those seeking
inpatient care report health expenditures that are above 20 percent of their total income, increasing
the poverty headcount by more than 10 (!) percent'.

Such catastrophic health expenditures deter many and especially the impoverished from seeking
health care. Distortions in health seeking behavior in turn, has had a significant negative effect
on the utilization of health services and ultimately on the health outcomes for the majority of the
Georgian population.

According to 2000-2002 household surveys, nearly 40% of people in the capital city of Thilisi
and 30% of the rural/urban population elsewhere in the country falling sick during the past 30
days refused to seek care. They referred to self-treatment rather than sought professional help,
or had to postpone or stop treatment prior to completion due to financial reasons?. Recent
estimates of the percentage of total spending that come from out-of-pocket payments (OOP) in
Georgia range from 66% to 87%—with much of this burden borne by the poor in rural
communities®. The poorest fifth of the population is significantly less likely to report an illness
compared to the richest fifth of the population, and are less likely to seek care conditional on an
illness being reported. A shortage of money is the most cited reason for not seeking care when
ill*. The utilization of health services fell dramatically between 1990 and 2004. The number of
outpatient contacts per person per year dropped from 6.5 to 1.2 in 2003. Hospital discharges
and occupancy rates decreased more than twofold in the same period?.

! “Georgia. Review of the Health Sector”. The World Bank. 2004. Forthcoming.

2 Gotsadze.G., Gzirishvili.D., Bennett.S, Ranson.K., 2001, Health Service Utilization and Expenditures in Thilisi

— 2000 Report of a Household Survey, Curatio International Foundation, Thilisi 2001.

3 J. Kutzin. 2004. “Principles for Health Financing Reform in Georgia: A WHO Perspective.” Copenhagen: WHO
Regional Office for Europe, July 2004, p. 1.

4 “Georgia. Review of the Health Sector”. The World Bank. 2004. Forthcoming

5CMSI
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The IDPs are as exposed to financial access barriers as the rest of the Georgian population. The
question whether IDPs experience more or less problems in affordability and utilization of
health services remains unanswered.

Findings from both SCF-2002 and IFRC-1999 surveys indicate that IDPs (from collective centers)
suffer more from financial access problems than the general population. According to the SCF-
2002 survey, the high cost of freatment precludes a considerably higher portion of IDP households
than general population households in West Georgia (62% vs. 39%) from obtaining health
care. IFRC-1999 findings indicate that 63% of IDP households in need of care and 55% of the
general population households also requiring care could not afford treatment.

Furthermore, when they occur, health expenditures seem to have similar, if not a more negative
impact on the economic status of an average IDP household compared to an average household
from the general population. The SCF-2002 survey reported that the average health expenditures
of IDP families considerably exceed the health spending of households from general population
in West Georgia (69 GEL compared to 53 GEL).', while both surveys (IFRC-1999 and SCF-2002)
indicate that incomes and the vulnerability status of IDPs are worse than that of general
population. Moreover, it appears that more IDP families are exposed to incurring health
expenditures than the general population. In the SCF-2002 survey, 80.3% of IDPs living in
collective centers in West Georgia reported having medical expenses in the previous three
months compared to 68.2% of households in the general population. In other words, IDPs
are more likely to incur expenses and when paying are spending higher amounts to
address their health problems than the general population.

Table 9. Total IDP Health Care Expenditures by Regions And Districts

Household health expenditure
Mean Std.D.
Samegrelo Poti 149.21 206.76
Zugdidi 67.43 103.28
Abasha 46.02 67.32
Martvili 95.52 171.87
Senaki 132.56 289.39
Chkhorotsku 61.08 218.78
Tsalenjikha 82.60 125.44
Khobi 81.65 139.60
Region Total 88.14 184.35
Imereti Kutaisi 53.70 110.26
Chiatura 27.50 47.15
Tkibuli 9.43 6.39
Tskhaltubo 10.13 9.00
Baghdadi 73.74 90.64
Vani 27.39 88.51
Zestafoni 93.49 178.56
Terjola 17.36 40.79
Samtredia 73.60 109.36
Khoni 52.04 78.29
Region Total 49.10 101.78

Source: SCF-2002

! Although IFRC-1999 reported opposite picture: local population paying slightly more than IDPs for recent illness (7.8
GEL vs. 6.9 GEL). These figures are less reliable as they are too small compared to findings of any nationwide survey
assessing household health care expenditures of general population and/or IDPs, prior and after IFRC-1999.
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It is notable that the health spending has a clear regional variation both among IDPs and in the
general population (see Table 9 and Figure 3). The highest health spending appears to be in
Samegrelo, where the largest ratio of IDPs to local population is observed (more than 50%,
reaching 80% in Zugdidi'). On average, health spending for IDPs in collective centers and local
population from Samegrelo is almost twice as much as is being spent in Imereti. This clearly
indicates that health care is significantly more expensive in Samegrelo than in the rest of Georgia
and more than 50% of all IDPs that reside in Samegrelo are more likely to be exposed to
impoverishing health care expenses, all other factors held constant.

Figure 3. Mean monthly expenditures on health care by the chronically ill, who receive care in
the general population.
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Source: “Georgia. Review of the Health Sector”. The World Bank. 2004. Forthcoming

At the same time the share of IDPs with access to health care, without payment, by all accounts
is higher than the share of general population enjoying “free” health care. According to the
IFRC-1999 report, the share of IDP household receiving free health care at the point of service
considerably exceeds the share of general population households (10% of IDPs in PA and 7% of
IDPs in CC, vs. 2% from general population). A similar pattern was found during the SCF-2002
survey: 26.4% of IDP households reported using medical services without payment compared to
15% of households in the general population.

These findings seem to contradict those described in the previous section on more widespread
and higher health outlays in IDPs than in the general population. However, there may be a
satisfactory explanation to this inconsistency. As indicated earlier, IDPs are more likely to have
worse health status than the general population. This implies more prevalent and graver health
problems requiring more frequent and expensive health care. While a higher percentage of
IDPs receiving “free” care may be associated with the fact that IDPs have better public coverage
against the health care costs through various central and local government programs (see
chapter Policy Environment) and get more medical assistance from international or local NGOs.

Other health care access problems

To date, no published survey has explored discrimination of IDPs on social, cultural and ethnic
grounds in relation to access to health care. Valid data do not exist to determine whether IDPs
are deterred from health services by health providers due to their IDP status. However, MoHA
officials mentioned a number of cases when medical personnel from health facilities serving the
general population, particularly higher level hospitals in central locations (e.g. Thilisi and Kutaisi),
have rejected IDP representatives for treatment. According to the same source, a perceived

! Sumbadze N., Tarkhan-Mouravi G., “Working Paper on IDP Vulnerability and Economic Self-reliance”. Government
of Georgia, SDC, UNDP, UNHCR, USAID, WB. Thilisi. July 2003.

23



limited ability of IDPs to pay for expensive health services is a main reason for these refusals. It
is notable that this happens even if IDPs have public insurance policies and their health care
costs are supposed to be covered by the government. The government, in the past often defaulted
on their obligations to reimburse the cost of medical procedures of IDPs (as for the other
vulnerable covered under the State Program for Vulnerable). Respectively, medical personnel
could not anticipate that health care costs (both formal and informal payments) would be
covered by the government or by an IDP himself/herself and refused to admit the patient
without clarifying the method of payment. FGD participants also mentioned that they commonly
use IDP health facilities or IDP doctors due to the high cost of treatment in general outpatient
facilities, emergency service and hospitals. Affordability is the main problem, but IDPs also
seem to prefer IDP medical personnel, as “they better understand the problems of IDP families”.
It is unclear, whether there is a specific problem of refusing medical services to IDPs due to a
“stigma” associated with IDP status. According to FGD participants they often hide their IDP
status because of this “stigma” attached to IDPs in some locations of Georgia (for details “Focus
Group Discussion Report”).

Main Findings

The physical (geographical) access to health facilities and health services for IDPs is satisfactory
as for the rest of the Georgian population. Moreover, it seems that IDPs have more options for
obtaining health services than the general population as they also have access to 33 specialized
IDP health facilities and 21 medical points throughout the country. In average 30,000 IDPs,
more than 10% of total IDP population have access to health screening and treatment on-site
provided by the mobile health teams.

IDPs, as the rest of the Georgian population, suffer from overwhelming financial access barriers
to heath services and face considerable poverty risk due to unexpected health expenditures.
Available data suggests that IDPs in collective centers are more affected by these problems than
the general population as more IDPs are foregoing treatment than the general population.

IDPs residing in different regions of Georgia are exposed to variable financial risk related to health
care, as cost of care and level of health outlays have expressed regional pattern. The most expensive
care and highest costs are observed in Samegrelo where large number of IDPs is located.

It seems that a significantly higher share of IDPs, living in collective centers, bear health
expenditures; pay more and respectively are at higher poverty risk due to health outlays than the
general population. However, they enjoy better access to and higher utilization of health services
(relatively inexpensive) and can get more health care paid or provided free by a third party
(through several programs and institutions of the central government, Abkhazian Government
in Exile, various international and local NGOs').

In certain cases, IDPs are deterred from higher level health services due to a perceived limited
ability of IDPs and their families to pay for these services. For the same reason, and due to
inadequate government financing, they also fail to get “free” care that they are entitled to under
various public programs.

IDPs in Focus Group Discussions (FGDs) have indicated the existence of a general “stigma”
associated to an IDP status in certain cases related to their everyday life. Yet, it is unclear and
needs further exploration whether this stigma affects the volume and quality of health services
provided to IDPs.

! See section of “Targeted Health Programs” of this report.
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Other Major Determinants of Health (lll Health)

Major determinants of individual health or ill health, - apart from overall access to health
services, - include income, employment status, access to education, environment, living conditions
and housing, and social capital, - formal and informal support networks. Assessing these
determinants for IDPs is important to get a clearer understanding of their current health profile,
forecast future developments and identify possible areas for policy interventions for the
improvement of IDP quality of life.

Income insecurity, unemployment and poverty

The association between income and the health status of an individual is undisputed. The
causal-effect relationship between health and income or poverty is twofold. Poorer individuals
commonly have worse health status due to low quality of life and lack of money needed to
maintain health. At the same time, a worse health status often precludes an individual from
increasing his income and rising above poverty due to a constrained capacity of productive
work and higher expenditures related to poor heath status.

Rising levels of poverty and deepening income inequality in Georgia has led to significant
income related disparities in the health status and health outcomes of the nation (see Table 10).

Table 10. General Population Morbidity and Mortality Levels in Relation to Income. Georgia 1999

Average Morbidity Level per Mortality Level per
Income/Month 10,000 of population | 10,000 of population
Up to 30 GEL 82 36
30-50 GEL 27 27
Higher than 50 GEL 8 2

Source: “Strategic Health Plan for Georgia 2000-2009”. 1999, Ministry
of Health, Labour and Social Affairs: Thilisi. p. 47.

In general, the IDP population has limited access to land (particularly those living in collective
centers), a higher unemployment rates, and hence, are more susceptible to poverty than the rest
of the Georgian population’. It is not surprising that the findings of different surveys (IFRC-
1999, SCF-2002, Save the Children National Survey on Vulnerability in 2002) indicate lower
levels of income and higher levels of poverty in IDPs, specifically those living in collective
centers?. According to the IFRC-1999 survey, the average expenditure® of IDP households per
adult equivalent (40 GEL) was well below the 50 GEL thresholds given in the Table 10. While the
self-reported expenditure levels for the general population and IDPs living in private
accommodation were slightly above this threshold (50 and 53 GEL respectively). Despite the
problems in comparing data on incomes from different surveys using different methodologies,
it should be noted nonetheless, that the morbidity and mortality patterns of IDPs living in
collective centers correspond to their income levels and support the conclusion that IDP health
status is worse than that of an average Georgian citizen. Respectively, significant improvements
in the health status of IDPs may only be anticipated in case of enhanced income security and
decreased poverty levels in IDP households.

! See the “World Bank: Georgia Poverty Update. 2002” and Labbate G, Jamburia L, Mirzashvili G. “Improving
Targeting of Poor and Extremely Poor Families in Georgia: the Construction of Poverty Maps at District Level”. Final
Report. UNDP, Thilisi 2003.

2 Both the IFRC-1999 and the World Bank report “Georgia-Poverty and Income Distribution, 1999”, suggest that IDPs
in private accommodation and particularly those that “resettled and had integrated themselves in local communities
face lower risks of poverty than the average Georgian household”.

3 Due to higher inaccuracies in reporting the income, number of surveys, including the SDS Georgia Household Survey,
uses expenditure estimates for determining the household income and poverty levels.

25




Income related disparity in health status in Georgia, may also help to explain why IDPs pay
more for health care. Data analysis of the Georgia Household Survey shows that the poor
spend 1.4 times more (as when they make any payments) on outpatient care than the richest
fifth of the population. Similar patterns are observed in relation to other levels of care’.

On the positive note, IDPs seem to have better access to health care without payment compared
to the poor from the general population (see Table 11).

Table 11. Mean Monthly Expenditures on Chronic lliness for IDPs and General Population in GEL

Mean monthly Percentage of those seeking
Quintiles expenditure on chronic | treatment of chronic illness
illnesses who make no payments
IDPs, Georgia™ - 33
Gp* - 24
IDPs, West Georgia** 69 -
General population 53 -
Poorest 53.4 14.9
Second 56.6 12.0
Middle 42 12.8
Fourth 46.8 12.8
Richest 54.6 10.4
Overall 47.5 12.4

*Obtained from the IFRC-1999 for IDPs in collective centers and general
population sample throughout Georgia.

** Reported by SCF-2002 for IDPs in collective centers in West Georgia
Source: IFRC-1999, SCF-2002 and SDS-2001.

Education

The health status of an individual is strongly linked with his/her educational status. lll health, or
frequent health problems preclude an individual’s access to educational opportunities. At the
same time, individuals with low levels of education tend to have worse health status due to lower
incomes and less knowledge on how to maintain their own health. Respectively, access to
education is one of the most critical factors affecting the health status of the IDP population
from a long term perspective.

Available data concludes that the current educational status of IDPs and access to primary,
secondary and higher education is not significantly different from that of the general population.
Universal access to education is guaranteed by law and IDPs are exempt from payments required
for higher grades secondary school. According to the IFRC-1999 report, one third of IDPs aged
18-24 continue their studies to obtain graduate or postgraduate education.

However, there are indications that a problem of school attendance and drop-outs of enrolled
IDP children may be worse compared to children from general population due to inferior health
and socio-economic status of IDPs. The same factors affect the comparative quality of education
received by the IDPs and competitiveness of IDP graduates in the local labor market. (See also
the “Focus Group Discussion Report”).

! “Georgia: Review of the Health Sector”. The World Bank. 2004. Forthcoming
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Poor Living Conditions

The health status of an individual is largely dependant on his/her living conditions. Poor sanitary
and hygienic conditions may cause acute and chronic illnesses, disability and deaths.

The overwhelming majority of IDPs residing in the collective centers throughout Georgia live in
unsuitable, run-down and infested buildings, with inadequate sanitary conditions and in many
cases, with constrained access to essential utilities (water, gas and electricity).

Poor sanitary conditions and inadequate hygienic standards of collective centers have been a
major problem since the original displacement of IDPs, as most collective center buildings were
not constructed with long-term accommodation in mind. Over the years, building conditions
worsened due to a lack of maintenance and repairs. The IDPs experience severe problems with
living space in these unsuitable quarters. Out of a total 1683 collective centers throughout the
country, 70 percent need urgent repair, while almost all of them are unsafe from a public health
perspective. IDPs live in crowded conditions wherein sewerage and water supply systems are
dysfunctional. On average, IDPs have 7 to 9 sq. meters per person in collective centers compared
to 18-30 sq. meters per person of the local population. Thirty-seven to forty percent of IDPs
have unshared access to a toilet compared to 70-90 percent of the local population (SCF-2002

and IFRC-1999).

Serious outbreaks of infectious and water-borne diseases in the past may be directly attributed
to these poor living conditions. The likelihood of re-occurrence of such outbreaks in the future is
extremely high, if not inevitable, unless adequate measures for improving the sanitary and
hygienic conditions of IDP collective centers are undertaken.

Social Capital

Social capital, or social institutions and social support networks available to individuals is one of
the important determining factors of health and well-being. Social capital often helps to alleviate
the ill health burden carried by an individual and his/her family members and helps to shield
them from often devastating health expenditures. The social institutions and networks may be
formal and informal. The latter were traditionally well-developed in Georgia. The importance of
an informal support network increased as formal institutions and networks became dysfunctional
during the years of severe socio-economic crisis.

General distrust in formal government structures has dominated among IDPs as in the rest of
the Georgian population until recently. During the years, IDPs have developed a negative attitude
towards both the central government and the Abkhaz Government in Exile. Among the major
reasons for this attitude are (i) an overall inability of these governments to finally resolve the
Abkhaz and South Osset conflicts and ensure the return of IDPs to their places of original
residence, and (ii) their perceived indifference and inability to effectively address the everyday
problems of IDPs struggling to sustain basic life and health requirements. The participation of
IDPs in public life is also constrained. Until recently, IDPs have been limited in their constitutional
right to elect local representatives. Violations of other political and civil rights of IDPs, signs of
social isolation and “stigma” attached to the IDP status had been reported in numerous
publications' and have been reconfirmed through the FGDs.

! See for details (i) Kharashvili J., Tsivtsivadze T., Zhvania N., Chaladze G., Kobalia G., Lekveishvili T., Uridia G., “Study
on IDP Rights”. UNDP Thilisi 2003, (ii) Sumbadze N., Tarkhan-Mouravi G., “Working Paper on IDP Vulnerability and
Economic Self-reliance”. Government of Georgia, SDC, UNDP, UNHCR, USAID, WB. Thilisi. July 2003, and (iii)
Dershem L, Gurgenidze N, Holtzman S. “Poverty and Vulnerability among Internally Displaced Persons in Georgia: An
Update of Their Current Status and Circumstances”. Working Paper. World Bank. November 2002.
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IDPs are distinguished by very strong social support networks among themselves. Informal
networks were reported to be particularly strong in IDPs residing in collective centers and in
areas with apparent social isolation from local communities. These networks consist of friends,
relatives, current and former neighbors from their original residences, are the most effective
coping mechanisms for many IDP households to deal with economic and other hardships.
These networks and labor migrants from IDP households and are the main sources of financial
assistance to meet basic nutritional and health needs and in case of emergency. The FGD
participants reported numerous occasions when assistance mobilized through their informal
support network enabled them and their family members to get access to needed and often life-
saving medical intervention.

The extent and characteristics of informal social networks among IDPs has not been
comprehensively assessed. However, the potential is considerable in addressing the IDPs health
problems and improving their financial protection from catastrophic health outlays.

One of the projects implemented by the IDP NGO “Charity Humanitarian Center “Abkhazeti”,
through the “New Approach to IDP assistance” in Tskhaltubo district have tapped the potential of
the informal support networks, rejoining the efforts of local and IDP communities in improving
access to health services and performing health education for more than six thousand IDPs and
local population. Such innovative approaches, drawing upon the potential of informal support
network, using community based approaches and promoting social inclusion should be strongly
supported as a viable mechanism for addressing the IDPs health needs. Furthermore, taking
into account existing mutual trust in IDP communities, they may serve as an effective tool to
improve the financial protection of IDPs in case of health problems through community based
prepayment or insurance schemes that will formalize and make sustainable already existing
informal arrangements among IDPs.

Health Policy and Targeted Health Programs for IDPs

Due to health market imperfections and social welfare considerations, physical access and
affordability of health services is largely a function of effective public policy. Georgian citizens
as in many developed countries and throughout the former Soviet states, enjoyed universal
access to health services that were funded and provided by the central government. After regaining
independence the severe economic and fiscal crises caused the collapse of publicly funded
social safety net and health system.

Prior to independence, 4.5 percent of GDP was spent on health. Estimated per capita public
health spending was equivalent to 500 USD. The fiscal crisis of the transition years in the early

1990s hit the health sector particularly hard. Government per capita expenditure on health
declined to ~US$0.4 (0.3% of GDP) in 1994,

With the collapse of government revenues from 1994, private spending became a major source
of health sector financing. The Government of Georgia (GoG) was forced to embark on health
sector reforms along with macroeconomic stabilization measures supported by the IMF and the
World Bank. The GoG initiated major reforms in 1995 through new legislation that enabled the
commencement of structural and financing reforms of the health sector, paving the way for the
development of a social insurance model while upholding the principles of solidarity and equity.
The new model attempted to maintain these principles. Basic directions of the health reform
included deregulation, decentralization and the separation of financing from the provision of
services.

! World Bank, Staff Appraisal Report No. 15069-GE, Georgia Health Project, Washington, 1996.
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The concept of the Basic Benefit Package (BBP) was introduced. Through the State Health Programs
(SHP), the state defined types of health services and entitled population groups to be financed
through public sources. IDPs were identified as one of the vulnerable population groups to be
targeted through the SHP. The legal framework for the introduction of targeted health care
benefits for IDPs was set in clause 2 of Article 5 of the Law of Georgia on Internally Displaced
Persons — the Persecuted: “cost of medical treatment of vulnerable IDP at the medical institution
shall be compensated by the state according to the pre-determined procedure and within state
standards and tariffs”. According to this clause, each year, the state budget law (budget allocations
for MoLHSA, MoHA) and forthcoming normative acts (ministerial decrees of MoLHSA approving
the annual SHP and the state medical standards and tariffs for medical services) define scope
and volume of services to be covered from the central and local governmental budgets.

Since the introduction of the State Health Program, any public entitlements in health for the
general population were also available for IDPs. E.g. IDP children from O to 3 years are targeted
under the State Health Program for Children Aged 0 to 3 years; IDP pregnant women were
entitled to prenatal care and delivery at the expense of the central government through the State
Health Program for Safe Motherhood; IDPs requiring psychiatric care, renal dialysis, cardiac
surgery, treatment of TB, diabetes were covered under their respective programs. IDPs also
have access to limited outpatient care benefit that is financed through the State Rural Health
Program (central budget) and municipal outpatient services programs financed by local budgets.

Since 1995, the State Health Program for Vulnerable (7.4 million GEL, or appr. 9% of total
central government’s health budget for 2004) carries special provisions for vulnerable IDPs and
IDPs residing in Samegrelo and Upper Svaneti. Initially, vulnerable IDPs, for the purpose of the
State Health Program for Vulnerable (SHPV) were defined according to the categories used for
general population, which included single pensioners, orphans deprived of parents, single
mothers, disabled and disabled war veterans. Also, the entire IDPs population residing in
Samegrelo and Upper Svaneti (almost 100,000 persons) was considered vulnerable and covered
under this program'. The coverage of IDPs in this program has expanded over the years and
since 2002, all IDP pensioners, students under the age 23, deprived of both parents, and all
single-headed households are included. The number of IDPs eligible for these programs (now
merged into a single program called the “State Health Program for the Populations’ Inpatient
Care”) has increased from 120 thousand to 190 thousand as of January 1, 2003. These
190,000 IDPs have special State Insurance Policy cards that entitle them to a package of outpatient
and inpatient care benefits. Up to 500 medical conditions requiring inpatient care are covered
under this program. Limited dental care benefits (up to 40,000 GEL per year) were also provided
to IDPs residing in Thilisi under the State Program for Population Ambulatory Services. In addition,
the Ministry of Refugees and Accommodation has annual budget of 300,000 GEL for individual
IDP assistance. A significant portion of these funds are used to cover medical care or related
costs for IDPs based on a review of individual applications.

In other words, IDPs theoretically are entitled to significant additional public benefits in health
care, above all, public benefits that are mandated for the general population. However,
considering reports that more IDPs are unable to afford health care (see above), it remains
unclear how adequate these entitlements are, compared to the real health needs and poverty
status of IDPs.

' Which may be logical, as considerable number of IDPs in Samegrelo and Upper Svaneti resides in collective centers;
they have higher poverty and unemployment levels and are exposed to health care expenditures that are higher than
elsewhere in Georgia.
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Moreover, IDPs, as the rest of the population never had access to full benefits mandated through
the respective laws and regulations. The inability of the Georgian Government to significantly
improve the mobilization of general public revenues' and the low priority on financing health in
the public agenda? resulted in severe and continuous under-funding of the health sector for
years. Diminishing public resources for health, the permanent default on obligations taken by
the state and the resulting credibility gap between the state, providers and clients undermined
the initial reform objectives of solidarity and equity in health. The under-funded and over-
stretched BBP — State Health Programs, failed to improve access and affordability of health
services for the majority of the Georgian population. The complexity and lack of transparency in
the BBP composition and health entitlements presented another barrier for obtaining publicly
financed health services.

IDPs suffered equally if not more from this situation. Many IDPs with State Insurance Policy
cards are refused service or requested to reimburse the cost of medical treatment in general
medical facilities, regional and central hospitals that are supposed to provide free care for
specific health interventions. The administration of health facilities and medical personnel is
often ignorant of the health care benefits for IDPs. In some cases, medical personnel take
advantage of the lack of information that IDPs have regarding their own rights and entitlements
in health care. FGD also revealed the frequency of abuse of IDP health entitlements and low
awareness of IDPs regarding publicly provided health services. Thus, it is not surprising that
despite the legally mandated, considerable additional public coverage, overall IDPs did not
have better financial access to health services as compared to the general population.

The existing situation calls for major changes in health policy. The 2000-2009 National Health
Plan of Georgia (NHP) adopted in 1999 and the Economic Development and Poverty Reduction
Program (EDPRP) endorsed in 2003 envisions a whole range of structural and institutional
measures aimed at sustainable and robust economic growth, improved governance and the
mobilization of public finances and the implementation of “pro-poor” policies, including increased
allocations for essential health services for the population and particularly for the vulnerable.
These goals were reconfirmed in the new governmental document of “Reform and Development
Program for 2004-2009". The realization of these goals, including those for social and health
sectors, will require a comprehensive, detailed and feasible action plan. Currently, GoG is in
the process of defining this action plan, which implies a critical review of the NHP implementation
strategy and already implemented and planned health system and health financing reform
efforts. An adequate assessment of the precise nature and extent of the existing problems and
effectiveness in the implementation of a revised national strategy, however, will require, an
improved capacity of Georgian institutions, better donor coordination, and a still further refined
development of a focused and coherent agenda for reform that outlines needed financing and
organizational changes that serve to reinforce each other.

While IDPs will benefit from general improvements in health policy and health services provision,
the specific attention should be given to health policy measures and targeted health programs
directed towards IDPs to account for their specific health needs and socio-economic profile.

! Ability to raise public revenues in Georgia has remained very weak even compared with low income developing and
transition countries throughout the World. The tax revenues to GDP ratio never surpassed 15% in the last decade.
2The share of health expenditures in total government expenditures never exceeded 4-5% over the last ten years.
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International Medical Assistance Programs

Since 1993, IDPs have been beneficiaries for considerable international assistance in the health
sector. A number of UN agencies, bilateral donor and non-governmental organizations have
been financing or supporting the provision of health services to IDPs across Georgia. MSF-
Holland, MSF-Spain, UMCOR, IMC, IFRC, TAG, CARE Georgia, NRC, Counterpart, Acts Georgia
and other organizations have provided direct health care, delivered significant amount of
pharmaceuticals and medical supplies, rehabilitated IDP medical clinics and medical points
and trained human resources during the period from 1993 through 2001.

However, beginning in 1998, the scope of international targeted health programs for IDPs has
decreased radically, along with the overall reduction of international relief programs. As of
today, only occasional support is available' to concrete IDP facilities or collective centers and
current international assistance programs have insignificant impact on improvement of access
to health services for IDPs.

Main Findings

IDPs residing in collective centers appear to have less income and higher poverty levels and
respectively higher health risks than the general population. They spend more of a higher share
of total household income on health care and are less protected from financial risks associated
with unexpected health expenditures. The worse health status and morbidity profile of IDPs
corresponds to their income level.

IDPs have similar educational status and access to education as the general population. IDP
families understand the importance and high value of education and strive to ensure the best
educational opportunities for their children. However, it is unclear to what degree the inferior
health and socio-economic status of IDP children in collective centers is affecting their attendance
and drop-out rates of already enrolled children. Long-term consequences of gradual depreciation
of the IDP population education status will have significant impact over their health status.

The IDPs residing in collective centers, with almost no exceptions, live in unsafe conditions for
their health. Crowded living space, dilapidated, unsuitable buildings, lack of adequate sanitation
and water supply and constrained access to basic utilities pose serious health risks for IDP
children and adults. Serious outbreaks of infectious and water-borne diseases may be directly
attributed to these poor living conditions. The likelihood of re-occurrence is extremely high, if
not inevitable, unless adequate measures for improving the sanitary and hygienic conditions of
IDP collective centers are undertaken.

The social capital of IDPs mostly relies on their informal social support networks among
themselves. Most of the qualitative surveys and focus group discussions report widespread
distrust in the central government and the Abkhaz Government in Exile. Confidence in formal
public institutions and participation of IDPs in public life is low. There are signs of social
exclusion and tensions with local population in certain areas and locations where IDPs reside.
There are indications of strong general stigma attached to IDP status. It is unclear to what
degree the social exclusion and stigma affects IDPs in relation to access to health services,
quality of care provided, responsiveness of general (non-IDP) medical personnel towards IDP
health needs.

! On detailed description of currently implemented and planned health sector assistance projects for IDPs see the web
page: http://www.assistancegeorgia.org.ge
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The development of existing social capital among IDPs and the promotion of social inclusion
through innovative community-based approaches may serve as an effective mechanism for
addressing the health and financial protection needs of IDPs.

A review of health policy and targeted public health programs shows that over the years, the
Georgian Government attempted to provide relatively significant additional public benefits to
IDPs far above the entitlements of the general population. However, due to the weakness of
state institutions in the past, failures in the mobilization of public revenues, the low priority and
drawbacks in financing of health services, complexity and low transparency of SHPs had a
profoundly negative impact on the realization of these benefits in practice. Even with current
improvements in fulfilling state obligations in health care, it is unclear how adequate the current
health care entitlements are compared to real health needs and the poverty status of IDPs.

While revising the current health strategy with the aim of implementing “pro-poor” policies and
re-defining the Basic Benefits Package (BBP) in health care, the Georgian Government should
consider the specific health needs and poverty profile of IDPs.

During the years 1993-1999, international medical assistance programs targeted at IDPs have
been instrumental in ensuring access to essential health services for IDP populations across
Georgia. With a significant decrease in the scope and size of donors’ relief assistance, these
programs currently have a negligible impact on the health status and provision of health services
to the IDP population.

Conclusions and Recommendations

Main conclusions, gaps and further research needs

To date, there have been few representative and methodologically sound studies concerning the
health status of IDPs. Most notable are the IFRC-1999 and SCF-2002 studies. Findings of these
studies combined with relatively reliable official statistics, interviews with selected policy makers
and officials and focus group discussions with IDPs across Georgia conducted by consultants,
allow certain general conclusions to be drawn regarding the health status of IDPs and the
magnitude of problems that they experience in seeking health care. Available evidence suggests
that compared to the general population, the overall health status of IDPs is worse; a higher
share of IDP households can not afford and consequently do not seek health care. When they
do seek care, they pay more frequently and higher amounts. IDPs may experience more problems
in obtaining health care in higher level general (non IDP) health facilities. Publicly provided
health benefits hardly match their health needs. IDPs have lower income and inferior living
conditions exposing them to higher health risks and the long-term depreciation of health capital.
In certain places around the country, IDPs feel stigmatized and socially isolated from the local
population, limiting their overall ability to address health related problems.

At the same time, IDPs enjoy better physical access and the availability of health services. IDPs
are legally entitled to a wider package of publicly provided health care benefits and are able to
use at least some of these benefits, as a higher share of IDP households obtains health care
free at the point of service. IDPs had considerable relief health assistance in the past and still
enjoy some limited and occasional humanitarian health assistance opportunities at present.
IDPs have developed strong social support networks amongst themselves and heavily rely on
these networks in dealing with health-related problems.
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Numerous gaps have been identified in the available valid data concerning the IDP health
profile in Georgia. Some of them are:

e These conclusions are mainly applicable to IDPs residing in collective centers, as sufficient
primary data on those living in private accommodations is unavailable';

e ltis hard to disaggregate data on regional level for most of the health indicators or other
characteristics for the health profile of IDPs;

e The official statistics on IDPs basic health indicators, such as life expectancy, leading
causes of mortality, prevalence of most frequent health problems, maternal, infant and
child mortality, life styles, etc. are mostly missing; what exists is highly unreliable;

e Important components to complete the health profile of IDPs are missing in primary
research data obtained from various studies and surveys: (i) access to inpatient health
facilities (reliable and representative data may be obtained only through patient exit
survey, as hospitalization cases captured through routine household surveys are few and
recall bias is high), (ii) full cost of health services for IDP patients including all direct and
indirect costs associated with illness or hospitalization episode; (iii) quality and satisfaction
with care received by IDPs with the emphasis on possible stigmatization that IDPs may be
experiencing in non-IDP medical facilities;

e More in-depth research (ideally epidemiological and anthropometric studies) are required
to establish the status of certain health and nutritional characteristics of IDPs, including:
prevalence and incidence of cardiovascular diseases, depression and other psycho-
neurological disorders, STDs, goiter, diabetes, chronic and acute malnutrition,
immunization rates, infant and child mortality, etc.

Hence, the need for further research to establish a more precise health profile for IDPs in
Georgia is obvious. In case such an initiative is taken, the draft terms of reference for IDP
Health Profile Survey has been provided. However, the current study has not identified any
major health or health policy problems which could be considered absolutely unexpected for the
main stakeholders and/or unique to IDPs; requiring immediate policy intervention and radical
changes in the design and scope of existing public and donor assistance programs. It is
unlikely that a nationwide IDP Health Profile Survey, beyond assessing the precise
nature and magnitude of already identified problems, will deliver any such findings
requiring immediate policy attention.

Taking into account the high financial and technical requirements, a final decision on whether to
conduct such a study should be deliberated carefully. Consultations with the Government of
Georgia and major stakeholders involved in IDP issues may be useful for making such a
decision. However, as noted earlier, the inclusion of a representative IDP sample may be
considered as in SDS’s Georgian Household Survey, which employs household health and
health expenditure module and/or in nationwide surveys planned in near future (e.g. Women'’s
Reproductive Health Survey USAID/UNFPA and UNICEF’s MICS in 2005.

Statistics and Health Information System for IDPs

An analysis of official data and statistics on health status of IDP population in Georgia, has
uncovered major gaps and inaccuracies. The data is missing or highly unreliable on basic
health indicators such as life expectancy, infant and maternal mortality, and general morbidity
and mortality patterns. The need for an improvement in data collection and reporting is obvious.
Providing technical assistance and/or financial support to relevant governmental institutions for

" However, available limited data suggest that health profile of IDPs living in private accommodations most likely is very
similar to the local population.
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the improvement of a health information system for IDPs is desirable. However, as a condition
of such assistance, the government should define its position on long term feasibility and a
rational for the monitoring of IDP-specific health indicators and the maintenance of parallel
health provider network for IDPs.

Targeting selected health problems

The study identified certain health problems that are most prevalent among IDPs. Psychosomatic
disorders are the leading causes of morbidity in IDPs residing in collective centers. It is worthwhile
to focus efforts and resources of both public and donor-funded programs on those health
problems which take the highest toll on lost productivity and on the lives of IDPs. The expansion
of some existing programs employing health education, outreach activities and psychological
counseling specifically targeting these health problems may be recommended.

Community Based Approach

Considering the strong mutual support networks and a relatively successful pilot community
development initiative throughout the country, a community-based approach for addressing
health needs of IDPs may be recommended. The implementation of health education, prevention
and counseling activities and the promotion of community-financing and mutual insurance
schemes against catastrophic health expenditures, using the informal social networks and strong
community links within IDPs and particularly those living in collective centers, may provide
viable short and medium term solution for current health and health related problems of IDPs.

Revision of Targeted Health Programs

The Georgian Government plans to re-focus available resources in health towards the most
vulnerable and poor. A similar concept is behind the “New Approach to IDP Assistance”. The
identification and personification of the poor and most vulnerable for proper targeting is one of
the corner stones of this strategy. The health profile of IDPs in general and the health profile of
individual IDP households may be used to define the vulnerability profile and general vulnerability
criteria for these purposes. IDP health needs identified through this study also may contribute to
the process of revision of the national health strategy and current BBP. The specific health needs
and vulnerability profile of IDPs should serve as a basis for the revision of targeted health
programs that currently carry numerous entitlements for IDPs.

34



ANNEX 1

IDP Health Profile

Review in Georgia - Focus Group

DISCUSSION REPORT
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OBJECTIVES
The primary objectives of this qualitative research were:

e To better understand IDPs socio-economic context (including education, housing, migration,
social capital, etc.) as a major determinant of IDP health status;

e To better understand IDP behaviors and attitudes in terms of seeking and utilizing health
care;

e To investigate factors that currently discourage a high percentage of patients from utilizing
primary and secondary care;

e To seek IDP views about how to improve the socio-economic context as well as utilization
of care and quality of health care services.

METHODOLOGY

Data were collected through Focus Group Discussions (FGD) conducted among IDPs living in
collective centers and the private sector. In total, 7 FGDs were conducted among IDPs in following
locations:

1. Thilisi - IDPs from Abkhazia (10 people)
2. Kutaisi - IDPs from Abkhazia (12 people)
3. Zugdidi - IDPs from Abkhazia (10 people)
4. Borjomi - IDPs from Abkhazia (11 people)
5. Thilisii - IDPs from South Ossetia (9 people)

6. Batumi - IDPs from Abkhazia (12 people)
7. Gori - IDPs from South Ossetia (12 people)

The FGD tool has been piloted and changes were incorporated in the final tool. The FGD guide
is attached to this report.

FGDs were made up of 9-12 people (half living in IDP collective centers and half living privately),
mainly mothers and grandmothers, i.e. the people most knowledgeable about the health status
of their household members, relatives, neighbors, etc. Participants were selected to represent
similar perspectives, and feel comfortable talking freely within the group.

The length of the FGD sessions averaged between 1.5 and 2 hours. Two people conducted each
FGD: a moderator who led the discussion and a facilitator who handled all logistics and took
notes. The facilitator recorded the personal characteristics of the members making up the FGD
and the time, duration, and location of the FGD. As far as possible, the discussions took place
in a setting where the discussion was not disturbed and people felt that they could voice their
opinions freely. FGDs were recorded. Tapes of the discussions were kept for further analysis.

Detailed transcripts were prepared for all 7 FGDs, followed by preliminary coding of the

information. Using pre-defined codes, information has been organized and displayed. Notes
and quotations were translated.
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RESULTS

Most common diseases
Infectious diseases

In general, infectious diseases were mentioned as most common by the respondents living in
collective centers located outside Thilisi; mostly waterborne infections, namely diarrhea as well
as respiratory infections and scabies. Among IDPs living in private sector these diseases seem to
be less common.

It was stressed that TB is a growing problem among IDPs in all regions, including Thilisi. When
asked about children, participants mentioned vaccine preventable diseases, mainly measles
and rubella, which had become very common in the past several months.

“Recently there was an outbreak of diarrhea in our collective center. Many people were
affected. Unfortunately, two infants died.”
(Respondent in Zugdidi)

“Scabies is very common, which is due to poor sanitary conditions”
(Respondent in Zugdidi)

Chronic diseases

It seems that chronic diseases produce a substantial burden of disease among the IDP population.
Respondents mentioned the following diseases as the most prevalent: neurosis and other
psychiatric disorders; cardiovascular diseases such as hypertension, coronary heart diseases
and stroke; diabetes mellitus; cancer. When asked specifically for women, respondents mentioned
infertility. Similarly, stunting, anemia, and iodine deficiency were mentioned for children. It was
also said that birth rate has significantly decreased over the past several years.

“Everybody is under stress and thus has neurosis. Many people suffer from insomnia. There
were seven cases of suicide in our collective center during the last two years”.
(Respondent in Thilisi)

“More people die than are born. Every week there is a funeral. So we are getting less. So
my question is - who is going to go back when time comes2”
(Respondent in Batumi)

The major determinants of ill health
Poverty and Unemployment

Most IDPs believe that a main reason for their poor health is poverty. The vast majority of the IDP
population is unemployed. This is most problematic for young males.

“The main reason for our stress is that we are afraid not to have enough money tomorrow
to feed our families”.
(Respondent in Thilisi)
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“It is poverty that causes everything. The money we get, i.e. 11 Laris, is nothing. It was
announced that somebody has stolen 10 million from the state budget, but nobody is
interested how we can live on 11 Laris”.

(Respondent in Kutaisi)

“Because of poverty many young women are engaged in prostitution. And number of such
women is growing”.
(Respondent in Zugdidi)

“Young males can not find jobs. They hang in a street all day long. So it is not surprising
that alcohol and drug abuse is so common”.
(Respondent in Gori)

Psychological stress resulting from uncertainty regarding return to Abkhazia was mentioned as
another important factor. They believe that all their problems including ill health will disappear
when they return home.

“My mother says that it is much better to be in jail. At least you know when you are going
home. But in our current state we do not know that”.
(Respondent in Thilisi)

“We will forget all our troubles, including health problems, when we are back home”
(Respondent in Kutaisi)

Poor sanitary/living conditions

The main problem is the poor sanitary conditions of collective centers. Often, there is no
running water and/or a functioning sewage system. Similarly, IDPs living in collective centers do
not have gas and electricity. It is only in Thilisi where the situation is better with regard to water
and electricity. In winter, it is very cold. There are rats, flies and mosquitoes in collective center
dwellings.

Another problem is that IDPs have very small living spaces. It seems that IDPs accommodated in
the private sector have better conditions, although they have to pay for electricity, water, and
gas.

It seems that the one of the reasons for such poor living conditions is the uncertainty IDPs have
in the sense that they do not know whether they are staying here forever or going back in
foreseeable future.

“I am a teacher in a local school. Recently there was a big outbreak of diarrhea among
our school children. It was found out that the reason was dirty water children were
drinking in one of the collective centers. Some children were so sick that they were
hospitalized”.

(Respondent in Zugdidi)

“I live in this collective center. Please follow me and | will show you our basement which is
full of sewage water. We are living on sewage water. Can you feel a smell2 We cannot sleep

at night because of mosquitoes”.
(Respondent in Zugdidi)
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“In our center sewage is not working, and it smells terribly. We checked quality of water
and found that it is very bad”.
(Respondent in Kutaisi)

“We are three people — my husband, daughter and me living in one room, which is split off
in two parts — and it is considered as a good condition. Often, there are 5 or 6 people
living in one room”.

(Respondent in Thilisi)

“There is a permanent talk that we are going back tomorrow, or in one month or in the
nearest future. Therefore, people do not want to improve their living conditions. Why
should they spend money here if they are going back and will have to restore their houses
in Abkhazia2”

(Respondent in Thilisi)

“The number of marriages is very low. Young man can not start families, they do not have
enough space to bring their wives to.”
(Respondent in Batumi)

Education

Education is regarded as a priceless commodity by IDPs. IDPs try to give as good education to
their children as possible. In Thilisi, nearly all children go to school, whereas it seems to be a
serious problem in the regions. Costs associated with clothing, books and stationary may
impose significant financial burden on some households and prevent children from going to
school.

The fact that many young people cannot find jobs after they graduate from universities, seriously
affects their motivation to get education.

“We may not eat at all but we will ensure that our children get good education. If they are
well educated, they can get a good job and there is a chance that they will make a decent
living”.

(Respondent in Thilisi)

“My son is telling me that he would not continue his studies. He says - Anyway, | will not be
able to find a job. So why should | bother at all2”
(Respondent in Gori)

“l am 16 years old. When | was younger, my parents decided to send me and my sister to
a boarding school which was far away from here. The reason was that we did not have
good clothes and shoes and we were ashamed to go to the local school”.

(Respondent in Zugdidi)

Migration

It seems that significant portion of the active population has immigrated to other countries to
seek a job to financially support their families. Many families are separated for this reason.

IDPs originating from Gali often cross back into Abkhazia and stay for extended periods to
cultivate their land. By doing so, they harvest corn and nuts, which helps them to support
families.
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“Like the rest of population of Georgia, half of our people are gone abroad to find jobs to
support their families”.
(Respondent in Thilisi)

“On average, one person has emigrated from every family. It is not easy to leave in
separation, but they did not have any other choice. It is not a secret that it is impossible to
leave on 11 Laris”.

(Respondent in Batumi)

“I am from Gali and go there to cultivate my land to get some harvest. However, it is too
difficult given that | am working under a huge psychological pressure there”.
(Respondent in Zugdidi)

Social capital and stigma among IDPs
Social network/support

It should be stressed that IDPs have a very strong social network. Thanks to this network they
managed to cope with their hardships. In case of any trouble, including health problems,
people collect money and provide financial support to those who are in need.

“In our center, we live as a one big family. For a help, an IDP turns always to an IDP”.
(Respondent in Thilisi)

“When somebody is in trouble, we collect 5-10 Laris from every household. And we never
ask this money back”.
(Respondent in Kutaisi)

It was a universal finding in all places that local grocers advance food to IDPs, who pay for it later.
Similarly, they can get medicines in local pharmacies, dentist services.

“Owners of local food stores trust our people. We always pay the money back timely. They
even trust us more than local population”.
(Respondent in Kutaisi)

“Dentist extracts our teeth, and we can pay him money later”.
(Respondent in Kutaisi)

Stigma and worry related to “Being an IDP”

It seems that there is still some tension between resident and IDP population, and IDPs feel
stigmatized.

“I will never be able to live with local people. | do not need even the gold from here. | am
not upset with these people; however, | do not make friends either”.
(Respondent in Kutaisi)

“We often hear people saying that every second person is IDP now. Why have not they
killed you all there2 We would live better here”.
(Respondent in Kutaisi)
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“When we first came here, there was a negative attitude towards us among local population.
It is slightly improved now, but there is no trust. We are in good relationship with our
neighbors, but still we are not friends”.

(Respondent in Thilisi)

“Many local people do not treat us with respect. Parents of my children’s classmates once
were criticizing IDPs, saying that they did this or they did that. | was upset and defended
IDPs. Then | told them that | myself was an IDP They were very surprised and did not
believe me”.

(Respondent in Thilisi)

“A car was stolen in our neighborhood. Police has started investigation from our collective
center by saying that IDPs should have done it. Then it was found out that local people did
it”.

(Respondent in Thilisi)

“Neighbor told me that she would never think that | am an IDP”.
(Respondent in Thilisi)

“My neighbor tells me - Ketino, | love you so much that sometimes | forget that you are an
IDP”.
(Respondent in Thilisi)

Some IDPs do not like that they have IDP status, and this is more felt in Thilisi. One explanation
could be that people in Thilisi seem to be better off, whereas in the regions IDP status is the
guarantee that they get their monthly allowance.

“I am in Georgia, and as a Georgian citizen | should not be considered as an IDP”.
(Respondent in Thilisi)

“Sometimes | feel ashamed and do not show IDP card in public transport. | rather pay than
everybody sees that | am an IDP”.
(Respondent in Thilisi)

Indeed, there were major concerns expressed by IDPs living in other regions that their daughters-
in-law do not get IDP status, which means that they cannot get 11 Laris per month. Similarly,
IDPs also protested against taking IDP status out from their family members who immigrated to
other countries. They would wish to have possibility to continue receiving their allowances too.

“They do not give IDP status to our daughters-in-law. But let me ask you, who sustains
these daughters-in-law?2”
(Respondents in Batumi)

“It is strange that they preserve IDP status to those who marry local men, whereas do not
give it to our daughters-in-law”.
(Respondent in Gori)

It was only in Thilisi and Batumi, where some IDPs said that they have good relationship with
resident population.
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“I do not have such problems. It is already 10 years | have been living in Didi Digomi. My
neighbors are very nice people and | have excellent relationship with them”.
(Respondent in Thilisi)

“My neighbors even exempt me from paying for communal services such as elevator,
garbage, etc”.
(Respondent in Thilisi)

“There were some problems first. But now we have lots of mixed marriages. People made
good friends here. | think IDPs are more humiliated in Tbilisi rather than here”.
(Respondent in Batumi)

“Please walk in the park near the beach. There are IDPs under each umbrella or near all
ice cream refrigerators. Local people helped us a lot”.
(Respondent in Batumi)

Trust in governmental institutions

In general, there is no trust in governmental institutions. However, it seems that IDPs regained
trust in the new President and Government. All trust is rooted in one dream — going back to
Abkhazia, and if it is not realized soon it will be lost again.

“We trust the new President and the Government. We hope that they will lead us back to

Abkhazia”.
(Respondent in Kutaisi)

IDPs do not usually trust the Parliament, police, justice system, although they say that there are
exceptional people that do support them. As they say, political parties think about them only
right before elections, after elections they completely forget about IDPs. Likewise, they are
disappointed in most of the TV channels. As for newspapers, they think that there are some
good ones; however, they can not afford to buy them.

“Sometimes we think that people enter the Parliament to ensure that they have good
salaries and pensions, or to lobby their business. Political parties promise us lots of things
before elections, then they forget about us, they just need our votes”.

(Respondent in Thilisi)

“Police is always police. First of all, they do not try to be closer to people. And we do not

trust them”.
(Respondent in Thilisi)

“I always watched Rustavi 2 before the revolution. But now | do not watch any channel”.
(Respondent in Thilisi)

“There are some newspapers which tell the truth. Unfortunately, we cannot buy them.
What we do, we borrow from bookstores and then return back”.
(Respondent in Thilisi)
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In Adjara, IDPs feel that they have been neglected by the central government compared with
IDPs residing in other places. A serious history of human rights violations was described by IDPs
in Batumi.

“We were left without attention because we lived in Adjara. We were never visited by the
central government. We never had even free medical checkups that IDPs in other regions
were receiving from health professionals from Tbilisi”.

(Respondent in Batumi)

“Last year, we made a demonstration in the street to demand our monthly allowances we
had not received for previous 5 months. All 22 women of us were arrested by police and
the case was put in court. Of course we were deemed guilty, and given 1 year of provisional
sentence”.

(Respondent in Batumi)

“Often we are in a position that we can not trust anybody but God. In the church we get
spiritual and moral support but not material support”.
(Respondent in Thilisi)

Trust in IDP government

In general, IDPs do not trust the Government in Exile. This was clearly articulated by IDPs in all
visited places. This can be partly attributed to the fact that IDPs do not get tangible support from
them. Or if IDPs manage to get some support it takes lots of efforts and time.

“I myself am working in governmental structures. My monthly salary is 30 Laris. Even if |
am fired, | should declare that we do not trust them at all”.
(Respondent in Thilisi)

“You cannot solve any problem with the help of the government in exile. We do not have
any trust in them. People who sit in offices cannot understand our problems. When our
own people cannot understand us what can we ask others2”

(Respondent in Batumi)

“In seeking a financial support in an amount of 100 Laris, you have to go there for ages.
You may even spend more money for travel”.
(Respondent in Thilisi)

“My father was seriously ill. While seeking financial support in our governmental
structures, | was asked to bring so many documents that he would have died until |
could have collected all these documents. So, what could we do — we had to find the

money ourselves”.
(Respondent in Thilisi)

“Walking in corridors of our ministries — it is a road to hell. They refuse everything and hit
the doors straight in your face”.
(Respondent in Thilisi)

“We do not trust IDP government, there is a chaos. There are new people who have no idea

about our needs and problems”.
(Respondent in Kutaisi)
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“When my husband died, we approached our government to get some support. They
gave us 25 breads, and a coffin, which was so bad that one would never use it for
mankind”.

(Respondent in Kutaisi)

Humanitarian assistance

It seems that people talk more about humanitarian assistance in the regions than in Thilisi. This
might reflect their overall economic status and access to job opportunities. Mostly IDPs are
concerned with vulnerability criteria used for selecting the beneficiaries.

IDPs are optimistic about new income generation programs run by some development agencies
which offer micro loans to IDPs. Less enthusiastic they are about similar programs implemented
by various banks. In this case, they are mostly concerned with high repayment rates, although
they admit it is still something.

“How does it happen that if you have curtains or a TV set, you are not eligible for getting
humanitarian aid? They told me - take them out, and you will get something. If we were
kicked out together from Abkhazia, we must get everything same”.

(Respondent in Kutaisi)

“We are enrolled now in the training program to develop a small business proposal and
get a micro loan. We are optimistic and will see how it works”.
(Respondent in Kutaisi)

People’s behavior in case of illness including self care and health care seeking behavior
Seeking care in case of illness

It seems that IDPs seek medical care when a situation is really critical, i.e. in the last minute.
They usually wait until she/he hopefully gets better, or try some home treatments. This happens
due to a fear of potential financial expenses.

In case of illness, they prefer to visit a doctor they know personally, i.e. who is a relative, a
neighbor or a friend. In any case, they prefer to visit an IDP doctor, since they count on better
understanding and “liberal” treatment.

IDPs do usually go to an IDP polyclinic, where they get free services. The problem is that since
an IDP polyclinic has limited capacity and resources, they cannot get needed investigations and
analyses. In non-IDP facilities, they have to pay for everything.

“Some time ago | was very sick. | did not go to a doctor because | did not have money. |
tried some home treatments and, thanks God, it helped. But | know it could get
complicated”.

(Respondent in Borjomi)

“I prefer to go to an IDP doctor. | think they belong to us and thus can better understand

”

us”.
(Respondent in Zugdidi)
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“We have a neighbor, who is a doctor. He is always of great help. We can call him any
time. He helped many IDPs by contacting other doctors to reduce cost of treatment or
entirely exempt from payment”.

(Respondent in Zugdidi)

“At an IDP polyclinic we can get free services and we all go there. Completely opposite
situation is in hospitals, nothing is free there”.
(Respondent in Tbilisi)

“Our IDP polyclinic has a restricted capacity. They can not do X-ray, ultrasound, etc. With
blood count and urine analysis you cannot do a lot”.
(Respondent in Gori)

Financial access barriers to care

There are serious financial barriers to receiving emergency care and hospital care. The
situation is even worse when it comes to the accessibility of medicines. Therefore, as IDPs say
it does not make sense to visit a doctor, given that in any case they cannot buy medicines and
initiate or complete the treatment.

“Yesterday we had to collect money in our collective center to pay for Emergency Service my
neighbor needed last night”.
(Respondent in Thilisi)

“I have problems with my joints. Recently | was in Tbilisi at Gudushauri Medical Center.
Doctor told me that | need an operation, which costs 3,000 USD. But | do not have 3 Laris.
So, what can | do2”

(Respondent in Kutaisi)

“Intensive care unit does not accept anything but money. One needs a lot of money, which
we can not pay even if we sell everything”.
(Respondent in Thilisi)

“It is a real tragedy when an urgent surgery is needed. If possible, people start collecting
money, and then they try to find some financial support from the IDP government”.
(Respondent in Thilisi)

“My daughter just gave a birth at a maternity. It cost us 250 Laris. The doctor was
accompanying me herself and saying whom | should give money and how much”.
(Respondent in Thilisi)

“How can | go to a doctoré He will prescribe the medicines | cannot buy even with my two
months allowance”.

(Respondent in Thilisi)

In general, IDPs cannot get free care at non-IDP facilities. Although there have been very few
cases when they were exempt from payment.
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“Who will accept us without money in non IDP facility¢ My husband recently had
gastrointestinal bleeding. We had to pay 70 Laris per day. People were collecting money
for us”.

(Respondent in Thilisi)

“I went to Tbilisi, where | was literally “robbed” at the hospital. IDP government did not
help me at all. Then | returned to Batumi and local doctors operated on my kidney free of
charge”.

(Respondent in Batumi)

Insurance Policy

IDPs with insurance policies can get free hospital care. This seems to work better in Thilisi,
whereas IDPs experience serious problems in the regions. In the regions, IDPs have old policies,
and they are refused in local hospitals. It is very difficult to get new policies and not all IDPs are
eligible to get them. It should be stressed that officially, old policies are in force, but people do
not know about this in the regions.

IDPs are also concerned that they have to undergo special checkups every year in order to
confirm their disabled status, in order to be eligible to receive a policy.

“It was first time when we saw that a patient holding a policy did get free care at the
Republican Hospital in Thilisi”.
(Respondent in Thilisi)

“Could you please tell us what benefits can we have from our policies? | needed
hospitalization in Kutaisi, but | was refused, they asked me for a new one. At local IDP
government office they told me that first they should change IDP cards, and nobody
cares about polices”.

(Respondent in Kutaisi)

“Why do they make us undertake medical checkups every year¢ Do they expect that we
have grown our missing legs, kidneys or other organsé”
(Respondent in Kutaisi)

Other barriers

People with a policy can get care in one particular hospital in Thilisi, which may be far from
some patients’ place. Such patient needs long time to reach the hospital, and condition may
worsen.

Considerations for improving the access to care and health care seeking behavior

Need for information about programs and services for IDPs

Most respondents confirmed that there is a great need to have updated information on medical
programs and services for IDPs. This would help IDPs to get needed care timely. It seems that
information is more readily available for IDPs working in governmental structures and those

living in Thilisi. Another problem is that program design (i.e. interventions and services that are
free for IDPs) often changes so frequently that people cannot catch up.
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“Situation is much better in Tbilisi, where people know more and can benefit from programs.
That is why all IDPs try to come and live in Thilisi”.
(Respondent in Thilisi)

“Somebody comes from Tbhilisi and gives us information on some programs. When this
person is on the way to Tbilisi, this program may change. It means that we miss updated
information again”.

(Respondent in Kutaisi)

IDPs’ main recommendation is to go back to Abkhazia. This “would cure all their problems and
illnesses”. The next important recommendation is to provide job opportunities. They recommend
improving access to emergency, hospital, and dental care including medicines. They would
agree on any price increase on electricity and/or gas in order to have free health care.

“Let us go back to Abkhazia, and we do not need anything from anybody. We will take
care of ourselves”.
(Respondent in Kutaisi)

“The main thing is economy. If you give us the jobs, we can deal with our problems
alone”.
(Respondent in Borjomi)

“Could somebody help us with medicines?¢ What can our doctors do if they do not have
medicines¢”
(Respondent in Kutaisi)

“At least one person should be employed from every household”.
(Respondent in Batumi)

“We would like to ask our government to open a special pharmacy for IDPs and other poor
people, where we could buy medicines at lower price”.
(Respondent in Kutaisi)

“There should be some programs offering free dental care. We are ashamed to open
mouth. You can see yourself how we are looking”.

(Respondent in Kutaisi)

“Let them increase prices on gas or electricity, but health care must be free”.
(Respondent in Batumi)
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CONCLUSIONS

Chronic illnesses such as psychiatric and cardiovascular disorders and cancer produce substantial
burdens of disease among IDP population. Outbreaks of infectious diseases, mainly waterborne
diarrhea are also reported. Among children, stunting, anemia, iodine deficiency, and vaccine
preventable diseases are the leading causes of morbidity.

Poverty and unemployment as well as psychological stress are reported as the major determinants
for the ill health of IDPs. As for infectious disease, more specific factors such as poor sanitary
conditions have been identified.

IDPs living in the private sector have better living and sanitary conditions than those accommodated
in collective centers. This may be associated with a worse health status for this latter group.

In general, IDPs have access to education, but this may vary by region. IDPs living in Thilisi
seem to be better off, whereas the number of children out of school may be increasing in the
regions. This may have serious consequences for health both in short and long term.

There has been intense migration among IDP population over the past decade, mainly due to
economic reasons. Travel, separation, and other related factors including stress may bring
serious consequences for IDP population health.

Social capital is another factor that may play important role for IDP health. In general, there is
no trust in governmental institutions including the government in exile. However, this seems to
be by far compensated by a strong social support that IDPs have from their own network.

IDPs are stigmatized, which may seriously affect their health. It does not seem to be related to
tension between IDPs and the indigenous population on socio-economic ground. They seem to
be stigmatized in Thilisi too, where IDPs are in better socio-economic position compared with
the regions. Further research is needed to explain nature of this stigma as well as its determining
factors.

There are controversial feelings and attitudes towards IDP status. While it is considered offensive
in Thilisi, in the regions people still fight to get such status for their new family members. This
may have economic ground given that IDPs in the regions mainly rely on the monthly allowance.
It is speculated that for the same reason humanitarian assistance is still a popular subject for
IDPs living in the regions, which may again indicate their poor socio-economic status.

IDPs’ behavior regarding seeking health care is at large determined by financial constraints. It
seems that IDPs seek medical care when the situation is really critical, i.e. in a last minute. They
usually wait until it gets better, or try some home treatments. This happens due to a fear of
unmanageable financial expenses.

The IDP polyclinic system seems to be the only place where IDPs can get free care in friendly
environment with no stigma attached. Hence, utilization of care at IDP polyclinics is pretty high.
Nevertheless, these facilities are limited in their capacity to provide instrumental and laboratory
investigations to IDPs.

IDPs have enormous financial access barriers to emergency care, hospital care and medicines.
Because of these barriers, IDPs either are left without care or their families are pushed into
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poverty (have to sell everything). The only tangible support they have comes from other IDPs.
They get minimal, if any, support from the government.

There have been some programs introduced by the government offering free hospital care to
IDPs. This seems to be working better in Thilisi, whereas IDPs experience serious problems in
the regions.

IDPs are in a great need of updated information on medical programs offering free services to
the IDP population.

Their impression is that main solution to their health problems would be a return to Abkhazia.

In the meantime, they think that the creation of job opportunities and improved access to
hospital care and medicines can significantly alleviate their health problems.
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