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Abstract

This article examines how neoliberal healthcare reforms have transformed medical professionalism in
Georgia by reshaping the institutional position, professional self-understanding, and everyday working
conditions of physicians. The study focuses on the post-Soviet transformation of the Georgian healthcare
system, where the Soviet Semashko model of centralized public provision was gradually replaced by a
market-oriented system characterized by large-scale privatization, expanded private service delivery, and
public financing organized mainly through the state’s purchaser role. Although the Universal Healthcare
Program expanded public coverage after 2013, most healthcare institutions had already been privatized,
creating a hybrid arrangement in which public funds flow largely through private providers. Drawing on
eighteen semi-structured interviews with physicians and clinical managers working in private and state
medical institutions in Georgia, the article explores how doctors interpret commercialization and how
these institutional changes affect professional identity, career strategies, clinical decision-making, and
professional autonomy. The findings show that commercialization has encouraged a shift from the model
of the physician as a state-serving professional toward a more entrepreneurial form of medical
professionalism. Physicians increasingly describe specialization choices, professional development,
workplace mobility, reputation building, and visibility in terms connected to income, competitiveness,
patient flow, and market value. Medical expertise remains central, but it is increasingly reinterpreted as a
form of professional capital that must be continuously developed, strategically positioned, and made
visible within a competitive healthcare market. The article also shows that commercialization affects
clinical practice through financial incentives and managerial forms of control. Per-case remuneration,
clinic-level revenue expectations, DRG-related cost constraints, and internal financial monitoring
introduce economic considerations into the environment of clinical judgment. These mechanisms do not
mechanically determine physicians’ behavior, but they narrow the practical space in which professional
autonomy is exercised. At the same time, the interviews do not support a simple narrative of ethical
decline. Many physicians continue to emphasize patient welfare, professional responsibility, and clinical
judgment, and some describe resisting financially advantageous but clinically unnecessary interventions.
The article therefore argues that commercialization does not simply eliminate medical professionalism;
rather, it reconfigures it. Physicians operate within hybrid institutional environments where professional
commitments coexist with economic incentives, organizational constraints, and market-oriented
expectations. Differences in interpretation appear to reflect not age alone, but physicians’ different
institutional experiences and working environments, including earlier state-centered healthcare
arrangements and contemporary commercialized private-sector settings. The Georgian case contributes to
sociological debates on neoliberalism, professional change, and post-socialist healthcare reform by
showing that healthcare commercialization reshapes not only ownership, financing, and service delivery,
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but also the social meaning of medical work and the conditions under which professional ethics and
autonomy are practiced.

Keywords: Healthcare commercialization; Medical professionalism; Professional autonomy;
Neoliberalism; Georgia

Introduction

Over the past three decades, many healthcare systems have undergone market-oriented reforms that
privatized infrastructure, expanded private provision, and introduced financing mechanisms based on
competition and efficiency. These reforms changed not only the governance and financing of healthcare,
but also the institutional environment in which medical professionals exercise autonomy, responsibility,
and clinical judgment (Saltman & Figueras, 1997; Light, 2000; Harvey, 2005).

Georgia represents a particularly important case of this transformation. Before independence, the
Georgian healthcare system operated within the Soviet Semashko model, where healthcare institutions
were state-owned and physicians worked as public servants in a centralized system designed to provide
universal access (Field, 1967). After the collapse of the Soviet Union, and especially after the Rose
Revolution of 2003, reforms transferred much of the healthcare infrastructure into private ownership and
reduced the state’s role as a direct provider of services. The Universal Healthcare Program introduced in
2013 expanded public financing, but because most providers had already been privatized, the state largely
became a purchaser of services while private clinics dominated provision (Richardson & Berdzuli, 2017).
Reimbursement in this system is largely organized on a per-case basis, while regulatory oversight has
remained relatively limited, leaving private providers substantial autonomy in organizing services and
pursuing economic strategies (Richardson et al., 2025). Recent research also suggests that the Georgian
health workforce has developed largely through market dynamics rather than coordinated state planning
(Aladashvili et al., 2025).

These changes altered the structural position of physicians. Contemporary Georgian doctors increasingly
work in commercialized organizations where clinical practice is intertwined with market incentives and
institutional revenue pressures. This tension is especially important in healthcare because the doctor-
patient relationship is characterized by informational asymmetry: patients usually lack the specialized
knowledge required to assess the necessity, quality, or appropriateness of medical interventions (Arrow,
1963). When financial incentives enter such settings, commercialization becomes not only an institutional
or economic issue, but also a problem of professional ethics and patient trust.

This article argues that healthcare commercialization in Georgia has contributed to a transformation of
physicians’ professional ethos, shifting their role from state-employed public servants toward a more
entrepreneurial form of medical professionalism. Although studies of Georgia’s healthcare system have
examined policy reforms, financing mechanisms, and sectoral performance (Gorgodze et al., 2025;
Bauhoff, Hotchkiss, & Smith, 2011; Natsvlishvili, Kapanadze, & Japaridze, 2022), less attention has been
paid to how these reforms reshaped physicians’ professional identity and ethical framework. Based on
eighteen in-depth interviews with physicians from different specialties, institutional settings, and
professional experience groups, the article examines how doctors interpret commercialization and how it
affects autonomy, ethical reasoning, and everyday clinical decision-making.
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Literature Review and Theoretical Framework

This study interprets Georgia’s healthcare transformation through sociological perspectives on neoliberal
governance and professional work. Neoliberalism is understood here not only as a set of economic policies,
but also as a framework for organizing institutions and social relations according to competition, market
coordination, and individual responsibility (Eagleton-Pierce, 2016). Brown (2015) similarly argues that
neoliberal rationality extends market principles into domains previously governed by social or democratic
values, encouraging institutions and individuals to interpret activity through efficiency, competitiveness,
and market value.

Healthcare has been a central arena of these changes. Privatization, private provision, and competitive
financing arrangements have often been justified by appeals to efficiency and responsiveness, yet they also
place clinical work in organizational contexts shaped by financial incentives, provider competition, and
managerial oversight (Saltman & Figueras, 1997; Light, 2000; Relman, 2007). These shifts matter because
medicine has historically been understood as a profession grounded in specialized knowledge, autonomy,
and a normative commitment to patient welfare. Parsons (1951) argued that medical authority rests on
trust in physicians’ discretionary judgment, while Freidson (2001) described medicine as governed by the
“logic of professionalism,” where decisions are expected to be guided by expertise rather than market or
bureaucratic control.

Market-oriented governance may therefore reshape professional autonomy without eliminating it.
Physicians increasingly work in environments where professional expertise coexists with financial
incentives and institutional performance expectations (Light, 2000; Feiler, Hordern, & Papanikitas, 2018).
Power’s (1997) concept of the “audit society” is useful for understanding how professional activities
become subject to measurement, verification, and performance monitoring. In healthcare, these
mechanisms include reimbursement systems, financial indicators, and managerial evaluation.

Neoliberal reforms also affect how professionals understand themselves. Foucault’s concept of neoliberal
governmentality describes individuals as “entrepreneurs of the self,” responsible for investing in their own
capacities in competitive environments (Foucault, 2008). Becker’s (1964) theory of human capital similarly
treats education and skills as investments that increase productivity and earning potential. In Georgia’s
post-socialist context, these perspectives help explain how extensive privatization and market-oriented
reform reshaped not only healthcare institutions but also physicians’ professional self-understanding,
career strategies, and working conditions (Bauhoff, Hotchkiss, & Smith, 2011; Natsvlishvili, Kapanadze, &
Japaridze, 2022).

Methodology
Research Design

This study uses a qualitative research design to examine how physicians interpret healthcare
commercialization and how these institutional changes influence professional identity, career strategy,
autonomy, and everyday clinical practice. Qualitative interviews were appropriate because the study
focuses on physicians’ own interpretations of institutional change and the meanings they attach to ethical
and organizational pressures in commercialized healthcare settings.

Participants and Sampling

The empirical material consists of eighteen semi-structured interviews conducted with physicians
practicing in Georgia in 2025. Participants were selected through purposive sampling to capture diversity
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across institutional setting, specialty, professional role, age, and professional experience. Thirteen
respondents worked in private clinics and five in state clinics. Fourteen were primarily practicing
clinicians, while four held clinical director or managerial roles, enabling the study to include perspectives
from both clinical practice and organizational management.

In terms of specialty and position, the sample included four surgeons, three traumatologists, three
ophthalmologists/oculists, two cardiologists, one therapist, one neurologist, and four clinical directors.
This distribution made it possible to examine how commercialization is perceived across fields differently
exposed to surgical intervention, patient volume, reimbursement mechanisms, and market competition.
Respondents ranged from 30 to 85 years old: five were between 30 and 39, seven between 40 and 59, and
six were aged 60 or older. These age groups are not used for statistical generalization or as a simple
generational division. Rather, they indicate different contexts of professional socialization and
institutional experience. Some respondents began their careers during the late Soviet or early post-Soviet
period, while others entered the profession after the consolidation of market-oriented reforms. This
variation is important because the article interprets differences in respondents’ accounts as shaped by
institutional experience and working environment rather than by age alone.

Data Collection and Analysis

Interviews were conducted between January and March 2025 and lasted between 45 and 90 minutes. They
focused on career trajectories, workplace environments, specialization choices, competition, financial
incentives, managerial oversight, professional autonomy, and ethical decision-making. Interviews were
recorded, transcribed, and anonymized. Respondents are identified only by role or specialty, institution
type, and age.

The material was analyzed using thematic analysis following Braun and Clarke’s approach. Transcripts
were read repeatedly, coded for themes related to commercialization and professional change, and then
grouped into broader analytical categories. The findings section presents the main patterns identified
across the interviews: public provision and market differentiation, self-investment, professional visibility,
financial incentives in clinical decision contexts, and managerial control.

Ethical Considerations and Limitations

Participation was voluntary, and all respondents were informed about the aims of the study and consented
to the use of anonymized quotations. Because the study is based on a small qualitative sample, the findings
are not statistically representative of the entire medical workforce. The aim is instead to develop an
interpretive understanding of how physicians in different institutional settings experience
commercialization. The consistency of themes across interviews nevertheless suggests that the patterns
identified reflect important dynamics in Georgia’s commercialized healthcare sector.

Findings

This section presents the thematic analysis of eighteen interviews with physicians and clinical managers
in private and state medical institutions in Georgia. Respondents described a shift from medicine
associated with public service and collective responsibility toward a more market-oriented and
competitive professional environment.
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The findings are organized around five themes: public provision and market differentiation, self-
investment, professional visibility, financial incentives in clinical decision contexts, and managerial
control over the conditions of medical work.

Healthcare Between Public Provision and Market Differentiation

The interviews reveal an important transformation in how physicians interpret the institutional
foundations of the healthcare system. While many respondents continue to describe healthcare as a
universal social good, their narratives simultaneously reflect the growing normalization of differentiated
services within medical provision. In practice, the principle of equal access to healthcare is increasingly
reconciled with the acceptance of different levels of service depending on patients’ financial resources.

Several respondents emphasized that essential healthcare should remain universally accessible, while also
acknowledging the legitimacy of additional services offering greater comfort or convenience.

“Essential healthcare must be accessible to everyone. [...] But if someone wants comfort, why not.
Conditions cannot be the same for everyone.”

(Ophthalmologist, 85 years old)

A similar perspective appeared in the following account, where the respondent rejected the idea that
healthcare itself should become purely commercial but nevertheless accepted the existence of enhanced
services for those willing to pay.

“Healthcare should not be commercial... but at the same time, if someone prefers luxury, they should
have the possibility to pay for it.”

(Therapist, 47 years old)

These narratives illustrate how physicians reconcile two potentially contradictory principles: the
commitment to universal access and the acceptance of differentiated service provision. While respondents
consistently emphasized that basic medical care should remain available to all citizens, the presence of
private services providing faster access, additional privacy, or improved comfort was often viewed as a
legitimate feature of contemporary healthcare organizations.

This logic becomes particularly visible in private medical institutions, where service provision increasingly
resembles customer-oriented models found in other sectors. As one clinical director explained:

“This is a regular private outpatient clinic. State insurance has nothing to do with it. We have reception
staff, we provide services, we have personal assistants who help patients with appointments and other
issues. [...] If someone does not want to stand in line, if someone wants more privacy... if they have
the money, what is the problem? I do not see inequality here.”

(Clinical director, private clinic, 59 years old)

Such accounts suggest that the commercialization of the healthcare system is not necessarily interpreted
by physicians as a complete abandonment of universal healthcare principles. Rather, many respondents
describe the contemporary system as a hybrid arrangement in which publicly financed healthcare coexists
with differentiated services organized through private institutions.

Differences in interpretation should not be understood simply as age-based. They reflect different contexts
of professional socialization and current institutional practice: physicians with experience of earlier state-
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centered arrangements more often described commercialization as a departure from public responsibility,
while those embedded in private-sector settings more often treated differentiated services as normal.

Taken together, these observations indicate that commercialization has reshaped not only the institutional
organization of healthcare but also physicians’ interpretations of fairness, access, and the role of private
services within the medical system.

The Entrepreneurial Physician: Investing in Human Capital

The interviews suggest that the commercialization of the healthcare system has also reshaped how
physicians understand their professional development and career trajectories. In contrast to the Soviet
healthcare system, where the number of medical specialists and career progression were largely regulated
through centralized planning, respondents described the contemporary medical labor market as strongly
influenced by market dynamics. Under these conditions, specialization choices, career strategies, and
professional development increasingly reflect considerations related to income opportunities, working
conditions, and professional reputation.

Several respondents noted that medical specialization is now frequently evaluated in terms of its economic
potential rather than solely according to professional interest or the needs of the healthcare system. As
one clinical manager explained, young physicians often select specialties associated with higher earnings
and more favorable work schedules, while less profitable fields struggle to attract new doctors.

“Together with the clinic we established a university and we offer residency programs in twenty
specialties. Everyone wants the same fields - you can guess which ones - radiology, angiology, cardiac
surgery, where the money is. When incomes became higher, nobody wanted internal medicine
anymore. We do not have therapists or family doctors... our residents say openly: I want a specialty
with a high salary. They know they will not have night shifts, they will perform procedures, they will
have weekends free, and maybe even spend holidays in Mallorca.”

(Clinical manager, private clinic, 58 years old)

This account illustrates how market considerations increasingly shape physicians’ career decisions. Rather
than being guided primarily by institutional planning or collective healthcare needs, specialization choices
are often aligned with expectations of financial return and lifestyle advantages.

The interviews also indicate that physicians frequently invest their own resources in professional training
and specialization in order to strengthen their position within a competitive medical labor market.
Professional development is often described as a continuous process of self-investment aimed at improving
professional opportunities and long-term career prospects.

“Competition between doctors must exist. Doctors invest the money they earn in their own
development. Those who do not do this remain on a salary of 2000 GEL. Those who invest in
themselves are constantly studying and improving. Modern medicine has increased competition. Yes,
a doctor is a businessman. Doctors are businessmen everywhere - in America, in Norway, everywhere.
We all work to earn a living.”

(Clinical director, private clinic, 59 years old)
In this perspective, education, specialization, and skill acquisition are increasingly understood as forms of

professional capital that must be continuously developed. Medical careers are therefore described less as
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stable professional trajectories within a publicly organized system and more as ongoing processes of
individual investment and professional positioning within a competitive environment.

At the same time, one respondent with experience of earlier professional norms expressed reservations
about the increasing individualization of professional development and the growing role of competition
within the profession.

“When I tell younger doctors to train someone who is interested in surgery, they answer: [ will teach
my own child, not a competitor. In the past, if doctors learned something new, they shared it with
colleagues. Now they think: this knowledge is my interest; I will benefit from it... I have even heard
that some doctors ask for serious money just to teach someone.”

(Ophthalmologist, private clinic, 80 years old)

For this respondent, the increasing emphasis on individual career advancement appears to contrast with
an earlier professional culture characterized by stronger norms of collegial cooperation and knowledge
sharing. The concern is not simply that physicians now pursue professional development, but that
knowledge itself may become treated as an individually owned competitive resource.

Taken together, these accounts suggest that the commercialization of the healthcare system has
contributed to the emergence of a more entrepreneurial understanding of medical professionalism.
Physicians increasingly approach their careers as strategic investments in human capital, seeking to
strengthen their professional position through specialization, continuous training, and the development
of professional reputation within a competitive healthcare sector.

Competition and Professional Visibility

The commercialization of the healthcare system has also reshaped the competitive environment in which
physicians operate. As the previous section showed, competition is often linked to physicians’ self-
investment in training, specialization, and professional development. In this subsection, however, the
analytical focus shifts from self-investment to another dimension of competition: the growing importance
of professional visibility, reputation, and patient attraction within a commercialized healthcare market.

In a healthcare system dominated by private institutions, clinical expertise alone may no longer be
sufficient to secure professional success. Physicians increasingly have to become visible to patients,
maintain public recognition, and present themselves as attractive professional figures within a competitive
medical marketplace. This logic is clearly expressed by one clinical director, who describes advertising not
as something external to medical work, but as a normal strategy for increasing recognition and patient
flow.

“I do not consider doctors’ advertising on the internet to be self-advertising. It serves to increase
recognition, popularity, and patient flow. As for banners, yes, young doctors mainly use them. I do not
need this, but if I needed it, I would probably use it. In the end, I work in order to earn a living. If
healthcare is commercialized, a doctor should be well dressed, well groomed, always neat, and happy,
so that patients look at them adequately.”

(Clinical director, private clinic, 58 years old)

This account shows that professional visibility is linked not only to reputation, but also to popularity,
patient attraction, and management of the doctor’s public image. Commercialization thus expands the
meaning of professional competence: doctors are expected not only to know and treat, but also to appear
credible and accessible.
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The unequal consequences of this visibility requirement are emphasized by another respondent, who
argues that commercialization does not benefit all physicians equally. In his account, doctors who are able
to advertise and promote themselves may consolidate stronger financial and professional positions, while
equally competent but less visible doctors may be disadvantaged.

“Commercialization has harmed doctors more than patients. Some doctors have advanced, but many
others have not. Those who succeeded were the ones who promoted themselves well. A surgeon may
be very good, but another surgeon of the same level who did not advertise may remain less visible.”

(General surgeon, state clinic, 35 years old)

This account highlights the structural inequality created by visibility-based competition. Professional
success becomes partly dependent on the ability to advertise, attract attention, and convert visibility into
patient flow and financial stability. As a result, commercialization may reward not only clinical
competence but also the capacity for self-promotion.

However, attitudes toward these developments vary among physicians. While some respondents accepted
self-promotion as a normal part of contemporary medical practice, others expressed discomfort with the
increasing importance of advertising within the profession. This discomfort was especially visible among
physicians whose professional understanding was shaped by earlier norms of medical authority and
collegial recognition.

“In the Soviet period advertising was considered shameful. A good doctor did not need advertising.
When I saw some of my former students on advertising banners, I felt embarrassed.”

(Ophthalmologist, private clinic, 80 years old)

These contrasting views suggest that commercialization has introduced new expectations regarding
professional competition and visibility. Whereas earlier professional cultures placed greater emphasis on
reputation built through clinical expertise, collegial recognition, and long-term trust, contemporary
physicians increasingly operate in an environment where professional success is also linked to public
visibility, self-presentation, and patient attraction.

Taken together, these accounts show that competition operates on more than one level. It encourages
physicians to invest in their professional development, but it also pressures them to become visible and
recognizable in a crowded medical marketplace. In this sense, commercialization reshapes not only how
physicians develop their skills, but also how professional value and recognition are produced within the
healthcare system.

Financial Incentives and Clinical Decision Contexts

The interviews also indicate that the commercialization of the healthcare system has introduced financial
considerations more directly into the organizational environment in which clinical decisions are made.
Physicians described how payment arrangements, institutional expectations, and reimbursement
structures increasingly shape the context of everyday medical work. In private healthcare institutions,
remuneration is often linked to the number or type of medical procedures performed, creating conditions
in which professional activity becomes closely connected to organizational revenue generation.

One respondent illustrated how such payment structures influence the practical circumstances under
which clinical decisions occur:
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“Because of the large number of clinics, the harmful side of commercialization is that every morning I
go out like a hunter and think about where to hunt. Today I refused to perform an operation worth
8000 GEL and discharged the patient instead. My salary would have been 1500 GEL from that case. I
work per case. I did this because I saw that the patient was improving and the operation was not
necessary. But this is not right, is it? If I were thinking only about my family, I should have performed
the operation. The correct system would be one where I simply receive a salary and do my work
without feeling like a hunter.”

(Microsurgeon, private clinic, 56 years old)

This account illustrates how payment systems can influence the environment in which physicians act.
When income is linked to procedures, doctors become aware of the economic consequences of clinical
decisions, even when they ultimately prioritize medical judgment. The case shows that commercialization
creates a decision context in which judgment is exercised under economic pressure.

Other respondents described similar situations in which the structure of healthcare financing creates
incentives for medical interventions. In particular, the combination of private healthcare provision and
publicly financed programs may generate institutional pressures to perform procedures that are financially
advantageous for clinics, even when their clinical necessity is questionable.

“Young doctors opened clinics. In ophthalmology almost everything is financed. A patient comes and
says they were told they need cataract surgery. I look through the microscope and see that it is at a
very early stage. In reality, it is not surgical. They send the patient for funding, the funding is approved,
and they implant an artificial lens. But it did not need to be done. Glasses could have been prescribed,
but they perform the operation anyway. Whether it is needed or not, they do it. My conscience and
ethics do not allow me to operate when the disease is at an initial stage.”

(Ophthalmologist, private clinic, 59 years old)

This account shows not only how financing arrangements may create incentives for unnecessary medical
interventions, but also how physicians may resist such incentives on professional and ethical grounds. The
respondent explicitly contrasts the clinic’s financial interest with the requirements of clinical judgment,
professional conscience, and medical necessity. The example is therefore important because it
demonstrates that commercialization does not simply eliminate professional ethics; rather, it places
physicians in situations where professional standards must be actively defended against organizational and
financial pressures.

These narratives show that financial incentives do not mechanically determine physicians’ behavior.
Rather, they form part of the institutional context within which doctors must balance professional
standards, organizational expectations, patient needs, and the economic consequences of clinical decisions.
The ethical tension emerges precisely because clinical decisions are made in settings where professional
responsibility and revenue-generating opportunities may point in different directions.

Taken together, these accounts suggest that commercialization does not only influence healthcare
institutions or professional careers. It also reshapes the economic and organizational conditions
surrounding clinical decision-making, introducing financial considerations into everyday medical practice
while simultaneously making professional ethics and clinical judgment more difficult, but also more
visible, as practical commitments.

27



Beka Natsvlishvili

Managerial Control and Professional Autonomy

While the previous subsection focused on financial incentives in clinical decision-making, this subsection
turns to broader organizational mechanisms: managerial systems through which healthcare institutions
monitor performance, control costs, and shape the practical boundaries of professional autonomy.
Respondents described reimbursement mechanisms, financial monitoring, institutional planning, and
revenue-oriented evaluation as increasingly important conditions of medical work.

One institutional change discussed by several respondents is the introduction of diagnosis-related group
(DRG) payment systems. Although such mechanisms are intended to regulate healthcare expenditures and
improve efficiency, physicians sometimes perceive them as limiting their professional autonomy. In
particular, respondents noted that standardized tariffs and cost restrictions may influence decisions
regarding treatment methods, medical materials, and the practical range of options available to doctors.

“I want to have freedom of choice as a doctor. If the cheaper option is chosen, the doctor may receive
a higher percentage of payment because expensive implants leave less profit for the clinic. In this case,
both the clinic and the doctor may become interested in choosing the cheaper option.”

(Traumatologist, private clinic, 38 years old)

This account shows how reimbursement systems and cost-control mechanisms may enter the practical
space of clinical judgment. The respondent does not describe professional autonomy as formally abolished;
rather, he points to a situation in which the doctor’s freedom of choice is narrowed by financial
calculations built into the institutional setting. When treatment options are associated with different
financial outcomes for both the clinic and the physician, economic considerations may become
intertwined with professional judgment.

Respondents also described the influence of broader financial expectations within private healthcare
organizations. In some institutions, physicians reported that clinic management evaluates medical work
not only through clinical outcomes, but also through revenue indicators, patient volume, and the intensity
with which offices or departments are used. One ophthalmologist described this logic directly:

“This is a private hospital. We calculate how much revenue should be generated per square meter. If
this office is not busy enough, they will tell me: take care.”

(Ophthalmologist, private clinic, 85 years old)

This quote illustrates how professional activity may become subject to spatial and financial productivity
criteria. The physician’s office is not treated only as a site of clinical care, but also as an organizational
resource that must generate sufficient revenue. In this context, the doctor’s professional position becomes
linked to the clinic’s expectations regarding patient flow, workload, and the financial productivity of
medical space.

A similar form of managerial control appears in the discussion of departmental financial targets. One
neurologist explained how financial planning was incorporated into the everyday routine of clinical
departments:

“Every morning the conference started with financial plans. For example, the neurology department
had a plan of thirty thousand GEL per month. Then they calculated the percentage of how much had
already been achieved.”
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(Neurologist, private clinic, 30 years old)

This account shows that financial targets may become integrated into the ordinary organizational routines
of medical work. The morning conference, which might otherwise be expected to focus primarily on
clinical issues, is described as beginning with financial planning and the monitoring of progress toward
monthly revenue targets. In this way, managerial oversight does not operate only through direct
commands, but also through the normalization of financial indicators as part of everyday professional
communication.

Taken together, these narratives indicate that financial monitoring and institutional planning have
become integrated into healthcare governance. While physicians formally retain clinical authority, their
work increasingly takes place within frameworks shaped by financial accountability, performance
expectations, and revenue-oriented evaluation.

Commercialization therefore affects professional autonomy not only through market competition or
payment incentives, but also through internal governance structures that organize, measure, and assess
medical work.

Discussion

The findings show that healthcare commercialization in Georgia has reshaped medical professionalism not
by replacing professional norms with market logic, but by reorganizing the institutional conditions under
which judgment, career development, and ethical responsibility are exercised. Physicians continued to
invoke patient welfare and clinical judgment, yet described working in environments shaped by
competition, financial incentives, patient flows, and managerial oversight. This points to a hybrid form of
medical professionalism in which professional values remain active but must be negotiated within
commercialized organizations.

The Georgian case is important because commercialization developed through a specific configuration:
public financing expanded through the Universal Healthcare Program, while provision remained
concentrated in private institutions. Public financing therefore did not restore a state-centered model.
Instead, it channeled public funds through a privatized provider landscape in which the state remained
primarily a purchaser of services, while private clinics organized the everyday conditions of medical work.
This helps explain why physicians experience reform not only as a policy change, but as a practical
transformation of professional activity.

The study contributes to debates on neoliberalism and professional change by showing how market-
oriented reform operates at the level of professional self-understanding. Specialization, training, mobility,
reputation, and visibility are increasingly described in relation to income, competitiveness, and market
value. The entrepreneurial physician emerges not simply because doctors adopt business-oriented values,
but because the institutional environment rewards self-investment, visibility, and strategic positioning.
Medical expertise therefore remains central, but it is increasingly treated as professional capital that must
be cultivated and made visible.

The findings also show that autonomy is constrained in ways that go beyond direct bureaucratic control.
Per-case remuneration, clinic-level financial interests, DRG-related cost constraints, revenue targets, and
managerial monitoring do not mechanically determine physicians’ behavior, but they introduce economic
considerations into clinical judgment. At the same time, the interviews do not support a simple narrative
of professional decline. Respondents described resisting unnecessary but profitable interventions and
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expressed discomfort with advertising and revenue planning. Commercialization therefore appears less as
the disappearance of professionalism than as its reconfiguration under more difficult institutional
conditions.

Finally, differences in interpretation should be understood less as a strict generational divide than as
differences shaped by professional socialization and current institutional location. Physicians with
experience of earlier state-centered arrangements more often described commercialization as a departure
from public service and collegial responsibility. Respondents embedded in commercialized private-sector
settings more often treated competition, visibility, and market-oriented practice as normal features of
contemporary medicine. The main contribution of the study is to show that, in a system where public
funds flow through private providers, physicians remain responsible for patient welfare while working in
organizations structured by competition, revenue generation, and performance monitoring.

Conclusion

This article examined how healthcare commercialization in Georgia influences physicians’ professional
identities, career strategies, autonomy, and everyday clinical practices. Drawing on qualitative interviews,
it showed that privatization, market competition, financial incentives, and managerial governance reshape
several dimensions of medical professionalism.

Physicians increasingly work in environments characterized by competition for patients, self-investment,
visibility, reputation building, and financial monitoring. These conditions influence specialization choices,
career trajectories, professional recognition, and clinical decision-making. Mechanisms such as per-case
remuneration, reimbursement rules, financial targets, and managerial oversight redefine the practical
boundaries of professional autonomy.

The findings suggest that commercialization does not simply replace professional norms with market logic.
Rather, physicians operate in hybrid institutional environments where commitments to patient care
coexist with economic incentives, organizational constraints, and market-oriented expectations. These
transformations are interpreted differently by physicians shaped by different institutional experiences and
working environments, rather than by age alone.

The Georgian case demonstrates that extensive healthcare commercialization reshapes not only
ownership, financing, and service delivery, but also the institutional conditions and social meaning of
medical professionalism. Professional ethics and autonomy remain important, but they are practiced
within organizations increasingly structured by competition, revenue generation, and managerial control.
This is the article’s central contribution to the literature on neoliberal reform and professional change.
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36OMBLoMbsoBdo LodsMmzgermdo. 33e935 5965¢r0HBYIL Lodo®mzgurml xsbwsazol LobEGgdol
30LALYOFMMS  GHOBLRMOT300L, OHMIWOL BoMergddos dmbs LsdFMmms (396EHM0BYdMEO
LobGHIAOL, Loog OMMOE K¥9bwog30L d9dlyozgero, oy dodfmEgdgwro Lobgerdfoxgm oym,
05D5OBY  MMH0gbGHOMYdIMo  FmEgwom  Bsbozargds. gl 3GMgbo  boliosmgds  xsboE30L
5h9LYdWGdgBOL  BIMOMINBIE00560  3M0353H0DsE300Ms @S TMPGODY  MO096EHMYdIMEO
5h9LYdgdgd0L 3mbEgbGHMsE00m. 2013 ol Logmggumom xsbs30l MYRMOTOL FJRS®
50{gm Imbobergmdol oo bsfowol d379MHbscmdol botxgdol 30X G006 ©530656lgds.
Bo9ygo0ds  300M0Ewo  dmEgeo, Bssg  Lsbgwdfoxm  domxgdo, 3gMdm, dmygdsby
™609bGH0M0ME0 3000603900L 30MHOL30M SIMBBE. 53 2o6MgIMYdsT FOBIMIS 9J0dgdol Hobsdg
3MLgdMo  sMdLsFoMM  15dg0E0bm  Fsbo3dMwszool  ImGsEMEmO  Molgo. LEHIG0S 9Emdbgds
Lodo®m3z9ewmdo 39MHIm s Labgedfonm bsdgoEgobm sfigligdywgdgddo dmdMdsgg 9Jodgdmsb s
30060376 8969% 9090056 Bo@o09de m30M539@¢ bobgzmowbid®d@mmomgdme 0b@gmzoml s
05Boe0Bgdl, mvy OMYME gobdoM@Hog9b 9Jodgdo xobIE30L  3MIGOE0sODI30L s MHMYME
50bobgds gl 0BLEHOGHMEOWEO (330w gdgdo  IMMBILOIE  0EIEGHMISDY, 3P0y
LAMHIE0YOBY, ILobogYH  BdW{jY30HOWIOIPRDY s 3EMBILONE  53GMBMT0sDY. 33930l
903690900 5639690L, XM 3MIGMHE0OBE05 bgwo Fgmhgm 9dodols, MMM boxsem Loggmol
909(m©9gdgwo  3OHMBGLoMmbowol, d9Hocmdg  LMBogJGOLMZ0L  sTsbolosMYdgE  M301909dM6
5Q3(B)9(309. 9908900  B39E30sW0BsE00L  5MBYG3L,  3OMBILOM  A9B30056MgBL,  IOM™Iom
9md0WMdL, LoxsO™ 3OHMBGLOME LogMEgdo LH3MMIMO MO30L 3MBOEOMbOMYIL by MBGOM
bdo6s© 50)9M9b 9ambogswmsb, 30639696 bsM056MBLMB, 353096G s 553506 S LEdSBOH™
00090 g09dmMb 9393000900 BHYMTobgdom. LsdgoEobm (3m©bs 33eeg  (396GHOIE
96003369 ™dsls 06560BMbgdL, 0mdEs 080 L MROM 9GO 39b0dsMEHGOs MMYMM3 3MMzglovIco
3930¢owo, OGmdgwo 89©dog  gob3005MmgOL @S B3BBG  BEAHMIBJROSE  FobmM3LYdL
Lo FoMMYOL. BGsGH0s 515939 9839690, MM 3mBIME0IWODE0S 30bo3ME 365JEH039DY dmddggdl
530656LEo BEGH0IMWgdoLs s F9bgx Mo 3MbGHOMWOL BMMHIgdom. F9dmnbgzgzsHg B0dIMEo
9b5BOom™gds,  Jeobozol  dgdmbogergdmsb 393006900 dmermobgdo,  DRG-0sb
05393800900 Bobsblmmo JgBM©3900 s Fos BobsbLYMHO dmboGHm®mobyo g3mbmadozm®
239500390l 3¢00603MM0 9Bl OL F9MgdmBo Jgodal. gb 9dsbobdgdo 9dodgdol Jzg3sL 8gdsbozmGo
56 39BLBOZMI3L, MIEs 930(MMYOL 00 3M5dBH03ME LogMEIL, LEsE 3OMBILOMWO 53E™bMT0s
bmM(30900905. 535300MMMs©, 06EJMH3019980 56 5EIBEWIMYOL 3OHMBIBOIEO GOMBOL QoJOHMISL
96 90003996 ©AsLZsL. 9J0dgdol bofoo 33esg boBl Mszsal 35309630l 06E ML, 3BMTglomem
35LbolIYYIMBIBS S 3wobozMe  3900LOBEOLOYMYALL, brwrm BmaoghHo Fgdmbggzsdo
s0f9OL B0bsbLYMS® dMTYd0sb, Boa®sd 30boldMEOE MSLsFOMM Bs69390Dg M@0l mddol
365d3H03oLo3.  Tgbodsdobo,  BEIGH0s  993H30EJ0L,  MMI  3mIgO305woDs30s  LygOEObm
360539500MbsoBIL 30 96 5999890, 5509 ol M93bTBoYMEBSE0L SbYBL: 9gJodgdo dmgddnwgdgb

31



Beka Natsvlishvili

30060 0bLEOGHME0MO 256090 T0, L3 3OMBILOMWO 35¢YIMEYOIO0 MBISOLYOMOL
9306m303M6 1GH0IMWYGOMB, MMRBOBIFOME F9HBOMO3JINB s B3BBG MMH0YBEGHOMYOME
ImmE©0bgdmsb. 063gM30099830 033900905 goblibgs390E0 M0 YdIgdgdo  Lbgoalbgs
360598090 2odmE0wgdol dJmby gJodgdl dmeol. gl goblbgsgzgdgdo FbmwmE sbs300 oG
50blbgds; obobo wBGM FgEHo 393800 Gds 9J0dgdol 0bLEGHOGHMEOMO  FITMEFEOWGILS S
360xgs0  BmEoswobszosl, oo ool  sMobgw  Lobgwdfogmby  MmO0gbdotMgdme
X 90653306  dMEIEls @ MbsdgMm™M3zg ImygdsBy MmM09bEH0MYdME  LolEgdsdo ddomdols
23990300 905L.  LyJoMM39wml  dgdmbggaol  dglfoges bawl  MHgmdl  bymeodgMowoBaol,
36MMGBIBOMO 330 gd0Ly @5 3MLBHLME0OLGHMOO  Xobo330L  MYRMEIOL  dglobgd
LOMEOMEMAO0IO OLIMLOSL, oD 95B39693L, MM X633l 3TN E0SWODOE0S (33Ol 56
dbmEmE  bY3MNOGOSL, IR0BBLYdSLS o FMBLObMMGdOL FofmEgdsl, SMedg  LsdgoE0bMm
365943030l bmEosw® 860d36gwmdsl s 08 306HMdJIL, HMIIdToiz 3OMBIBOMO JINOIS ©d
933 MbMm30s b 3090 gds.

1533960 LBo@yggdo:  xsbso33ol  3009ME0sobe30s;  LsdgoEobm  3OHmzgglombswobdo;
36MHMB9LOYOo 53EHMbMB0s; bgME0dgMI0HBI0; LodoMmzgum
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