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NCDs: A global and local priority

* NCDs projected to cause 75% of all mortality worldwide by 2020

« 80% of NCD mortality worldwide occurs in middle- & low-income
countries

« About one quarter of NCD deaths occur in persons < 60 years of
age
« Economic toll for patients, payers, society: 2% of GDP

NCD profile, Georgia:
« NCDs contribute to >60% of all morbidity and mortality

« Age-standardized NCD death rate: 858 per 100,000 (Greece =
444; Kenya = 779)

« Preventable mortality before age 70: 47% males, 26% females
(WHO NCD Status Report, 2010)
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Proportion of total deaths (all ages, both sexes) in
Georgia, WHO 2014
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Top 10 risk factors for NCD deaths

World-wide* Georgia**
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» 8 from top 10 death attributable risk factors are related to NCDs

- - World Health Organization. Global health risks: Mortality and burden of disease
attributable to selected major risks. Geneva, WHO, 2009.
** . Country-specific estimates of the burden of attributable risk. Shares of total deaths
and DALYs attributable to leading risk factors for Georgia. The European health
report 2005. USAID Applying Science to Strengthen and Improve Systems



Prevalence of NCD risk factors in Georgia

Prevalence of cross-cutting NCD Risk Factors: (STEPS 2010)

* 94% of population have one or more risk factors!

Selected indicators

Behavioral Risk Factors

2010 [STEPS] prevalence (%) males females total
Current daily tobacco smoking 51.1 4 27F. T
Physical inactivity 20.9 22.3 21.6
Current drinkers 59.4 23 .4 41
=5 servings of fruit and/or 69.6 FO.7 68.6
vegetables per day

Metabolic Risk Factors
2010 [STEPS] prevalence (Y) males females total
Raised blood pressure Sr.1 29.8 33.4
Raised blood glucose 23.1 18.6 20.9
Owverweight S28.6 o4 .2 o26.4
Obesity 21.8 28.5 25.1
Raised cholesterol 14.9 20.9 18.1
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WHO “best-buy interventions” to prevent
NCDs and improve care outcomes

Two Kinds of interventions:

1) Population interventions (e.g., tobacco & alcohol
taxation; bans on use in public places and on promotion,
bans on alcohol promotion and restrictions on sales;
processed food regulation)

2) Individual interventions (e.g., interventions to reduce
cardiovascular disease in high-risk individuals)

**A combination of individual and population
Interventions is most effective for prevention &
control of NCDs

(See handout on cost-effectiveness data for individual NCD interventions)
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Government’s “Basic Benefit Package”
universally accessible for Georgian population

« Ambulatory Care
— Unlimited visits with family physicians
— Limited visits with specialists (Surgeon, Ob-gyn,
Neuropathologist, Cardiologist)
— Limited diagnostic tests (EKG, blood Glucose,

CBC, Creatinine, Ultrasound)

Not covered:
*QOutpatient
medications,
*Most diagnostic

— Child vaccination tests,
 Hospital Care *Vaccines:
— Urgent care (100%) Rotavirus, Hep B,
PCV, HIB

— Planned hospitalizations (pre-approved, negative list,
20% co-payment)
 Public Health and preventive vaccinations

— Public awareness campaigns on vaccination and CVD
risk factors

— Vertical program on cancer screening (inc. pap-smeat,
breast cancer screening, HPV vaccination) performed in

7 selected facilities+ outreach USAID Applying Science to Strengthen and Improve Systems



Main indicators of health financing
(Georgia, 2013)

Total Health Expenditure (THE) % Gross Domestic Product (NHA) 9%
General Government Health Expenditure as % of THE (NHA) 22%
Private Health Expenditure as % of THE (NHA) 78%

Out-of-pocket Expenditure as % THE (NHA) 62%

Government Expenditure on Inpatient Care as % of General Government
Health Expenditure (NHA)

53%

health expenses as the % of household monthly income of patients
interviewed at ambulatory care clinics ( >50%, 111 GEL on pharmaceuticals 67%
(USAID HCI, 2012)

Financial access as the reason of the low treatment adherence to chronic
medications (USAID HCI, 2012)

59%
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Expenditures by function as % of total
health expenditures (Georgia, NHA, 2013)
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UHC: Improve affordability and equitable access
to needed care
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Source: WHO and Busse, Schreyogg & Gericke
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Discussion: Identify benefit package options and
data needs to inform NCD policy decisions

« Based on disease and risk factor prevalence and cost
effectiveness of best-buy clinical interventions, what
changes could be made in the benefit package to
more effectively prevent NCD burden and premature

death with lower cost? Why?

« What other critical information would you need to
prevent NCDs and improve care outcomes?
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Look at the cube again...

Towards universal coverage

A
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Population: who is covered?
Margaret Chan,
World Health Assembly - May 2012
Shams Syed MD, MPH, DPH(Cantab), Coordinator, a.i., UHC & Quality Unit
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Quality is missing: NCD risk factors population prevalence
vs. ambulatory service delivery gaps

Population
Prevalence, 2010

Results of Facility-Based Assessment, USAID HCI Project in Georgia, 2012
(Chart Review & Patient and Provider Questionnaires)

Untreated HTN 61.1%
Ineffective treatment:
27%

Antihypertensive NOT prescribed if BP >140/90: 12% (8/227)
BP control in 2last 2 visits: 6% (13/227)

At least one Non-EB medication prescribed 38%(83/215)
Providers answered knowledge questions correctly 42%

High Cholesterol:
>190 mg/dl and/or
anti-lipid treatment
18%

Cholesterol measured last 5 years if CVD risk factor documented 4% (4/99)

Primary prevention of CVD (in patients with 10 y. risk of CVD >20% or diabetes)

% of charts where Statin prescribed 2% (1/46)

% of charts with multi-drug therapy (aspirin, statin, BP meds) 0% (0/46)

Secondary Prevention of CVD (in patients with CAD)

% of charts where Statin prescribed 13% (17/131)

% charts where multy-drug therapy (Aspirin, beta-blocker, ACE-I/ARB, Statin) 6% (8/131)

Overweight 31.4%
Obese 25.1%

Weight classification recorded last year (BMI or other) 13% (36/278)
BMI is not calculated correctly: 50%(18/36)

Unhealthy diet: 70%
<5, 38% <2 fruits/veg

Chart Review: Dietary counseling during last year: 13.5% (38/278)
Patients reported nutrition and weight counseling by the doctor (ever) 43%

Physical inactivity:
22%

Physical activity status (2.5% (7/278) and Exercise counseling anywhere in the charts 6%
(18/278) during last year

Current daily
smokers
Males: 55.5%
Females: 4.8 %

Smoking status assessed in charts at last visit: 1% (3/278),ever: 27% (75/278)
Tobacco cessation counseling (if +) 6% (1/16),
Patients reported smoking status assessment (26%) and counseling 11% ever

Anti tobacco medication (NRT or oral) prescribed 0% (0/16)
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Intervention: Goals and objectives of USAID
HCI/ASSIST projects in Georgia

Goals: N Improvement

Collaborative

« Improve quality, consistency and
continuity of vertically and horizontally
integrated care in a demonstration region NN

i _ Number of CI Sennce
« Clinical focus areas: high burden adult and \M overge
pediatric diseases (ambulatory, hospital &

¥
referral linkages): ,
— Adult: Cardiovascular disease & risk Village Doctors ..... u """" *(, '933

factors;: COPD/asthma & risk factors

0
— Child: Respiratory Tract Infections & 3
asthma 0 yah
E Ampqlatory- ______ | 4{2training centers) | ,r’ 119’7[0
Associated Research: Prospective < Polyclinic Centers)| | L/
intervention control study to evaluate cost- 2
effectiveness of project interventions (all E

| A\
/

district, regional, |
Hospita|s ...... | referral, pediatric Wf 1,295,000

\
Timeline: February 2012- April 2015 \ﬁ
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Project activities at local and national levels
National Local National
evidence search Dyslipidemia
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GGl RICIERR  * InStitutionalized
(dyslipidemia, Tobacco
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audit and '
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Smoking Day
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Results: Average % of compliance with
bundle of best practices

98%

+—Ambulatory management of 96%
Respiratory tract infection in

children

91%

66%

e—Acute coronary Syndrome
management 45% o
41%

27% @
22%

+—Ambulatory management of
Asthma and COPD

20%

e—Hospital management of . . . . . . : . . ;
Asthma and COPD Y. % OC,& X Y. % OCP: G, Y. %

*Results from 3 hospitals, 4 polyclinics and 13 village solo practices
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Results: Screening of CVD physiological
risk factors

0 ¥ : : I
100% L Baseline Endline
80% -
60% -
40% -
20% - ——
0% -
Intervention Control Intervention Control
_ Attributable difference
CME during last 12 months
89% <0.001
| ..
BP at last visit
. 13% 0.007
Glucose during last 12 months (HTN) 27% 0.0016

Total cholesterol measurement if at least 1 32% <0.001



Comparison of results of routine monitoring and evaluation:

CVD risk factor screening & treatment
% patient charts with best practices, ambulatory sites, Imereti Region

Results of

100 Evaluation:
\ -
90 Training in V .Attrlbutable
dyslipidemia Improvement
80 —— ===Calculation of estimated P value
Training in CVD 10 year risk of heart
70 risk- management ] 7 disé/ase and stroke 13%
i Lse (N=70) P<0.001
50 - Lss L
—high impact treatment
40 Lss bundle prescribed if 10
year risk of CVD event 02%
30 >20% or diabetes P<0.001
/ v (primary prevention
20 N.:ZQ)
/dz —high impact treatment
10 bundle prescribed after
L 0
a heart attack (secondary 94% P<0.001
O == prevention n=40)
INZENENNEEN N NN NI NCIIEN- B NI BN N N

Q{b&' @'ﬁ 50\' %QJQ' eo\\' B{b(\' @‘b&' @'ﬁ B\y %QJQ' eoA' S’b« @é' @’b\\' §\§
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Results: Decreased use of non-EB medications for initial
(n=264) and ongoing (n=218) hospital treatment and
discharge medication prescription (n=217) during ACS

u Baseline study results = Attributable difference

| | |
38.2% | In initial medication treatment

| - 39 69 | In ongoing medication
‘ :070 treatment

20.4% In discharge medication
'| prescription

-40% -30% -20% -10% 0% 10% 20% 30% 40%

% of Medical charts

*_p=0.01-0.05  **-p=0.0001-0.0099 *** - p<0.0001
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Results: Improved evidence-based medication administration
practices and reduced irrational treatment for asthma and
COPD (n=143 medical charts)

4 Intervention Baseline i Attributable Difference

So called metabolics | -104.0%*J 50.0% |

Vitamins | -63.9% | 875% |
Short acting Theophilin -82.0%* | 875% |
Orygen gt (202920 008 {1080
Administration of SABA 4.2%[ | +84.0%* |
Repeated nebulization N 84.0% |
Peroral Steriod at any stage of hospital treatment 8.3% | +63.9%* |

*p<0.001 **p=0.0003
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Medication treatment practices of Asthma/COPD at ambulatory
and hospital level, routine monitoring results, April 2012 —
August 2014 (n=20 charts monthly reviewed)
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-—Average number of non evidence based medications at ambulatory level
—Average number of non evidence based medications at hospital level

—Average number of nebulized therapy during first 2 days of hospitalization
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Economic evaluation of quality improvement

Interventions

Dimensions # of Average Total cost of | Total cost of | Incremental cost- | Total Incremental
patients Cost of QI project intervention | saving from non- Saving from
(medical | (HCI/ASSIST) | Per patient | EB medications | decreased non-EB
facility) in in USD in USD and diag. tests in practices in USD
USD UsD
(a) (b) (c) (d)= (atb) (e) (f)=e*a
COPD Amb 1040 1,501 14,391 15.3 22.9 23,862
COPD Hospital 210, 1,486 9,593 52.8 3.7 770
Astha
ambulatory 1152 1,501 14,391 13.8 25.5 29,376
Asthma
Hospital 116 1,486 9,593 95.5 7.4 863
RTI
ambulatory 26236 8,952 22,484 1.2 4.9 127,802
Pneumonia
hosp* 1544 1245.8 2998 0.83 12.1 18,614
CVD 303195 4,401 37,091 0.1 0.9 269,507
ACS 6836 3,663 24,727 4.2 16.6 113,174
Total in USD
135,268 584,000




Discussion: Identify key strategies for improving
guality of NCD prevention and management while
reducing costs

« Based on the results of the economic evaluation of
this USAID-supported project in Georgia:

— What strategic approaches would you apply to improve
the quality of NCD prevention and management while
reducing costs?

— What policy decisions would you make to improve NCD
prevention and treatment in Georgia?
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Conclusion

There are effective and efficient strategies to improve the quality of care

Effective QI strategies are scalable, adaptable and generalizable across
different settings (local, national, regional, global)

Strategic approaches

— Improve vertically and horizontally integrated care (vs. single disease
Improvement)

— Delivery of essential, high-impact, cost-effective clinical interventions
— Optimization of care process and content to reduce inefficiencies
— Focus on high-burden diseases
Policy decisions
— The spread, scale-up and institutionalization of proven QI methods/tools

— Measurable improvement in prevention of high-burden diseases, their
complications, and premature death

— Associated cost-saving for payers and society
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Thank you

For additional information, please contact:
Tamar Chitashvili

USAID Apply Science to Strengthen and Improve
Systems (ASSIST) Project

University Research Co. LLC
T: +1-301-941-8581
tchitashvili@urc-chs.com
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