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1. AVRR overview of Europe  
 

A detailed overview of the AVRR counseling systems is available in the conference reports of the 

predecessor projects on our homepage: www.caritas-augsburg.de/transnational4 

The following document summarizes the presentations of the workshop and shows the results of the 

working groups which were not modified or rephrased afterwards.  

1.1. Belgium  
In Belgium the return counselling is not offered by several providers such as Caritas International, 

Federal Agency for the reception of Asylum Seekers (Fedasil), IOM, cities, etc.. Reintegration 

counselling is only offered by Caritas International and IOM.   

Figure 1: Voluntary return and reintegration numbers from 2007 to 2017 provided by Fedasil  

 

 

The highest number of reintegration beneficiaries according to nationality in 2017 was:  

1. Iraq with 352 

2. Georgia with 263 

3. Ukraine with 171 

Main countries of return in 2017 (numbers from Fedasil):  

 Country of return Number of returns 

1.  Ukraine 906 

2.  Romania 624 

3.  Iraq 377 

4.  Brazil 285 

5.  Georgia 282 

6.  Albania 134 
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Legal status of returnees in 2017:  

Asylum seekers 704 18% 

Rejected asylum seekers 938 25% 

Irregular migrants 2185 57% 

 

Number of voluntary returns from January until September 2018 is 2426.  

News from Fedasil:  

Á Fedasil wants to focus more on entrepreneurship training for future returnees (Plan Einstein)  

Á Fedasil sees the importance of pre-departure counselling and wants to expand it 

Á RIAT ς Tool 

Á Fedasil wants to advertise voluntary return more on social media 

Á Fedasil sees an increasing demand for assisted return to Syria and wants to prepare for it 

now 

 

1.2. Austria  
AVRR counselling is provided by Caritas in 7 federal states and by the Human Rights Association 

Austria (VMÖ) in 8 federal states. State counsellors only offer assisted voluntary return in Kärnten.  

2017 
 

Number of voluntary returns in 2017 (BFA ς 
Federal Office for Immigration and Asylum) 

5064 

Main countries of return in 2017 (IOM) Iraq (686), Ukraine (348), Serbia (291), Russian 
Fed. (285), Afghanistan (231) 

2018 
 

Number of voluntary returns in January - July 
2018 (Federal Ministry of the Interior) 

3030 with the main countries of return Iraq 
(376) ς no further statistics 

AVRR statistics of Caritas for January until 
September 2018  

first counselling contacts: 6933 
number of voluntary returns assisted by Caritas: 
822   

 

News from Austria:  

Á Government plans to restructure parts of the asylum system in Austria; a new federal agency 

is planned which might be in charge of return counselling, legal counselling and 

accommodation for migrants from 2020 onwards (the information is taken from the media) 

Á New financial incentives for voluntary return (so-called Bonusaktion) for a limited amount of 

time (2.cycle): 

o Target group: people in their asylum application process or people whose asylum 

decision is not older than 6 months, from: Syria, Afghanistan, Iran, Russia, Nigeria, 

Iraq (N.B.: In Syria it can be even longer than 6 months, always individual 

ŜȄŀƳƛƴŀǘƛƻƴΣ Ƴƻǎǘƭȅ ōŜŎŀǳǎŜ ƻŦ ǇŜƻǇƭŜǎΩ ƻǿƴ ŦǳƴŘǎύ  

o Amount: Starthilfe is the same + additional 1000 EUR (max 3000 per family)  
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o Time: 01.09.2018 ς 31.12.2018 

Á Expansion of reintegration offers with OFI (new; bilateral project): from Sept 2018 Austrian 

returnees can also go to the local offices of the French Ministry of Interior in the countries of 

return e.g. Benin, Burkina F., Cote d`Ivoire, Cameroon, Senegal, Togo, etc. (Francophonie) 

and receive counselling (administrative, legal) + in-kind assistance (until 3000 EUR ς 

accommodation, mini-business, mecial costs) 

 

1.3. Germany 
Return and reintegration counselling is offered either by welfare organizations or by local or federal 

immigration offices and in case of Berlin by IOM.  

Figure 2: Assisted and financed voluntary returns from Germany  

 

In 2017 the 5 main countries of returnees were by far Albania, followed by Macedonia, Serbia, Iraq 

and the Russian Federation. 

News from Germany:  

Á Program Homeward Bound (Perspektive Heimat) financed by the Federal Ministry for 

Economic Cooperation and Development and implemented by the Deutsche Gesellschaft für 

internationale Zusammenarbeit (GIZ) from 2017 onwards:  15 reintegration scouts all over 

Germany who provide advice for return counselors and act as a bridge between the 

reintegration programs in the countries of origin and the AVRR counsellors in Germany. 

Offered for 11 countries by now.    

Á ά¸ƻǳǊ /ƻǳƴǘǊȅΦ ¸ƻǳǊ CǳǘǳǊŜΦ bƻǿΗά ς Additional housing-related reintegration assistance to 

the existing financial federal Program StarthilfePlus limited to returnees who apply for the 
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program between 15th of September and 31st of December 2018; families can be supported 

ƛƴ ƪƛƴŘ ǳǇ ǘƻ ƳŀȄΦ оΦллл ϵ ŀǎ ƴŜŜŘŜŘ; individual persons can be supported in kind up to max. 

мΦллл ϵ ŀǎ ƴŜŜŘŜŘ regarding rent, needed constructions, basic furniture and kitchen 

equipment; ƛǘΩǎ ƛƳǇƭŜƳŜƴǘŜŘ ƛƴ ǘƘŜ ŎƻǳƴǘǊȅ ƻŦ ƻǊƛƎƛƴΣ ŎƻƻǊŘƛƴŀǘŜŘ ōȅ ǘƘŜ ƭƻŎŀƭ Lha ƻŦŦƛŎŜǎΦ  

Á Program to support voluntary return to Syria by the Federal Office for Migration and 

Refugees: 50% of the return costs (plane ticket, travel ōǳŘƎŜǘ ƻŦ рллϵύ ŀƴŘ млл҈ ƻŦ ŦƛƴŀƴŎƛŀƭ 

incentives to return (Starthilfe Plus) are co-financed. Voluntary return to Syria is not yet 

assisted in all federal states of Germany.   

Á Starthope@home: individual coaching for returnees in Germany to prepare for the local job 

market or prepare for self-employment and to open small businesses in the country of origin; 

the coaching usually takes place around 6-8 weeks, but individual shorter or longer sessions 

are possible; offered for participants of 13 countries in 7 cities or regions in Germany 

 

1.4. Estonia 
Return counselling is solely offered by IOM in Estonia.  

Figure 3: Reception number of refugees (Red Cross Estonia)  

 

 

Number of voluntary returns from Estonia (Eurostat):  

645 third-country nationals were ordered to leave the European Union and 580 people (89,9%) 

returned 
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Figure 4: Number of assisted voluntary returns by IOM 

 

Main countries of assisted return from 2010 until 2017 by IOM: Ukraine (78), Georgia (36), Russia 

(28), Belarus (18), Armenia (15), Lebanon (11) 

 

1.5. Switzerland  
AVRR counselling is offered by IOM, the cantons, NGOs such as Caritas.   

Number of returns:  

 2017 2018 (Jan ς Oct) 

Reintegration Assistance from Switzerland 
(RAS): 

717 380 

swissRepat IOM Movements (SIM): 357 (vulnerable cases) 232 

Cantons 172 86 

Total 1246 698 

 

Main AVRR countries 2018:  

1. Georgia  
2. Algeria 
3. Gambia 
4. Macedonia 
5. Serbia 
 

News from Switzerland (Source: IOM Switzerland):  

Á New Asylum law and new AVRR system in Switzerland: The most important objective of the 

new approach is to accelerate the asylum procedure while also maintaining the fairness of 
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the procedure. In principle, Swiss voters already clearly approved introducing faster asylum 

procedures in June 2013. Furthermore, they stated that accelerated procedures should be 

evaluated in a test phase. The acceleration of asylum procedures was tested in Zurich 

between January 2014 and September 2015. The acceleration of asylum procedures will 

become a reality across Switzerland as from 1 March 2019. About 60 percent of all asylum 

applications will be legally adjudicated within 140 days and rejected asylum seekers will be 

returned directly. These procedures are implemented in six regional Federal Asylum Centers 

(accelerated procedures and Dublin procedures).  

Á Independent procedural advice and free legal counsel: at the start of the preparatory phase, 

every asylum seeker receives independent procedural advice and free legal counsel for the 

entire duration of the test procedure unless he or she explicitly wants to relinquish this right. 

This assignment of legal counsel is done prior to the first interview and applies throughout 

the asylum process.  

Á New return and reintegration programs, applied in the Test-Centers and in the Federal 

Migrant Centers in March 2019: New AVRR Modell, 3 steps  

o Phase 1: Before and during the first 

ƛƴǘŜǊǾƛŜǿΥ мΩллл /IC ŦƻǊ ǎƛƴƎƭŜ ǇŜǊǎƻƴǎΣ 

1500 CHF for couples and 2000 CHF for 

families. If the beneficiaries come from a 

country marked in blue on the chart, they 

get additionally an in kind project in the 

value of 3000 CHF.  

o Phase 2: immediately after the decision: 

500 CHF for couples: 750 CHF , families: 

мΩллл /ICΦ  If the beneficiaries come from 

a country marked in in blue on the chart, 

they get additionally an in kind project in 

the value of 3000 CHF.  

o Phase 3: after a long time of receiving the 

decision 250 CHF for a single, 375.- for a 

couple and 500 CHF for a family  

 

1.6. The Netherlands  
AVRR counselling is offered by the Dutch Council for Refugees (VluchtelingenWerk), other non-profit 

organizations which combine professional training and pre-departure counselling, by IOM and the 

state authorities.  
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Figure 5: Number of migrants voluntarily returned in 2017 and 2018 (IOM the Netherlands)  

 

Main countries of return in Jan ς Sep 2018 (IOM): Albania (203), Moldovia (163), Iraq (129), 

Azerbaijan (107), Tajikistan (95), China (56), Armenia (43) 

News from the Netherlands:  

Á Reintegration support limitation for West Balkan and Moldavia, Ukraine, Georgia as well as  

countries bordering Europe. 

Á Budget for target groups /extra projects.  

Á Increased room for counselling. 

Á New client website Dutch Council for Refugees: 

https://www.vluchtelingenwerk.nl/forrefugees/belangrijke-informatie-je-eigen-

taal?language=en 

 

1.7. Denmark  
AVRR counselling is solely provided by the Danish Refugee Council (DRC) in Denmark ς 16 counsellors 

total. The DRC offers two separate types of counselling depending on the legal status of the migrant: 

repatriation counselling for migrants with a residence permit and return counselling for rejected 

asylum seekers.  

Support options for rejected asylum seekers after return: The support is in kind for approximately 

нΣстлϵ ŀƴŘ Ƴŀȅ Ŏƻƴǎƛǎǘ ƻŦΥ ŀƛǊǇƻǊǘ ǇƛŎƪ ǳǇΣ ƛƴƛǘƛŀƭ ƘƻǳǎƛƴƎ ŦƻǊ ŀ ŦŜǿ ŘŀȅǎΣ ǾƻŎŀǘƛƻƴŀƭ ǘǊŀƛning or 

business startup, medical assistance etc. 

Support options for former asylum seekers or immigrants with a residence permit can reach up to 

муΦлллϵ ƛŦ ƘŜκǎƘŜ ƛǎ ŀōƻǾŜ му ȅŜŀǊǎ ƻƭŘΦ тΦоллϵ ǿƛƭƭ ōŜ ǇŀƛŘ ōŜŦƻǊŜ ǘƘŜ ŘŜǇŀǊǘǳǊŜ ŀƴŘ ǘƘŜ ǊŜǎǘ ŀŦǘŜǊ 

one year. CƻǊ ƳƛƴƻǊǎ ǘƘŜ ŀƳƻǳƴǘ ƛǎ рΦрллϵΦ LŦ ŀ ǇŜǊǎƻƴ ƛǎ ŀōƻǾŜ рр ȅŜŀǊǎ ƻƭŘΣ ƘŜκǎƘŜ ōŜǎƛŘŜǎ ǘƘŜ 

муΦлллϵ Ŏŀƴ ŀƭǎƻ ǊŜŎŜƛǾŜ ŀǊƻǳƴŘ рллϵ ŜǾŜǊȅ ƳƻƴǘƘ ŦƻǊ р ȅŜŀǊǎ ƻǊ пллϵ ŜǾŜǊȅ ƳƻƴǘƘ ŦƻǊ ǘƘŜ ǊŜǎǘ ƻŦ 

https://www.vluchtelingenwerk.nl/forrefugees/belangrijke-informatie-je-eigen-taal?language=en
https://www.vluchtelingenwerk.nl/forrefugees/belangrijke-informatie-je-eigen-taal?language=en
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the life. Furthermore, it is possible to get support for health insurances, business startup and kids 

schooling for some limited years in the country of return. 

Number of departures (DRC): 

 2017 2018 (Jan - Sep) 

Rejected asylum seekers 593 348 

Asylum seekers who 
withdraw the application 
for asylum before a final 
decision 

187 144 

Total 780 538 

 

Main countries of return:  

 Number of returnees 
with residence permit 

in 2017 (DRC) 

Number of returnees with residence 
permit from Jan ς Sep 2018 (DRC) 

Bosnien-Hercegovina 35 34 

Turkey 57 51 

Russia  29 33 

Somalia 43 29 

Myanmar 0 15 

Colombia 48 6 

Iran 22 7 

Total 341 265 
 

News: 

Á In addition to the ERIN and ERSO programs, the Danish authorities also support Iranian 

asylum seekers with a cash grant support for businŜǎǎ ǎǘŀǊǘǳǇ ǿƛǘƘ ŀǊƻǳƴŘ оΣоорϵ. The 

money will be paid in cash at Danish Embassy in Tehran. Somali rejected asylum seekers are 

also supported with in kind support and a small cash grant through DRC.  

Á The Danish authorities established three departure centers. One for rejected asylum seekers 

who cooperate with the Danish police about their return. The other departure centers are 

for those rejected asylum seekers who do not cooperate with the Police about their return. 

One of these centers is for families, the other one is for single persons and rejected 

foreigners who ŎŀƴΩǘ ōŜ ǎŜƴǘ ǘƻ ǘƘŜƛǊ ƘƻƳŜ ŎƻǳƴǘǊȅΦ  
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2. A cultural introduction to the Chechen Republic  
The following information is fully taken from the PowerPoint Presentation of Luiza Bazurkaeva, 

SINTEM, presented during the Transnational Exchange IV Workshop on the 29.10.2018 in Augsburg, 

Germany: 

Country Facts:  

Country:  Russian Federation 

Federal district:  North Caucasian 

Capital:   Grozny 

Area:   17,300 km2 

Official languages: Russian and Chechen 

Population   appx.: 1,400, 000 

 

Traditional family structure:  

Á Chechen families are usually large. Normally a family has 3-5 children. There are normally 

three generations within one family: grandparents, parents and children. 

Á The family structure is quite hierarchical and patriarchal. The living grandmother or the 

mother (if she raised children alone) can be the decision maker in the family.   

Á The parents are responsible for children and they decide what is better for children. 

Á If there are several sons in the family the youngest one is an heir and he must take care 

of the parents when they get older or ill.  

Traditional values:  

There are similar values for every ethnicity in North Caucasus: Honor, Courage, Endurance, Modesty, 

Hospitality, and Equality 

Religion in Chechnya:  

The Chechen people are adherents of Sunni Islam. Most of people follow Shafii madhhab ( school of 

jurisprudence). Islam was declared as a state religion in 17th century. There were different religious 

leaders at different periods who proclaimed Caucasian Imarat as an independent territory and it was 

in fact the anti-colonial movement under the banner of the Jehad  (religious war).  

Religion has emerged as an instrument of unity in a break away struggle. Still the Chechens are not 

typically religious as religious law is not a source of law in Chechnya. Anyway the people of Chechnya 

have rallied around their Islamic identity through uprisings and wars in an effort throw off the yoke 

colonialism. Society is divided into three parts according to the identity: religious, secular and 

adherent to original culture. 

Adat:  

Adat is a traditional law appeared in pre-Islamic period and still practiced in the society. There were 

people who used to have life experience and a good reputation in society who could carry out the 

better solution for each incident in the society. 
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Adat that do not conflict with Islamic law are applied in daily life. Unfortunately adat are interpreted 

from the position of power. If the decisions used to be carried out by a group of people, now it can 

ōŜ ƻƴŜ ǇŜǊǎƻƴΩǎ ǿƛƭƭ ǘƘŀǘ ŘƻŜǎƴΩǘ ƛƳǇƭȅ adat. 

If the blood feud targeted only the offender in the past, now a full age son or a brother of the 

ƻŦŦŜƴŘŜǊ Ŏŀƴ ōŜŎƻƳŜ ŀǾŜƴƎŜǊΩǎ ƻōƧŜŎǘƛǾŜΦ ! ǿƻƳŀƴ ǳǎŜŘ ǘƻ ōŜ ƛƴǾƛƻƭŀōƭŜ ŀƴŘ ƛŦ ǘƘŜǊŜ ǿŀǎ ŀ ŎŀǎŜ ƻŦ 

insult, the offender was disgraced. 

Reintegration work:  

Caritas Moscow is the main service provider who works in ERIN framework located in Chechnya. 

Caritas Moscow provides service for returnees to Chechnya, Ingushetia, North Ossetia, Dagestan, 

Kabardino-Balkaria, Stavripol region. 

Sintem (Harmony) provides reintegration services for children. 

Á Business start-up assistance 

Á Legal advice and referral 

Á Educational assistance (language courses for children and teenagers) 

Á Psychological assistance  

Á Vocational training referral 

Á Summer camps 

3. A cultural introduction to Georgia  
 

The following information is fully taken from the PowerPoint Presentation of Tata Topadze, Caritas 

Georgia, presented during the Transnational Exchange IV Workshop on the 29.10.2018 in Augsburg, 

Germany: 

The Georgian language first appeared in writing in about 430 AD in an inscription in a church in 

Palestine. 

Population of Tbilisi is around 1 118 000 people. Tbilisi underwent a lot of innovative construction 

within the last ten years.  

28.10.2018: elections ς ruling President Giorgi Margwelaschwili was reelected.  

120 thousand citizens of Georgia became refugees after the 2008 war.  

Now: refugee settlement for refugees from South Ossetia (15.000 persons) 
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Main reasons for migration:  

¶ Around 263 000 refugees from South Ossetia and Abkhazia 

¶ 21,3% of the  population lives below national poverty line (in 2016) 

¶ Unemployment 

¶ Low pension and social allowance ς around 60 Euro  and 35 Euro per month  

Main powerful institution in Georgia is the Orthodox Church: it can impact political decisions and 

law-making 

Apart from the Georgian Orthodox Church, Christianity in Georgia is represented by followers of the 

Armenian Apostolic Church and Russian Orthodox Church, Georgian Catholic Church, which mostly 

follows either the Latin rite, Armenian rite and Assyrian-Chaldean rite 

4. Chronic illnesses and their impact on return arrangements   
 

The following information is fully taken from the PowerPoint Presentation of Kathleen Nitzsche, 

Operational Assistant and Team Coordinator from IOM Nuremberg, presented during the 

Transnational Exchange IV Workshop on the 30.10.2018 in Augsburg, Germany:  

Three stages of voluntary return:  

1. Pre-departure stage:  

Á Provision of relevant return-related information (counselling) 

Á Ability to make a competent decision (capacity to decide, voluntariness of return, informed 

consent) 
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2. Transportation stage:  

Á Assessment of fitness to travel (blood pressure, vital signs, physical and mental condition ς> 

avoidance of any logistical disturbances ς deviation or delays) 

Á Modalities of transport (social or medical escort, specific booking class, medical equipment) 

Á Challenge: if the passenger need extra oxygen during the flight, the airline needs to be 

informed at least 72 hours in advance) 

Á Medical forms required by the flight booking agency: IATA (general information for first 

overview; in cases of rapidly decreasing illnesses this form might need to be filled out more 

than once in the pre-departure phase) & MEDIF (for each specific airline; usually only once to 

be filled out shortly before the departure)   
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3. Post-arrival stage:  

Á Continuity of care in the destination country (Availability of treatment in general, 

accessibility for the individual returnee)  

Á Appropriateness of return (informed consent) 

Á Reintegration assistance  
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Critical aspects of return arrangements:  

- Clinical picture and current state of health  

- Duration of travel and level of strain (incl. ground travel to/from airport)  

- Mode of transport  

- Access to appropriate medical care during travel and post-arrival 

Overview of chronic illnesses and traveling:  

a) Chronic heart diseases (e.g. coronary heart disease, heart valve disease, cardiomyopathy, 

congenital heart disease, etc.) 

Pre-departure stage usually no impact on ability to make competent decisions 
 

Transportation stage Transportation stage: history/high risk of heart failure?, ability to cope in 
an aircraft environment (reduced pressure & oxygen saturation), 
reaction to stress (e.g. first time flying, questioning by border police, 
baggage handling) Ą risk of shortness of breath, chest pains, etc. 
 

Post-arrival stage availability of medication and specialized treatment facilities (e.g. for 
stent implantation, Bypass surgery) 

 

b) Infectious diseases (e.g. HIV/AIDS, Hepatitis, Tuberculosis, Meningitis, etc.) 

Pre-departure stage capacity to decide may be impaired, possible treatment necessary prior 
to departure to reduce risk of infection 
 

Transportation stage Acute cardiac or pulmonary symptoms?, is the infection communicable 
via skin grafts, airborne contaminants, or blood and mucosa? Ą risk 
assessment for other passengers and/or medical escort 
 

Post-arrival stage Is there a public health risk for the receiving community?, Availability of 
medication and specialized treatment facilities Ą high risk of long-term 
consequences (e.g. Hepatitis B & C linked to liver cancer, pulmonary TB 
can cause damage to other organs, etc.) 

 

c) Substance abuse (e.g. heroin addiction, alcoholism, addiction to pain killers, et.c) 

Pre-departure stage Capacity to decide usually impaired depending on severity Ą necessity 
of legal guardian? 
 

Transportation stage Withdrawal symptoms Ą endangerment of self and/or others?  
Ą severity of physical withdrawal?, risk of smuggling substances, usually 
medical escort necessary 
 

Post-arrival stage Availability of rehabilitation centers, social environment intact? Ą risk of 
stigmatization, homelessness, etc. 
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Summary 

- Chronic illnesses can have an impact on one or more stages of the return procedure  

- Health-related issues should never be disregarded in favor of the wish to return as they may 

jeopardize a successful and sustainable return  

- The sooner health-related concerns are addressed during return counselling, the better an 

appropriate return may be arranged  

Group work ς Preparing return: Aspects to consider and to discuss with the client when he or she 

wants to return voluntarily with a chronic illness:  

Counsellors 
understanding of 
ǘƘŜ ŎƭƛŜƴǘΩǎ ƘŜŀƭǘƘ 
condition 

Á Complications 
Á Progress of the disease 
Á Necessary medication  
Á Expert opinion from treating physician  
Á [ŜǾŜƭ ƻŦ ǇƻǎǎƛōƭŜ ŎƭƛŜƴǘΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ  
Á Possibility to work  
Á Legal guardian  
Á Motivation  
Á Fit to Fly questions Ą counsellor already has to have an idea about 

the ability to fly e.g. pregnancy or terminal stage of life  

Flight  Á Medical or social escort + explanation to the migrant 
Á Airline regulations 
Á Documents for customs (when transporting medication) 
Á Logistics (wheel chair, oxygen) 

Access to 
medication in CoR 

Á Availability  
Á Accessibility  
Á Quality of medication  
Á Prescription requirement  
Á Additional costs  

/ƭƛŜƴǘΩǎ 
understanding of 
own health 
condition 

Á Stigmatization 
Á Understanding of the illness/ awareness of the illness  
Á Acceptance of the situation 
Á Willingness to take medication  

Medical reports Á Translated, legalized reports 
Á Summaries of medical letters  
Á Fit to fly certificate  
Á Additional reports e.g. blood type  
Á In case of addiction: questions about aggressiveness and dose  

Favorable or 
necessary 
environment/ 
structure in CoR 

Á (medical) equipment (e.g. fridge for insulin) 
Á Access to public transport 
Á Locality (e.g. hilly area counter-productive for heart diseases)  
Á Social benefits/ availability of health care system 
Á Local food distribution  
Á Accommodation   

Social network Á Family & network  
Á Stigmatization  
Á Willingness to take care of the returning client  
Á Capacities for caring for the client  
Á Economic situation  
Á Level of rejection  

/ƭƛŜƴǘΩǎ ǎŜƭŦ-care Á Food / nutrition  
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Á Healthy life style  
Á Positive attitude  
Á Understanding of political and economic and cultural situation in CoR  

 

5.   Overview health care system in the Caucasus  
 

The following information is fully taken from the PowerPoint Presentation of Risatul Islam, Chief 

Medical Officer from IOM Ukraine, presented during the Transnational Exchange IV Workshop on the 

30.10.2018 in Augsburg, Germany.  

What is Health? 

Health, as defined by the World Health Organization (WHO), is "a state of complete physical, mental 

and social well-being aƴŘ ƴƻǘ ƳŜǊŜƭȅ ǘƘŜ ŀōǎŜƴŎŜ ƻŦ ŘƛǎŜŀǎŜ ƻǊ ƛƴŦƛǊƳƛǘȅΦέ 

 

 

 

 

 

What is Health Care?  

Health care is the maintenance or improvement of health via the prevention, diagnosis, and 

treatment of disease, illness, injury, and other physical and mental impairments in human beings. 

Types of health care 

Basic  
Primary Health Care 
Secondary Health Care  
Tertiary Health Care  

Additional  
Home Based or Community Care  
Emergency Health Care 

 

Primary Health Care:  

(PHC) they are the basic first level of contact between individuals and families with the health 

system. The general practitioners, the family physician, the physiotherapist are the usual primary 

health care providers. Immunization, basic curative care services, maternal and child health services, 

ǇǊŜǾŜƴǘƛƻƴ ƻŦ ŘƛǎŜŀǎŜǎ ŀǊŜ ǘƘŜ ǘȅǇŜ ƻŦ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ōȅ ǇƘŎΩǎΦ CŀƳƛƭȅ ǇƭŀƴƴƛƴƎΣ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴΣ 

provision of food and nutrition and adequate supply of safe drinking water may also be included in 

their services. 
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Secondary Health Centre:  

Health care services, at such centers are provided by medical specialists. They may not have first 

contact with patients. Depending on the policies of the national health system, patients may access 

these services through physician referral or self-referral. Secondary health care providers include 

cardiologists, urologists, dermatologists and other such specialists. The health care services include 

acute care, short period stay in a hospital emergency department for brief but serious illness. 

There may be secondary care providers who do not work in hospitals - psychiatrists, 

physiotherapists, respiratory therapists, speech therapists and so on. 

Tertiary Health Centre: 

This is a specialized consultative health care for inpatients. The patients are admitted into these 

centers on a referral from primary or secondary health professionals. Tertiary health care is provided 

in a facility that have personnel and facilities for advanced medical investigation and treatment. 

Services provided include cancer management, neurosurgery, cardiac surgery and a host of complex 

medical and surgical interventions. Advanced diagnostic support services and specialized intensive 

care which cannot be provided by primary and secondary health centers are available at the tertiary 

health centers. 

Health Care System: 

A healthcare system can be defined as the method by which healthcare is financed, organized, and 

delivered to a population. It includes issues of access (for whom and to which services), 

expenditures, and resources (healthcare workers and facilities). The goal of a healthcare system is to 

enhance the health of the population in the most effective manner possible in light of a society's 

available resources and competing needs. 

Four basis models for health care systems:  

The Beveridge Model 
 
Named after William Beveridge, the daring social 
reformer who designed Britain's National Health 
Service.  
In this system, health care is provided and 
financed by the government through tax 
payments, just like the police force or the public 
library. 
Many, but not all, hospitals and clinics are 
owned by the government; some doctors are 
government employees, but there are also 
private doctors who collect their fees from the 
government.  
These systems tend to have low costs per capita, 
because the government, as the sole payer, 
controls what doctors can do and what they can 
charge. 
 
 
 

The Bismarck Model 
 
Named for the Prussian Chancellor Otto von 
Bismarck, who invented the welfare state as part 
of the unification of Germany in the 19th 
century.  
Despite its European heritage, this system of 
providing health care would look fairly familiar 
to Americans.  
It uses an insurance system -- the insurers are 
called "sickness funds" -- usually financed jointly 
by employers and employees through payroll 
deduction. 
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The National Health Insurance Model 
 
This system has elements of both Beveridge and 
Bismarck.  
It uses private-sector providers, but payment 
comes from a government-run insurance 
program that every citizen pays into. 
Since there's no need for marketing, no financial 
motive to deny claims and no profit, these 
universal insurance programs tend to be cheaper 
and much simpler administratively than 
American-style for-profit insurance. 

The Out-of-pocket Model  
 
In this model citizen have to pay for every health 
services from their own money.  
Unfortunately most of the underdeveloped 
country has such kind of heath care system. 

 

What was the health care model in Caucasus during former Soviet Union era? 

The Semashko Model: 

Healthcare services belonged to the state, and healthcare professionals were paid by the state. 

Services were usually free.  The health care system was under the centralized control of the state, 

which financed services by general government revenues as part of national social and economic 

development plans. Main focus was communicable disease prevention.  

Was every service really free of cost? No, there were several informal off the record payment 

modalities like gratitude payment, bribe and etc. was there. 

Up until the 1960s, the Soviet health system achieved genuine progress in reducing infant and overall 

mortality, by allocating medical personnel across the national territory, by improving conditions for 

childbirth, and by tackling infectious diseases. 

Problems with Soviet health care began to emerge in the 1970s, because the system, focused on the 

prevention of infectious and parasitic diseases and on increasing the number of hospital beds, failed 

to take account of the need to combat chronic diseases (diabetes, cardiovascular disease, etc.) and 

make the necessary policy changes. 

What was the major drawback of the Semashko Model? 

- Main focus was infectious diseases prevention 

- No developed primary care service 

- Main concentration was admitting patient is hospital rather giving out patient service.   

Gradually Semashko model collapsed.  

After the Soviet Union era:  

In the 1990s, the severe economic crisis that followed the breakup of the Soviet Union left all the 

former Soviet republics in extremely difficult financial situations. There were drastic cuts to all social 

spending, including health care. So question of Health Care System Reform have arisen among the all 

Caucasus countries. 

Health care systems nowadays in the Caucasus region:  
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Armenia 
 
Á Are going through a health sector reform  
Á decentralized the health care 
Á Currently having a modified out of pocket modality 
Á The reforms formalized fee-for-service payments, 
Á But a Basic Benefit Package (BBP) of free health care is there for welfare recipients, young 

children, and other population groups (including orphans, children from large families, 
ŘƛǎŀōƭŜŘ ǇŜƻǇƭŜΣ ǾŜǘŜǊŀƴǎΣ ŀƴŘ /ƘŜǊƴƻōȅƭ άƭƛǉǳƛŘŀǘƻǊǎέύΣ ǿƛth the potential to be extended 
gradually to a larger section of the population. 

Á Free maternal and child health care and the extension of free medical checkups and basic 
benefits for children up to the age of seven.  

Á Private health insurance is available in the country but covering mainly a tiny portion of the 
population. Mainly employers of the private and international organizations providing such 
for employees. Premium is very high so out of reach of mass population.  

Á Rural area is still out of basic and specialist health care presence.  
Á Primary Health Care System not fully developed yet. 

Azerbaijan 
 
Á !ȊŜǊōŀƛƧŀƴΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ǎǘƛƭƭ ōŀǎŜŘ ƻƴ ǘƘŜ {ƻǾƛŜǘ ƳƻŘŜƭ ƻŦ ŦǊŜŜ Ŏƻƴǎǳƭǘŀǘƛƻƴǎ ŀƴŘ ŎŀǊŜΦ  
Á Azerbaijan has maintained a centralized health system.  
Á The Ministry of Health is responsible for the healthcare system. 
Á The majority of medical facilities, which include public hospitals as well as pediatric and 

adult polyclinics, are state-owned and services are free of charge. 
Á Polyclinics offer outpatient services only, while hospitals and specialized clinics offer both 

outpatient and inpatient services.  
Á In rural areas, primary healthcare is usually provided by the village doctor (feldsher). 

However, professional primary and secondary care is available throughout Azerbaijan at 
private clinics and hospitals, which have modern equipment. Fee-for-service payments, 
which already existed informally, were formalized for some specialist care in 1994 and again 
in 1998.  

Á Some medical treatments, for example oncology, can be obtained at state hospitals only. 
Reproductive health and maternity services are offered at women's consultation centers. 

Á Private medical establishments are growing very rapidly; while they are licensed by the 
Ministry of Health, they are otherwise independent. 

Á The large oil companies have developed their own health systems for their employees, 
which are independent but subject to authorization from the Ministry of Health. 

Georgia 
 
Á Georgia, like other former Soviet states, could no longer afford a Soviet-style, cradle-to-

grave healthcare system. 
Á Georgia has huge health care system reform in last 15 years, 
Á In 1991, private spending became the major source of health service financing  
Á In 1995, state declared no more free of charge medical service.  
Á In 2007, they totally shut down the Semashko Model and moved to an insurance based 

health care model.  
Á Almost 80 % of the states hospital and medical service was sold to private sector to 

renovate and stablish quality health care,  
Á From 2013 Georgia has moved to universal health care model.  
Á UHC means, healthcare is provided by the government (in most cases through private-sector 

providers) and financed by the government through tax receipts.  
Á UHC mainly cover primary care and specific health care.  
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Á Citizens still have to do co-payment out of their pockets. 
Á Specialized service and medicine may not always available. 

 

What are key points we need to keep in mind while planning medical return to Caucasus?  

Á Lack of primary health care service may result in unnecessary hospitalization.  

Á Patient may not able to choose own physician and hospital 

Á Theoretically medical service is free but in reality patient may need to purchase 

specialized service and own medicine.  

Á Specialized service and necessary medicine may not always available.   

Á Informal payment like gratitude money, bribe, no way of reimbursement.   

6. Health care details Georgia and Chechen Republic  

6.1. Georgia  
The following information is fully taken from the PowerPoint Presentation of Tata Topadze, Caritas 

Georgia, presented during the Transnational Exchange IV Workshop on the 30.10.2018 in Augsburg, 

Germany:  

Reintegration service: 

1. Medical research (request of medical attestation from the host country for referral to 

medical establishments in Georgia in case of tuberculosis, hepatitis and other chronical 

diseases) 

2. Research of available medication, analyses of prices, duration of treatment, doses 

4. Facilitate access to medical treatment 

5. Follow up during 6 month 

Available services:  

Á Centre of Mental Health and Prevention of Addiction 

Á National TB Centre 

Á Infectious Diseases and AIDS Centre 

Á Tbilisi Cancer Centre 

Á Different referral clinics to other medical establishments 

Insurance: 

State insurance applies to citizens of Georgia from birth to 18 years of age and for the retired people, 

for the rest of the segment, the state has developed various health care programs where it is 

possible to use various services with different payment percentage  

For example  - tonsils surgery for  habitant of capital  will be covered by Government at 70% and rest 

30% person has to pay  himself 

For region payment divide by 80%-20% 
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6.2. Chechen Republic  
 

The following information is fully taken from the PowerPoint Presentation of Luiza Bazurkaeva, 

SINTEM, presented during the Transnational Exchange IV Workshop on the 30.10.2018 in Augsburg, 

Germany:  

1. Medical research  for each case  

2. Analysis of l health care establishments  

3. Referral to social services engaged in the process (health insurance) 

4. Assistance during medical reintegration  

Á For every Russian citizen medical care  is available for free if he/she obtains health 

insurance  

Á There are two types of health insurance available in Russia compulsory health insurance 

and supplementary health insurance.  

Compulsory health insurance Supplementary health insurance 
 

Á Obligatory 
Á Quality of medical services is low 

because conditions arise from state 
social program 

Á Medical assistance and medication 
provided at basic level. 

Á Medical establishments are determined 
by insurance fund 

Á Financing of insurance is provided in 
particular by voluntary contributions, 
taxes and state budget. 

 
 
 
Á Covers treatment of common chronic  

diseases 
Á Standard medical examination and 

diagnostics are included 
Á There is a long waiting list and patients  

are required to register  in advance in an 
the hospital at the place of residence. 

Á Low quality medication and  assistance, 
waiting in line, analogues of medicals 
that are used abroad 

 
 

Á Optional  
Á Insured person chooses comfortable 

conditions and pays for them thus the 
quality is much higher  

Á Various options to receive additional 
medical assistance and preventive 
medical care 

Á Insurance company chooses various 
medical establishments that provide a 
wide range of qualified medical 
assistance. 

Á The source of financing is insured person 
or employer 

 
 
Á Covers all diseases mentioned in 

insurance contract  
Á Standard medical examination and 

diagnostics are included into contract 
but there can be time limitations for 
each examination 

Á Ill people receive assistance at once and 
can apply to any hospital they have 
chosen and mentioned in the contract 

Á High quality assistance, no waiting in 
line, medicals of better quality. 

 
 

 

Facts:  

Á vǳŀƭƛǘȅ ƻŦ ƳŜŘƛŎŀƭ ŎŀǊŜ ƛǎ ǾŜǊȅ ƭƻǿ ōŜŎŀǳǎŜ ƻŦ ƘǳƳŀƴ ǊŜǎƻǳǊŎŜǎ ŀǊŜƴΩǘ ǿŜƭƭ ǉǳŀƭƛŦƛŜŘ  
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Á No supplementary health insurance is available in Chechnya 

Á People prefer to receive medical assistance in Moscow, Saint Petersburg, Rostov and 

other bigger cities 

Á The costs for treatment grow and become unaffordable  

Process of gaining medical assistance/quota:  

1. Referral from the therapist  

2. The first commission reviews the application (3 days)  

3. The second commission is gathered by the local ministry of healthcare. Application is 

reviewed and sent to the next stage within 10 days  

4. The third  commission gathered at hospital where the medical care will be provided  decides 

to give quota or not 

7. Conflicts within Chechen families  
 

The following information is fully taken from the PowerPoint Presentation of Luiza Bazurkaeva, 

SINTEM, presented during the Transnational Exchange IV Workshop on the 30.10.2018 in Augsburg, 

Germany:  

Pre-marital relationships between men and women in culture and law 

Á Young people have very modest relationship. They do not express their feelings and 

emotions towards each other in public. They cannot see each other alone. There must be 

witnesses of their meetings. They can see each other in the streets, in the cafes and 

other public places. In rural areas there is a tradition that they see each other in the 

house of relatives or ƴŜƛƎƘōƻǊǎΩ ƘƻǳǎŜΦ  

Á No sexual relationship is allowed out of matrimony, for both men and women.  

Á If the couple decides to get married a man sends relatives (in practice, these are women 

ŦǊƻƳ ƳŜƴΩǎ ŦŀƳƛƭȅύ ǿƘƻ ƳŀƪŜ ǇǊƻǇƻǎŀƭ ŀƴŘ ŜȄǇǊŜǎǎ ǘƘŜ ƳŀƴΩǎ ǿƛƭƭ ǘƻ ƳŀǊry this girl or 

woman. 

Marriage 

Á A man who decides to marry a girl or a woman must pay a bride price. 

Á ¢ƘŜ ŜŀǊƭȅ ȅŜŀǊǎ ƻŦ нллл ǿŜǊŜ ƳŀǊƪŜŘ ōȅ ǘƘŜ ƛƴŎǊŜŀǎŜ ƻŦ άōǊƛŘŜ ς ƪƛŘƴŀǇǇƛƴƎǎέΦ bƻǊƳŀƭƭȅ 

such marriages ended with divorces and this caused another issue.  

Á A bride price for an unmarried girl is higher than for a girl who has already been married. 

These bride kidnappings made ǘƘŜ ȅƻǳƴƎ ƎƛǊƭǎ άƻƴŎŜέ ƳŀǊǊƛŜŘ and no matter if they had 

sexual relationship or not. There was a strong outcry among victims of this tradition, so 

the government carried out the law according to which an abductor is to pay a huge fine.  

Á The termination of this custom resulted in another ς early marriages. Early marriages led 

ǘƻ ŘƛǾƻǊŎŜǎ ōŜŎŀǳǎŜ ǘƘŜ ƎƛǊƭǎ ǳƴŘŜǊ мр ǿŜǊŜƴΩǘ ŀōƭŜ ǘƻ ŎƻǇŜ ǿƛǘƘ family life duties.  

Á {ƛƴǘŜƳ ŀǊǊŀƴƎŜŘ ŀ ŎŀƳǇŀƛƎƴ ŀƎŀƛƴǎǘ ŜŀǊƭȅ ƳŀǊǊƛŀƎŜǎ ŀǘǘǊŀŎǘƛƴƎ ƳŜŘƛŀ ŀƴŘ ƎƻǾŜǊƴƳŜƴǘΩǎ 

attention with the media and the new law was adopted ς a girl is prohibited to get marry 

until she finishes school. 
























