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SUMMARY

ZdravReform consultant Alexander Telyukov wisited Tashkent, Uzbekistan for a 12-day
consultancy The purpose of the trip was to (1) participate m a policy planming workshop focusing
on the 1ssues of structural rationahization m the national and regional health care sectors, (2) clarify
the fund flow profile of the Uzbekistam health care sector by level of public spending, and (3)
address current techmical assistance needs and help identify priorities for ZRP work in Uzbekistan in
1998

The semmar resulted in consensus that structural change 1s immment and should be planned for,
regardless, even, of the SVP (rural health post) need for operating funding Attendees concurred
that 1t would be m the best interest of the national health care sector to elumunate the most obvious
redundancies 1n personnel and physical plant and concentrate what limited funding 1s available on
the viable part of the resource base As it became clear dunng the semmnar, the political situation has
lately become more favorable for structural reforms At least three regulatory documents
contributed to the creation of a more dynamic environment i the national health policy The
contents and implications of those documents are summanzed 1n the Section 4 1 1 of this report

In a nutshell, the government sets out the following structural changes

o Service Mix to shift care from npatient to outpatient,

e Finance Mix to shift public health financing to user fees and employer-based financing to local
budgets by means of earmarked tax on corporate net profits, and

e Ownership Status to change the ownership status of selected public health care facilities by
means of privatization and transfer company-based health care services to municipal ownership

The common thread of the mandated changes 1s to increase financial sustanability n both public and
non-public segments of the national health care sector How far the government 1s prepared to go to
deregulate the health care sector, m order to increase the motivational base for the announced
changes, remains to be seen It 1s likely that at least some shift will occur towards more autonomous
decision making and cost recovery on the oblast and facility levels Such change mught set a
somewhat more favorable stage for structural adjustment and elimmnation of the SVP financial gap

The upcoming changes m the national health policy may be constdered as a potential contributing
force to structural rationalization plans, central to the World Bank Loan Project The government,
clearly, will not pave the whole way to deregulation or structural reforms At best, 1t will become
more receptive to the oblast-level initiatives

Also, the new government decrees give a new spin to the 1ssue of SVP financial sustamability Thus
far, four strategies for closing the SVP financial gap could be considered (1) A resource-saving
structural shuft within the publicly funded health care sector and allocation of savings to the SVP
operating funding (2) Stretching the SVP implementation schedule over a peniod of longer than
four years (3) A downward revision of SVP recurrent cost (4) Gradual integration of employer-
funded facilities mto the oblast structural rationalization plan This would spread the change over a
larger resource base and make 1t less intensive for publicly funded facilities Alternatively, if



employers become reluctant to downsize therr health care network, the government could charge
the ndustry a ‘solidanty’ tax earmarked for SVP operations

Strategies (1) and (4) aim to mncrease the supply of resources while (2) and (3) mtend to reduce the
demand for resources generated by SVPs operating needs The new government mitiatives may
strengthen the supply-side approach to closing the SVP financial gap (1) The extension of user
charges to hospital meals 1s tantamount to the introduction of a new source of health care funding
Importantly i the SVP context, the govermnment encourages the terrtonal Health Care
Admunistrations to strengthen primary services by using appropnately the savings from partial
transfer of meals cost to user fees (u) Transfer of company-based chinics to mumnicipal ownership
enables the local governments to apply restructuring to a much broader resource base, thus making
it less radical and tensive As a result, the range of tools that may be used m closing the SVP
financing gap becomes more diversified

The 1tial promuse of change, suggested by government’s new regulations and the counterparts’
more advanced thinking, 1s yet to be developed mto an effective policy action and sustamable
implementation Eight lines of techrucal assistance are recommended to make structural reforms
happen

1 To assist the expenimental oblasts with bullding and evaluating a more comprehensive list of
structural reforms, consistent with the SVP program targets and time frame, and mindful of
existing political constraints

2 To develop a case-based ‘master plan’ of facility rationahization with modifications for urban
hospital, polyclinic, and rural health care network anchored 1n a central rayon hospital Such a
plan should be presented n a how-to manual and detaled mto a step-by-step bluepnnt A
decision-making tree will mstitute a significant part of the algonthm, relating strategies and
techmques of restructurning to a facility climcal and resource utihization profile, local health care
market structure, and local socio-economuc and pobtical environment A facility-level
rationalization plan will be supplemented with the oblast-level component The latter will detail
functions and activities that should be carned out by the local fiscal, labor, and health care
authorities

3 To assist with a downward revision of the SVP operating budgets In order to close the SVP
financing gap 1 full, structural change will have to exceed the levels and intensity dictated by
rationalization of the health care network To prevent restructuring from becomng ‘urationally’
radical, the counterparts and the WB alike will have to consent to a ‘residual’ financing gap to
be filled by methods other than rationalization One such method 1s a downward re-estimation
of the SVP recurrent cost

4 To wdentify the list of 1ssues that require reconcihatory adjustment in or exemption from the
existing legislation and to propose appropnate amendments The legal warver 1ssue may be
resolved by making appropniate amendments m pertinent bylaws, or by proposing a presidential
decree that would legalize the experiment and key expenmental mechanisms, thus taking
precedence over the existing regulations The latter ‘block’ approach may be preferred to the



former ‘itemuzed’ approach, since it spares the effort of dealng with multiple pieces of
regulations that would require revisions

To assist with preparation of a health financing reform that has been maturing i Uzbekastan for
the past two years and 1s expected to start m 1998 with system design and legislative work The
ZdravReform Program may have a rare opportunity to influence the legislative process n
Uzbekastan night from its mception Techmcal assistance may begin with a five-day interactive
policy workshop and be followed with a feasibility study of the new health financing mix,
writing a White Paper of Health Financing Reform i Uzbekastan, and drafting and a national
Health Financing Reform Law

To assist with ownership reforms mn the health care sector An mitial offer of help may include
development of not-for-profit legal status and drafting a pertinent national law on NGOs,
market valuation of facility assets (for property redemption or simply for accounting purposes),
preparation of a package of legal documents for faciity incorporation, design of a master
business plan and guidelmes for 1ts customization to various clinical and business needs and
conditions, market research to estimate market potential for designated types of care, traimng of
counterparts 1n operations and financial management of health facilities, development of policy
and contractual guidelines for purchasing authorities to incorporate non-public health care
facilities into a umified competitive market of medical services

To assist key health policy and financing agencies 1n their current reform work, mcluding help to
the State Commuttee for Forecasting and Statistics (Goskomprognozstat) with preparing 20-
year Long-Range Forecast and 10-year Mid-Term Outlook for the health care sector,
collaboration with the Minstry of Finance on analyzing the outcomes of the national health
facility survey [mnventarization] conducted m 1997, assistance to the Goskomprognozstat with
revising the program of household budget survey to mmprove reporting on user health care
spending, help to the Mmustry of Health on methodological and statistical development of
prospective capitation

To strengthen domestic expertise in health care financing and admumstration Several laconic yet
potentially effective ways are recommended for ZdravReform to mform the professional
community of Uzbekistan of the needs of the national health care sector and reforms
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1. BACKGROUND

The ZdravReform Program (ZRP) 1s expected to continue the work of the World Bank
(WB)/Uzbekustan Health Sector Loan Project The focus of the techmical assistance (TA)
component of the project, which began in November 1996 and will conclude in December 1997,
was as follows (1) to estimate SVP (the local acronym for rural health posts) needs for physical
resources, information, and training, (2) to assess sustainability of operating financing of the
SVPs, and (3) to develop a chinical plan and gmdelines for effective SVP operation According
to the presidential decree’, over 800 SVPs will open 1n Uzbekistan from 1996 to 2001 The WB
1s considering a loan to the government of Uzbekistan to fund capital mvestment for building
some new SVPs and remodeling others from existing facilities The Fergana, Navor and
Syrdana oblasts are experimental sites under the WB loan project They are expected to
demonstrate the commitment of the national health care system to match the WB investments
with internally generated resources for SVP operating funding To be generated internally,
resources have to be released by means of structural reforms 1n the health care sector

“[Structural] rationalization and sustamability” are the key concepts that the WB will employ 1n
its further negotiations with the government of Uzbekistan According to Dr Jack
Langenbrunner, the WB project officer for the Uzbekistan Health Loan Project, the Bank waill
not lend unless 1t sees a move towards structural rationalization and sustamnability in the
experimental oblasts The new WB country director for Uzbekistan shares this view

One of ZRP’s goals 1s to detail policy recommendations formulated under the WB project into
practical guidelines and blueprints for reforms ZRP concurs with the WB on the importance of
restructuring and will work to empower 1ts counterparts to design and implement a plan for
structural rationalization

Among other WB priorities for the health care sector of Uzbekistan are new payment systems
and provider autonomy, management information systems, and quality of services For its part,
the government of Uzbekistan wants to extend the sectoral loan agenda to ensure more attention
to the 1ssues of management information and quality

'o TlporpaMme pa3BuTHS conManbHON MHMPACcTPYKTYpH cena PeciyGnuknm Y36ekuctan na nepuon no 2000
roga Ilocranoenenue KaGuuera MmunucrpoB Pecniybrmrm Ysbekuctam ot 21 mas 1996 r No 182
[Tpunoxenuss 2-3 [On the Program of the Development of Rural Social Infrastructure in the Republic of
Uzbekistan till the Year 2000 Executive Order #182 of May 21, 1996 by the Cabmet of Ministers of the Republic
of Uzbekistan Annexes 2-3]
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2. OBJECTIVES

The TA objectives were discussed by phone with Dr Michael Borowitz, ZRP/Central Asian
Republics Regional Director, and Dr Hamdia Ramic, ZRP Country Director for Uzbekistan A
tentatively defined scope of work was coordmated with the Bank’s Dr Langenbrunner during a
meeting on December 4, 1997 The consultant was to

e Participate i two policy planming workshops focusing on the 1ssues of structural
rationalization in the national and regional (Fergana oblast) health care sectors

o Identify the fund flow profile of the Uzbekistan1 health care sector by level of public
spending

21 Objective A Policy Planning Workshops
The semunar goals were defined as follows

1) To explain to the counterparts the concept of structural rationalization and scenario-building
techmques,

2) To explain the model designed and used throughout the WB Project for simulation of
restructuring scenarios and their assessment for health sector-wide cost impact,

3) To tramn the counterparts 1n using the model, mncluding some hands-on exercise with scenario
assessment, and

4) To evaluate and discuss with the counterparts data needs and changes 1n reporting 1n support
of transition to a more active structural policy 1n the health care sector

The first seminar was intended for both the national and oblast-level health policymakers from
the three pilot oblasts Such comprehensive attendance would enable exhaustive discussions on
the legal and policy 1ssues of structural rationalization The national regulatory bodies would get
a better perspective on what needs to be adjusted 1n the legal and normative base to enable and
encourage the restructuring The oblasts would receive endorsement from the national regulators
on some issues of restructuring and would identify nsurmountable legal and political
constramts The latter then would have to be addressed through regional legislative and
admunistrative mmtiatives to the extent that those inrtiatives can override the nationally imposed
restrictions In summary, the seminar would help determine the national/oblast mandate for
structural reforms 1n the health care sector

The second seminar was held in a more informal setting, as a roundtable discussion with the
Fergana oblast and selected rayon health care administrators and facility managers The purpose
of this seminar was to concentrate on the micro-agenda of restructuring, 1 e , to discuss practical
steps and answer concerns that the main actors may have or envisage



2 2 Objective B Fund Flow Profile

The second objective was to develop a diagrammatic view of health financing by level of
budgetary system This would require a study of annual national, oblast, and local budget reports

and extensive discussions with representatives of the Mimstry of Finance (MoF) and finance
admunistrations of particular oblasts



3 ACTIVITIES

3 1 Semunars

The planned two seminars eventually merged mnto a single two-day event attended by the semor
staff of the Health Care Admimistrations of two of the three pilot oblasts Fergana and Syrdaria
The central government was represented by the State Commuttee for Forecasting and Statistics
(Goskomprognozstaf) The semunar was carried out as a continuous roundtable discussion
comprsing three distinct components (1) a review of fund flow analysis and structural
modeling done to date, (2) a detailed description of the modeling instrument, including scrolling
around the programmed spreadsheet and visualization of 1ts layout in general, and data entry and
output areas in particular, (3) a scenario custormzation exercise The consultant gave detailed
explanations of the four key strategies of structural rationalization (see Annex 1) built into the
model He also explained which strategies are capable of producing the highest savings and what
needs to be done to prevent savings potential from eroding n the process of scenario
implementation Clearly, elimmation of redundant physical plant and human resources by
downsizing or even closing facilities 1s preferable to reducing climcal activities without
elimmating the resource base In the former case, all unnecessary costs are eliminated, i the
latter case savings are limited to variable costs

Both oblasts presented therr own, customized approach to structural reforms, describing
restructuring strategies and setting out numeric benchmarks The general goal was to maximally
reduce the financial gap stipulated by SVP demand for recurrent funding Whatever residual gap
remains after savings potential of restructuring 1s exhausted, will be dealt with by any one, or a
combination of the following means downward adjustment of SVP financing needs, streiching
the SVP implementation plan over a longer period of time, requesting additional resources from
general revenue of the budget, and/or proposing alternative [non-public] sources of funding

3 2 Technical Assistance

Immediately following the seminar, the consultant met with Ms Margarita Kuzmina, head of the
Planning and Finance Department of the Fergana Oblast Health Admimstration, to discuss the
system of financial allocations by level of the budgetary system The findings from the
discussion are presented 1n the “Findings”™ section of this report

The consultant spent two days mn meetings at the Mimstry of Health (MoH) and the MoF Mr
Mutal Turtayev, head of the MoH Main Economic Admimistration and Ms Elena Bulyndenko,
Chief Economust of the MoH Mam Economic Admunistration explamned the practical
implications of the regulations 1ssued by the Cabinet of Ministers and the MoH 1 1997 Ms
Rosa Mukhamediarova, head of the MoH Statistics Department, provided the consultant with
the non-financial sections of the MoH 1996 Report for Uzbekistan and the three experimental
oblasts The material facilitates an in-depth msight mto the resource base and provider network
of the national and regional health care sectors The consultant has already used 1t to re-estimate
the impact of structural rationalization activities based on 1997 financing statistics



Ms Lyudmila Ambartsumova, head of the MoF Health Care Financing Department, and her
staff shared the information on the health sector financing by oblast, paragraph, and cost chapter
for the first mme months of 1997 She also gave pre-processed output information from the
national survey [nventarization] of health care facilities and requested the consultant to analyze
the data for her As 1t very soon became clear, the numbers 1n the table do not add up, and some
of them cannot be attributed to any particular indicator Most importantly, the national totals
displayed 1n the table are not explanatory due to excessive aggregation To enable a meaningful
analysis, the consultant requested sumlar tables for each oblast, as well as textual annexes
submitted by the oblasts to the MoF Such information was promised but could not be found at
once It may be submitted to ZRP/Tashkent office in late December-early January The
requested analysis would be conducted by the consultant dependent on availability of the
information The analysis can provide important insights in the health care restructuring as
occurred 1 Uzbekistan in 1997 under the Cabinet of Ministers Executive Order #358 of July 14,
1997 (see the National Policy Guidelines section of the Findings chapter of this report)

It took a day and a half to process the information from the MoH and the MoF and update the
mnput components of the structural rationalization model, to re-assess the SVP financial gap, and
to re-estimate the contribution of various restructuring strategies to closing the gap A threefold
update was made mn the model

(1) Human resources of mixed facilities (most of the hospitals) were separated nto inpatient and
outpatient, using Form 3 0100 from the 1996 MoH Report Hospital financing was separated
mto - and outpatient services proportionately to allocation of physicians and mud-level
health personnel to inpatient departments, on the one hand, and the outpatient departments,
on the other Such breakdown 1s quite important m further modeling of structural
rationalization, since the two components will evolve n the opposite directions according to
the structural policies of the future the model considers downsizing of the ipatient segment
of the hospitals and expansion of hospital-based outpatient services

(2) The 1996 health financing numbers by paragraph and chapter were replaced with the data for
the first nine months of 1997 Regrouping across the paragraphs was carried out, to cluster in
groups facilities that will serve as distinct targets for rationalization For example, general
and specialized hospitals, both belongmng in Paragraph 1, were separated into different
groups since the two types of hospitals will be handled differently in the course of
restructuring

(3) Structural rationalization plans presented by the Fergana and Syrdara oblasts were
reevaluated for thewr cost impact and contribution to closing the SVP financial gap The main
difference from the assessment done during the seminar derives from the new health care
financing statistics  Also, several days following the semunar, the Syrdaria oblast sent a
more elaborate set of scenarios and scenario-specific parameters, thus providing more mputs
for scenario simulations



The consultant met with the MoH’s Ms Bulyndenko and the MoF’s Ms Ambartsumova to find
out the optimal timing for incorporating provider payment reform into the budget planning
cycle This was done at the request of Dr Borowitz, who seeks to mtroduce prospective
capitation 1n three experimental rayons and needs to know by what date next year projected
capitation rates and the accompanying explanations and justifications should be submutted to the
planning agencies The information on this 1ssue 1s presented under the Budget Planning Cycle
and Provider Payment Innovation subtitle of the Fund Allocation by Level of Budgetary System
section of the Findings chapter of this report
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4. FINDINGS

4 1 SVP Financial Gap and Structural Reforms

4 1 1 National Policy Guidelines

One of the seminar’s accomplishments was a conscientious agreement among the Uzbekistanm
counterparts that a structural change 1s imminent and should be planned for, regardless, even, of
the World Bank loan The attendees concurred that 1t would be 1n the best mterest of the national
health care sector to eliminate the most obvious redundancies 1n personnel and physical plant
and concentrate limited funding on the viable part of the resource base As it became clear
during the seminar, the political situation has become more favorable for structural reforms
lately At least three regulatory documents contributed to the creation of a more dynamic
environment 1n the national health policy The contents and implications of those documents are
summarized below

met of Ministers Executive Order MoH Prikaz #507

In July 1997 the Cabmet of Mimsters 1ssued Executive Order # 358% which demands more
effective use of budgetary resources and, to that effect, streamlining of organizational structure
of on-budget-funded orgamzations The streamlining will be realized through three types of
change eliminating structural umts which functionally duplicate one another, bringing facility
operation 1n stricter comphance with their legal status, and selectively changing their ownership
status The MoH responded to Executive Order #358 with the MoH Prikaz #507° setting forth
the following activities aimed at increased structural efficiency 1n the health care sector

1) “To reorgamize facilities that do not meet ‘modern’ operational requirements” [Article 1 1]
Importantly, this provision relates to budget-funded health care facilities both inside and
outside the health care sector In particular, budget Sections 203 “The Health Care Sector”
(reporting to the MoH), 202 “Research and Development,” 201 “Culture,” and 200
“Education” are targeted for facility reorgamzation Annex 2 of Prikaz #507 lists the first
group of health care facilities targeted for restructuring, and specifies the forms which the
restructuring should take Under Section 203 the following mstitutions shall change their
ownership, be transferred on cost recovery, and/or will be rented out [presumably, to their
own work collective, to a strategic investor, or as part of a management contract] the

2«06 YTIOPSINOYCHUN JIeITENbHOCTH YUpEXKICHMI 1 opranusamyif, duHaHcHpyeMBIX 3a cueT [ocOromxera
IToctanosnenne Kabuunera MunuctpoB P-xu ¥Y36ekuctan No 358 ot 14 uons 1997 r | On the Improvement
mn the Operation of Institutions and Organizations with On-Budget Funding ” The Executive Order #358 by the
Cabmet of Mnisters of the Republic of Uzbekistan, July 14, 1997]

3«0 peanuzauun Ilocranoneaus KM PY3 ot 14 mons 1997 r No 358 ‘O6 ymopsgouenun HesTENbHOCTH
yupeXJIieHMIA u opraHuzanuii, ¢pmaaHcupyemnix 3a cueT I'ocBionxeta” IIpuxkaz Munsnpasa PY3 No 507 ot 21
okTa0ps 1997 r [“On the Implementation of the Executive Order ‘On the Improvement in the Operation of
Institutions and Organizations with On-Budget Funding’ of the Cabinet of Ministers of the Republic of Uzbekistan
#358, July 14, 1997,” the MoH Prikaz #507 of October 21, 1997]
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Physiotherapy Dispensary [rehabilitative workout and related treatments with substantial
presence of physician care], the clinic of the Semashko Rehabilitation and Physiotherapy
R&D Center No 2, the Children’s Osteopathy Center The following facilities shall be
merged the clinics of the Tashkent Schools of Medicine #1 and #2, the Emergency Care
Center and the National Samitary Awviation Station, the polychinic and the hospital of
Tashzmlinveststroy (the Tashkent Residential Investment and Construction Corporation)

2) Creation of new facilities shall be authorized based on feasibility assessment of their future
operation All facilities will be processed through annual performance evaluation based on
their nine-month reports [Provisions 2 1 and 2 2]

3) The number of personnel shall be brought 1n conformity with the staffing schedule, 1 e , with
the number of beds and workload As was explained by Ms Ambartsumova of the MoF, the
past three years have seen a sigmificant downsizing of bed capacity Personnel numbers,
however, have not been reduced proportionately Prikaz #507 seeks to restore the labor/bed
norms 1n the mpatient facilities According to the MoH estimations, 12,200 positions must
be ehmmated 1n the national health care sector, to do away with excessive staffing of the
round-the-clock hospital beds Some of these positions are not filled Many other excessive
personnel will be transferred from round-the-clock to day care hospital departments
Downward adjustment 1n labor, therefore, will not be accompanied by significant personnel
layoffs Social conflict expected to underlie systemic structural adjustment will, thus, be kept
at a mummum The MoF did not officially consider the implications of Prikaz 507 and 1s
somewhat skeptical about the benchmarks for personnel reduction presented by the MoH

4) The Main Economic Admimstration of the MoH shall discontinue funding of the national-
level health care facilities that fail to comply with mandated performance requirements and
mdicators [Provision 3 1]

et of Ministers Executive Order 2

On December 2, 1997 the Cabinet of Mimsters 1ssued Executive Order #532* setting forth
additional structural reforms and financial sustamability measures in the health care sector

1) By January 1, 1998, the MoH will propose to the Cabinet of Mimsters how to streamline the
network of mpatient facilities, including rural community hospitals [SUBs] Streamlming
implies reorganization and elimination of small-size [low-capacity m official terms] facilities
of listed types

2) The MoH, jomtly with the MoF and regional admistrations, shall undertake to develop
nursing homes and home-based care under the auspices of ambulatory facilities

221y

4«0 COBECPLIEHCTBOBAHMM CUCTeMBl (DUHAHCMPOBAHUS JICUeOHO-TPOMUIAKTHYECRMX  YUPEXKICHUIA
IoctanoBnenue KabmHera Munuctpor Pecnybnukm Y36ekmcran N® 532 or 2 nekabps 1997 r [“On
Furthering the System of Fiancmg of Health Care Facilities,” Executive Order #532 by the Cabinet of Ministers of
the Republic of Uzbekistan, December 2, 1997]
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3) The same document rules that the goal of utmost importance for the MoH and regional
administrations shall be the mmplementation of user charges along with adequate
improvement 1n the quality of care and diversification of service range [Article 19] Starting
on January 1, 1998 user charges shall be applied to hospital meals, except breakfast The
cost of meals shall be paid by individual patients or, on thewr behalf, by employers, charity
funds, or other sponsors [Article 1] The following population groups shall be exempt from
charges for hospital meals disabled since childhood, orphans, disabled of the first and
second groups (severe impairment), disabled and other WWII veterans, single pensioners
ehgible for welfare benefits, ‘labor front” veterans of the WWII [those 1n employment during
1941-45], disabled during abatement of the Chernobyl disaster, servicemen i military
conflicts outside their country [Annex 1] Meal charge exemption shall be extended to the
followmng patient categories oncology, tuberculosis, psychiatric disorders and drug
addiction, leprosy, consequences of exposure to radioactivity, mfectious diseases, syphilis
and AIDS, conditions mvolving itensive care, pregnancy and childbirth complicated with
anemia, endocrinology

Importantly, on-budget funding saved by the introduction of paid hospital meals will be used,
among other objectives, to strengthen primary services [Article 5]

4) The MoH and regional admimstrations shall take two months to propose change of ownership
status of dental, physiotherapy, rehabilitative facilities, as well as free-standing diagnostic
centers [Article 10]

Cabmet of Ministers Executive QOrder #453

Another government decree’ rules that, effective January 1, 1998, selected social service
facilities owned by employers shall be transferred to municipalities [Article 1] Company-based
health care facilities will, thus, become part of the social divestiture process To enable local
governments to match additional assets with additional operating funding, a new local tax for the
development of social infrastructure will be levied on businesses and charged to their disposable
profits [Article 5] The respective tax rate shall be differentiated by territory, based on local
needs The national government shall regulate the margmal rate [Article 6] No specific
understanding exists at this point as to how the new tax will work The MoF is not sure if the
new tax will be levied just on ceding employers or all businesses, and how much of the recurrent
cost of divested facilities 1s sought to be compensated from the tax revenue

(1) Operating funding of divested company-based facilities shall be shifted from employers to
the local budgets gradually and at a variable pace set forth by industry Economy-wide, the

) TiepeBoJie BEIOMCTBEHHBIX OOLEKTOB COLMATBHOM ceprl Ha GanaHC OPraHOB TOCYHApPCTBEHHONM BIAacTH
Ha Mectax Iloctanosnenue Kabunera Munnctpos PecnyGnuku Y36exuctas N° 453 ot 26 centabps 1997 r
[“On Transferring Employer-Based Social Services to Local Government Admunistrations,” Executtve Order #453
by the Cabmet of Minsters of the Republic of Uzbekistan, September 26, 1997]
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budgets will assume 16 3 percent of operating cost 1n 1998, 16 5 percent 1n 1999-2001, and
100 percent 1n 2002 and thereafter [Annex 1]

Discussion of New Government Policies

To summarize the new regulations, the government seeks to embark on a comprehensive
structural reform comprising three types of change

e Service Mix Shifting care from 1n- to outpatient,

e Fiance Mix Shifting public health financing to user fees, and shifting employer-based
financing to local budgets by means of earmarked tax on corporate net profits, and

o Ownership Status Change m the ownership status [implicitly, privatization] of selected
public health care facilities, muricipalization of company-based health care services

The common thread of mandated reforms 1s to mcrease financial sustainability m both public
and non-public segments of the national health care sector How far the government 1s prepared
to go to deregulate the health care sector, in order to mncrease the motivational base for the
announced changes, remamns to be seen It 1s likely that at least some shift will occur towards
more autonomous decision making and cost recovery on the oblast and facility levels Such
change might set a somewhat more favorable stage for structural adjustment and elimmation of
the SVP financial gap

The upcoming changes mn the national health policy may be considered as a potential
contributing force to structural rationalization plans, central to the WB Loan Project The
government, clearly, will not pave the way to deregulation or structural reforms At best, it will
become a bit more receptive to the oblast-level mitiatives, and will allow negotiations over the
right of the oblasts to decentralize and steer the local resource allocation and provider networks
as the oblasts themselves deem optimal

Also, the new government decrees give a new spin to the 1ssue of SVP financial sustainability

Thus far, four strategies for closing the SVP financial gap could be considered (1) A resource-
saving structural shift within the publicly funded health care sector and allocation of savings to
the SVP operating funding (2) Stretching the SVP implementation schedule over a period of
longer than four years (3) A downward revision of SVP recurrent cost (4) Gradual integration
of employer-funded facilities into the oblast-wide structural rationalization plan This would
spread the change over a larger resource base and make 1t less intensive for publicly funded
facilities Alternatively, 1f employers become reluctant to downsize their health care network, the
government could charge the industry a ‘solidarity’ tax earmarked for SVP operations

Strategies (1) and (4) aim to increase the supply of resources while (2) and (3) intend to reduce
the demand for resources generated by SVPs operating needs The new government mitiatives
may strengthen the supply-side approach to closing the SVP financial gap (1) The extension of
user charges to hospital meals 1s tantamount to the introduction of a new source of health care
funding Importantly in the SVP context, the government encourages the territorial Health Care
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Admmnstrations to strengthen primary services by using appropriately the savings from partial
transfer of meals cost to user fees (u) Transfer of company-based climics to municipal
ownership enables the local governments to apply restructuring to a much broader resource base,
thus making 1t less radical and more manageable As a result, the range of tools that may be used
1n closing the SVP financial gap becomes more diversified Part of the 1ssue may be resolved by
clanfying the government’s new policy

4 1 2 Fergana Oblast

The Fergana Oblast, so far, was evaluated as the most consistent proponent of structural change
m the health care sector The delegation sent to the semunar by the Fergana Health
Admunistration was the most broadly representative and made the most significant contribution
to the discussions

Table 1 contains the restructuring plan proposed by Dr Muminov and his team to close the SVP

financial gap

Table 1 Structural Rationalization Plan for Fergana as Proposed by the Oblast Health
Admimstration and Evaluated on Health Financing Statistics Reported for First

Nine Months of 1997
Structural Rationalization Strategy and Activity Reduction Rate Contribution
I Reduction of Beds in General Hospitals 42 4 percent
¢ Elmination of 2,500 beds by closing SUBs 94 percent of
[rural community hospitals] SUB beds
e Elimination of 450 beds in medsanchasts 9 percent of
[company-based clinics to be transferred general urban
under public control] hospital beds
II Reduction of Beds in Specialized Hospitals 12 4 percent
e Elumination of 150 beds for sexually 50 percent, or
transmitted diseases 6% reduction of
specialized beds
e Elimination of 100 beds 1n the dispensary for
drug and substance addicts 100 percent
¢ Elimmation of psychiatric beds 20 percent
1l Closure of Rural Ambulatory Facilities 28 3 percent
¢ Elimmation of 92 SVAs
e Closure of 300 FAPs
TOTAL SVP Fmancial Gap — Closed 83 1 percent
TOTAL SVP Financial Gap — Remains 16 9 percent
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4 1 3 Syrdara Oblast

The structural rationalization plan for Syrdaria was presented by the oblast health
admumistrator during the semimar A week after, a courier was sent to Tashkent with a revised
outline of restructuring The later version specifies some of the activities proposed in the
mitial draft Some other activities, however, are neither confirmed nor cancelled The
following table summarizes both versions of the oblast health care restructuring plan
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Table 2 Structural Rationahzation Plan for Syrdaria as Proposed and Adjusted by the
Oblast Health Admumstration and Evaluated on Health Financing Statistics

Reported for First 9 Months of 1997

Structural Rationalization Strategy and Actvity Reduction | Proposed during the | Contri-
Rate semmnar (+) and bution
confirmed the week
after (++)
I Reduction of Bed Capacity in General Hospitals
¢ Elimmnation of 220 beds n general hospitals other than
Central Rayon Hospitals and SUBs 14 % + 14 5%
Elimmation of beds i Central Rayon Hospitals 14% ++
Elmunation of 130 out of 200 beds m SUBs [rural
community hospitals] 66 % ++
IT Reduction of Publicly Funded Bed Capacity i Specialized 48 8 % 113%
Hospitals
o Privatization of Physiotherapy Hospital in Yangryer
(105 beds) and Maternity and Children’s Physiotherapy
Hospitals (60 beds) ++
¢ Closure of 20 beds for drug and substance addicts 50 % +
¢ Closure of TB Hospital m Bayaut rayon (30 beds) and 41 % ++
TB dispensary in Syrdaria rayon (80 beds)
o Elmimation of 100 out of 200 psychiatric beds 50 % +
Closure and Transformation of Rural Ambulatory Facilities 100 % 10 9%
s Closure of 125 FAPs and transformation of 32 FAPs
mto SVP local offices ++
o Closure of 68 SVAs ++
IV Ehmmation of 30 Ambulance Posts (workload to be 50 % ++ 77%
shifted to SVPs)
V Elmination of Blood Bank and Transfusion Service 100 % 11%
+
VI Threefold reduction m unit gas and water consumption by
equipping facilities with meters 1n each department We have
played this pledge down to a more realistic 10% 20% ++ 91%
VII Of 50 SVPs to be restructured out of SVAs, 34 will be
subsidized at 15 % by employers (collective farms) who
previously funded local SVAs ++ 6 7%
VIII Admission rate reduction general hospitals by 7%,
specialized hospitals by 6% central rayon hospitals by 7%
SUBs by 5% ++ 11%
IX ALOS reduction general hospitals by 8%, specialized
hospitals by 12%, central rayon hospitals by 11% SUBs by ++ 15%
10%
TOTAL SVP Fmancual Gap — Closed 639 %
TOTAL SVP Fmancral Gap — Remuns 361%
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4 1 4 Navor Oblast

Since Navor Oblast was not represented at the semunar, the origmally proposed rationalization
plan 1s pending validation by the counterparts Table 3 displays such a plan mn its updated
version, based on the health financing numbers reported for the first 9 months of 1997

Table 3 Benchmarks for Structural Rationalization as Proposed by the Abt TA Team
for Navoi, Reconciled with Health Financing Statistics Reported for First Nine
Months of 1997, and Pending Validation by the Counterparts

Structural Rationalization Strategy and Activity Reduction Rate Contribution
I Reduction of Beds in General Hospitals 63 4 percent
e Urban general hospitals 18 3%
e Rayon hospitals 20 0%
e SUBs 50 0%
II' Reduction of Beds in Specialized Hospitals 9 6 percent
e Short-stay specialized hospitals 50%
e Dispensary for drug-addicts 100 %
e TB dispensaries 50 %
e Psychiatric hospitals 50%
I Closure of Rural Ambulatory Facilities 27 0 percent
e Elimination of 22 SVAs
e Closure of 83 FAPs
TOTAL SVP Fmnancul Gap —Closed 100 percent
TOTAL SVP Fancial Gap —Remains 0 percent

4 15 Preliminary Evaluation of the Proposed Plans

Most of the scenarios proposed by Syrdaria oblast will need better quantification The
tentatively assessed aggregate savings potential (63 9 %) may turn out to be significantly
lower 1f reduction of bed capacity (sections I and II of the above displayed outline) 1s not
accompanied by across-the-board cost savings Discussions held during the seminar suggest
lack of commuitment to facility closure among the Syrdaria health sector leaders They
perceive downsizmng and other forms of capacity reduction m terms of personnel layoffs but
not m terms of taking the physical plant out of operation

The situation 1s more favorable i Fergana oblast health administrators there seem to
understand the difference between full cost versus variable cost savings and are determined to
effectively close as many facilities as may be dictated by considerations of cost-efficiency
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4 2 Fund Allocation by Level of Budgetary System the Case of Fergana Oblast
4 2 1 Central Budget

The central (republic 1 former Soviet terms) budget 1s only mimmally involved 1n health
financing 1n Fergana oblast It funds only the physiotherapy (healing water treatments) hospital-
sanitarrum located in Chimeon Central funding was discontinued 1 1996 for Shemikhardan
sanitarrum and in 1997 for three nursing schools All listed facilities were transferred from the
central to the local budgets

Similarly to Fergana oblast, the central budget divested itself of expenditure on sanstaria and
nursing schools nationwide The central budget remains in charge of the centrally located
teaching hospitals and specialized chinics representing the national state of the art n therr
specialties Fixed mvestment (buildings, structures, capital equipment, fixtures, and related
producer durable assets except furniture) continues to be funded from the central budget as well
Central allocations cover the entire cost of SVP construction, including the cost of SVP
remodeling from the existing facilittes Out of UZS 31 mullion obligated for the SVP
construction program, UZS 20 mullion has already been spent

4 2 2 Local Budgets

The local budgets are comprised of the oblast- and rayon/city-level budgets Altogether, they
provide recurrent funding under all paragraphs of budget outlay classification, each paragraph
representing a type of health care provider or activity in the health care sector The only
exception to this statement 1s the network of rehabilitative sanitaria, which used to be financed
jomtly from the local budgets, labor unions, and kishlak (village) budgets Until 1992-93 the
feldsher-midwife posts (FAPs) also were funded from the kishlak budgets At present, most
FAPs are financed from rayon budgets A few, including the FAPs located close to the cities of
Kokand and Kuvasay, are financed from city budgets

By level of local funding, there are 35 oblast, four city, and 19 rayon health care facilities in
Fergana oblast (not to mention SUBs, SVAs, and FAPs which are considered as part of the
central rayon hospitals)

4 2 3 Fund Allocation Process

Funds are allocated from the MoF to the Oblast Fmance Admmistration The Oblast Health
Admimstration plans and allocates resources for all health care facilities—oblast-, city-, or
rayon-level Funds are allocated by chapter-specific norms of financing and depend on historic
resource base and utilization of care Cities and rayons do not have the right to move funding
across the chapters

The planning and allocation 1s a two-way process 1t starts with the application for resources
presented by facilities to rayon/city finance departments Once rayon/city financial plans are
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aggregated from facility-level projections, they are submitted to the Oblast Health
Admimstration and incorporated into the oblast-wide health care financing plan The latter will
be scrutimized by the Oblast Finance Admmustration If 1t consents to the benchmarks and
justifications worked out by the Oblast Health Admimistration, both parties will cosign executive
order on health care resource allocation for the next fiscal year

Reallocation of funds among rayons/cities 1 the course of the fiscal year 1s possible on an ad
hoc basis provided that local governors (khoakims) sign a respective ordinance Consent of the
ceding rayon/city 1s necessary

4 2 4 Fund Disbursement Process

The Oblast Finance Administration transfers funds on the bank account of the Oblast Health
Administration to finance the oblast-level health care facilities The funds for the city-level
facilities flow from the Oblast Finance Adminustration to the city finance departments which,
turn, pay them to providers The funds for rayon-level facilities flow from the Oblast Finance
Administration to central rayon hospitals which then allocate them to SUBs, SVAs and FAPs by
bed capacity and population served

4 2 5 Budget Planming Cycle and Provider Payment Innovation

Due to constant under-collection of tax revenue, the budgets have to be balanced by means of
outlay sequestration Needless to say, the budget appropriation targets are continuously
challenged, 1f not ignored, when 1t comes to cash disbursement A persistent discrepancy
between obligated and allocated amounts has affected the budget planning algonthm Starting 1n
1996, the MoF skips the bottom-up stage of the planning cycle, whereby application for funds
for the next fiscal year would be presented to the MoF by the sectoral mnstries as the product
of upward aggregation of applications from the users of budget funds “Why bother collecting
applications from the users if we know we will not be able to meet them due to under-collection
of revenue?’—Such 1s the explicit logic that motivated the MoF to truncate the budget planning
cycle The MoH contmues to submut 1ts funding projections to the MoF, covering only part of
the health budget admimstered at the national level The Oblast Finance Admmustrations are left
completely out of the process

Given the new “simplified” procedure, the annual fiscal planning cycle starts off at the MoH m
the second half of August In September, MoF develops health budget projections for the MoH
and by oblast In October, the draft budget 1s compiled out of sectoral projections In November
parliamentary deliberations begin The budget 1s adopted by the parliament at the end of
December

A prospective capitation package, therefore, needs to be finalized by mid-August to submut 1t to

the MoH (primarily, for their professional approval), and by September to submut 1t to the MoF,
for mclusion 1n the budget planning process

20



5. CONCLUSIONS AND RECOMMENDATIONS

The year of 1997 brought about important changes 1n the official attitudes towards structural
rationalization The government announced a turnaround in the economic growth trends
according to Gozkomprognozstat, the country has entered the stage of macroeconomic recovery
Even 1f such a statement 1s correct, tax and export revenues of the budget are, and are expected
to remamn constricted in the years to come The government 1s realistic about 1t and, therefore,
considers two options for balancing the budget (1) Plan outlays generously and sequester
appropriated funds in the course of the fiscal year in line with the revenue gap (2) In
anticipation of the [imminent] shortfall of revenues, take longer-term measures to improve
financial sustainability of the publicly funded sectors The executive orders of the Cabinet of
Minssters and supplementing Prikazy of the MoH reviewed m the Findings chapter of this report
seem to favor the latter approach by proposing certain steps towards broader mstitutional
liberalization and concrete legal and administrative reforms n the health care sector

The 1997 regulatory package legitimizes (1) ownership reforms based on privatization, social
drvestiture, and property lease, (2) system-wide restructuring by shifting services to outpatient
settings, and (3) facility rationalization by means of merger, nternal reorganization, and
personnel cuts

A distinctive approach to the above changes 1s top-down admumstration rather than
empowerment of the stakeholders The government selects enterprises that shall divest their
social service facilities, and 1t schedules the transfer of ownership and recurrent funding to the
local governments To eliminate redundant costs, the government resorts to micromanagement
of labor resources the personnel/bed ratios will be reestablished as indicative norms,
approximating the 1990 staffing levels The MoH determines health care institutions subject to
rationalization and what forms the rationalization should take A dirigisfic approach 1s
mstrumental i elminating the first and most wvisible layer of structural and operational
mefficiencies and should be applauded as a long awaited departure from previously stagnant
policy Self-regulatory mechanisms of restructuring, based on regulated competition, provider
incentives, and equitable interactions among all the stakeholders, should come 1nto play early on
to take structural change further from 1ts iitial stage and make 1t sustainable

Based on a promise of change in the government policy, Health Care Administrations of the
experimental oblasts have become much more prone to the concepts and tools of structural
rationalization than they were at the beginning of 1997 Both Fergana and Syrdaria oblasts
demonstrated good understanding of the cause-effect links that translate facihity-level structural
rationalization 1nto system-wide cost savings Most importantly, the concrete plans they
proposed at the seminar and are continumng to refine and develop, are coordinated between
Health and Finance Admunistrations, and general oblast government The fact that such
coordination has become possible, demonstrates the emergence of at least some political base
behind structural rationalization plans and, therefore, better prospects for successful
umplementation of those plans
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At the same time, 1t would be musleading to overestimate the observed changes The central
fiscal system 1s still dominated by mstitutional fear of ceding control over funding and funding
mechanisms to local governments and providers of services Health sector admunistrators,
audacious as they may be m theirr plans of structural rationalization, would lack practical
knowledge of how to manage restructuring Physicians and patients, for therr part, feel
suspicious and alienated, knowing all too well how little value would be assigned to therr
mterests under any kind of bureaucratically-driven reforms

The mitial promuse of change 1s yet to be developed into an effective policy action and
sustainable 1mplementation The technical assistance should aim to consolidate grounds under
structural change by addressing the following 1ssues

1)

2)

To assist the experimental oblasts with bullding and evaluating a more comprehensive list of
structural reforms, consistent with the SVP program targets and time frame, and mindful of
existing political constramnts The consultant proposes to conduct two-day focus group
sessions 1n each oblast, involving health administrators and key climical staff Such sessions
will be held in extension of the previous policy design workshops, and will be more
participatory for the counterparts The exercise will pursue the following objectives (1) To
find out 1f a more systematic use could be made of the restructuring strategies originally
proposed by the TA team to close the SVP financing gap The Fergana and Syrdana oblasts
elaborated on some strategies, adapting them to local conditions, yet left out others We
should ask the local counterparts 1f they believe that the remaining strategies are viable and
should be included in the restructuring plan Had they been excluded on purpose,
ZdravReform would come to a better understanding why they are believed to be
mapplicable (2) To the counterparts’ credit, they have proposed elimination and merger of
facilities and services some of which were not covered by the mitial set of restructuring
guidelines The focus groups should be encouraged to 1dentify more such strategies with the
eventual purpose to “turn every stone” in exploring the potential for pro-efficiency structural
rationalization

To advise health care adwinistrators and facility managers on restructuring management
The consultant recommends developing a case-based “master plan” of facility rationalization
with modifications for urban hospital, polyclinic, and rural health care network anchored in
central rayon hospital Such a plan should be presented 1n a how-to manual and detailed into
a step-by-step blueprint A decision-making tree will nstitute a significant part of the
algorithm, relating strategies and techniques of restructuring to a facility clinical and
resource utilization profile, local health care market structure, and local socio-economic and
political environment A facility-level rationalization plan will be supplemented with the
oblast-level component The latter will detail functions and activities that should be carried
out by the local fiscal, labor, and health care authorities The local government will have to
learn how to help providers of services undergoing structural rationalization to optimize the
use of therr physical plant by selling, renting, or shifting excessive space to alternative
sources of revenue, how to plan ahead for personnel layoffs, how to liqudate assets, shift
clinical load to alternative delivery settings, and deal with other 1ssues that make part of the
restructuring agenda The roles of the local government would be those of coordination,
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authorization, legal rehabilitation (Justification of the facilities’ new rights, competencies,
and responsibilities), selective subsidization of the restructuring effort, public relations

3) Assist with downward revision of the SVP operating budgets To close the SVP financing

4

gap 1n full, structural change will have to exceed the levels and intensity dictated by
rationalization of the health care network To prevent restructuring from becoming
“irrationally” radical, the counterparts and the WB alike will have to consent to a “residual”
financing gap to be filled by methods other than rationalization One such method 1s a
downward re-estimation of the SVP recurrent cost General considerations of proportionality
suggest that costs associated with physical plant maintenance and replacement should be
significantly reduced In currently used assessments, these costs stand out as the principal
category of recurrent spending The Abt technical assistance team has built fixed asset
maintenance and replacement cost 1n the budget under the “Depreciation” heading, while the
WB experts presented 1t as a “10% maintenance cost ” Both approaches are alien to the
Uzbekistam budget planning rules and procedures, as conversations at the MoF showed
Depreciation, however, seems to be more self-explanatory and, therefore, easier to advocate
and estimate It can be built up, based on variable useful life by category of fixed assets
(bwldings, structures, durable equipment, minor equipment) and by kind of equipment The
eastest way to reduce the amount of depreciation 1s to take out the building-related
component of depreciation Since SVPs are not considered as autonomous legal and
economic entities, they would not be expected to rebuild their physical plant 20 to 30 years
from now After all, why should they bear respective cost as long as other publicly owned
health care facilities do not bear 1t? Depreciation of equipment could be re-estimated
downward by extending useful life of some basic furniture, fixtures and pieces of equipment,
which are resistant to moral obsolescence and, therefore, can stay in operation as long as
they remain functional These are considerations of Dr Borowitz, ZdravReform/Central Asia
Regional Director They may be quantified into new SVP operating budgets once the Bank
makes a final decision as to how much of the SVP financing gap may be addressed outside
the structural rationalization plan

Identifying the list of 1ssues that require reconciliatory adjustment n or exemption from the
legislation Proposing appropriate amendments The oblast health care administrators made
it clear that they would remain hesitant about embarking on structural reforms unless the
national government assures them that such reforms are legal, and the oblast health care
systems and medical facilities will be allowed to reap the fruit of rationalization by keeping
the resulting savings Also there was a persistent request to the government to disburse funds
to the health care sector in a timely manner and at the appropriated amounts The Fergana
oblast, also, demanded a better hedging from inflation, complaining that existing annual
deflation allows for no more than 15-17 percent of annual cost escalation 1n the health care
sector Among other issues that require regulatory clearance are (a) non-itermzed fund-
allocation, (b) performance-based methods of retmbursement, (c) a higher degree of provider
autonomy, € g, as regards acquisition and disposal of assets, outsourcing of medical and
ancillary services, entering into direct contractual relationships with payors and referral
providers, (d) simplified rules and procedures of human resource management, including
1ssues such as duration of the workweek, flexible work schedules, hiring/firing, staffing
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5)

schedule, (e) preferential tax treatment of revenues from user charges and other non-public
sources, (f) simplified market entry rules, e g , diversification of the menu of legal statuses
that health care facilities may choose from, m order to accommodate their professional and
business needs, warver of registration fees for physician practices, fast-track market
valuation of fixed assets in the context of facility privatization or lease All listed and similar
1ssues may be resolved by making appropriate amendments in pertinent bylaws, or by
proposing a presidential decree that would legalize the experiment and key experimental
mechanisms, thus, taking precedence over the existing regulations The latter “block™
approach may be preferred to the former “itemized” approach, since 1t spares the effort of
1dentifying and dealing with multiple pieces of regulations that would require revisions

To assist with preparation of a health financing reform that has been maturing i Uzbekistan
for the past two years and 1s expected to start in 1998 with system design and legislative
work The new health financing mix, according to the perception popular throughout the
NIS, should be built around a mandatory health insurance (MHI) program to be funded from
earmarked payroll tax and on-budget contributions The ZdravReform Program may have a
rare opportunity to influence the legislative process i Uzbekistan right from the inception
pont This would prevent the local reformers from mistakes made mn Russia and Kazakstan
when designing and implementing the MHI system In particular, the ZRP should encourage
its counterparts to (1) focus the legislative effort on drafting and promoting a Health
Fmancing Reform Law rather than a Mandatory Health Insurance Law, thus, advocating a
more diverse range of funding sources than just MHI, (2) balance the reform agenda by
paymng equal amount of attention to resource generation and resource allocation
mechanisms, as well as to institutional change that would consolidate the ground under both
components, (3) balance sustamnability and equity agendas of health care reforms by
proposing, on the one hand, broader inclusion of households 1n health care financing and, on
the other hand, income-related subsidies for the needy, (4) link health financing reforms to
fiscal and other economic reforms Technical assistance should begin with a five-day
mteractive policy workshop Its goal will be to present a comprehensive menu of options and
criterta of choosmng among them This would create a stronger base for informed policy
choice, than out of purely domestic resources An important part of the seminar will be a
system design exercise, during which the students will be asked to compile optimal reform
packages out of the basic options available to health care reformers worldwide Concrete
preferences will derive from different sets of assumptions relating to reform values,
economic and political realities These options will be explained in general terms and
illustrated from various country experiences 1n a background concept paper to be prepared
and distributed prior to the semunar To secure high attendance and undivided attention of
the audience to the learning process, the seminar should be moved outside Tashkent, so that
key government executives could feel disentangled from thewr daily responsibilities
Following the semunar, a feasibility study will be conducted to quantify a health financing
mix developed during the semmnar and recogmized by the national policymakers as
potentially optimal combination of sources and mechanisms of health financing Following
the feasibility study, a White Paper of Health Financing Reform in Uzbekistan will be
drafted and submitted for approval to the Cabinet of Mimsters The Health Financing
Reform Law will be drafted based on the approved version of the White Paper The listed
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6)

7

8)

four stages should be carried out in a six to mine-month period during 1998 A small task
force staffed with ZRP and local experts will coordinate the process and ensure key technical
mnputs

To assist with wstitutional reforms wn the health care sector As was mentioned 1n the
Findings section of this report, The Cabmet of Mimster’s Decree #532 endorses
privatization of dental, physiotherapy, rehabilitative, and stand-alone services Such
turnaround 1n the government policy that so far did not favor destatization 1n the social
service sectors (throughout the NIS, not just in Uzbekistan), may create a vast front of
technical assistance work along the lnes that so far could not be pursued due to lack of
political acceptance of ownership reform An 1nitial offer of help may include development
of not-for-profit legal status and drafting a pertinent national law, market valuation of
facility assets (for property redemption or just accounting purposes), preparation of a
package of legal documents for facility incorporation, design of a master business plan and
guidelines for 1ts customization to various climcal and business needs and condrtions,
market research to estimate market potential for designated types of care, trammng of
counterparts i operations and financial management of health facilities, development of
policy and contractual guidelines for purchasing authorities to mcorporate non-public health
care facilities into a unified competitive market of medical services

To assist key health policy and financing agencies w thewr current reform work ZRP seeks
to provide strategic guidance to health care reforms in Uzbekistan To be successful 1n this
endeavor, the project should contmue to build professional trust among 1ts consultants and
key executive and technical staff of the Uzbekistam government agencies One way to do
this 1s to selectively engage m the current work of the MoF, MoH, and Goskomprognozstat
On several occasions such help was requested and accepted before New assignments,
worthwhile to consider, may include help to the Goskomprognozstat with preparing 20-year
Long-Range Forecast and 10-year Mid-Term Outlook for the health care sector (which 1t 1s
requested to submut to the Cabinet of Mimisters 1n five-year cycles), help to the MoF with
analyzing the outcomes of the national health facility survey [inventarization] conducted 1n
1997, help to the Goskomprognozstat with revising the program of household budget survey
to improve reporting on user health care spending, help to the MoH on methodological and
statistical development of prospective capitation

To strengthen domestic expertfise n health care financing and admimstration ZRP may
want to look for laconic yet effective ways of informing the professional community of
Uzbekistan of the needs of the national health care sector and reforms A series of guest
lectures might be planned at the National Management Academy and the National School of
Public Administration More focused and regular discussions should be held with the faculty
of economics and busmess admimstration departments of these and other reputable
educational mstitutions The multidisciplinary approach should be emphasized, and the roles
of experts m non-clinical occupations explamed A small group of the brightest economusts,
lawyers, and government admimstrators working n teaching and research positions 1n the
Academia should become mvolved in ZRP-sponsored training and TA activities
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6 REFERENCES
6 1 Activity Log

December 9 Discussions with Dr Hamdya Ramic ZRP/Uzbekistan Country Director
regarding the seminar agenda and current priorities of the TA process in Uzbekistan

December 10 Edited the ‘Fund-Flow Analysis A review of Methodology’ in English and
translated 1t mto Russian Held discussions with Dr Michael Borowitz on the seminar agenda
and sequence of events

December 11-12 Conducted the seminar jointly with H Ramic and M Borowitz
December 13 Wrote up the findings from the seminar discussions

December 15 Held discussions with M Borowitz, H Ramic, and S Whickham regarding
methodology and techmques of capitation rate setting for primary care faciliies n the
expermmental rayons Scheduled appointments at the MoH and MoF

December 16 More discussions with the ZRP technical team joined by P Hauslohner, Abt/WB
project director, and Julian Simidjiyski, the ZRP consultant on the legal aspects of provider
payment reforms in the Central Asian countries The main i1ssue was the legal waiver for the
experimental health care systems

December 17-18 Three meetings at the Minstry of Health and two meetings at the Ministry of
Finance As a result, all the information necessary for updating structural rationalization plans
according to the first nine months of 1997 statistics was collected

December 19-20 The fund-flow model for each oblast was rerun based on the new statistical
nformation The Syrdana restructuring plan was adjusted based on the newest proposals
delivered to Tashkent by a courier from the Oblast Health Administration The output from the
newest trial was written up and presented to P Hauslohner Parts of his final report to the World
Bank were reviewed at his request
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6 2 List of Key Contacts

Last Name First and Middle Position, Titles Organization Contact Numbers
Names

Turtayev Mutal Rasulovich Head, Main Economic Minustry of Health, Tashkent, Navor |7-3712-411-794 (office)
Admarustration St, 12

Bulyndenko Elena Pavlovna Leading Expert, Main Ministry of Health, Tashkent, Navor |7-3712-411-840 (office)
Economic Administration St, 12

Mukhamediarova |Roza Galiyevna Head, Statistical Department (Minustry of Health, Tashkent, Navor |7-3712-411-841 (office)

St, 12

Ambartsumova  |Ludmila Surenovna Head, Department of Health [Minstry of Finance 7-3712-139-1336 (office)
and Sports Financing 7-3712-133-56-73 (home)

Urunbayeva Lola Nigmetovna Head, Department of Social |Ministry of Justice 7-3712-33-50-11 (office)
Service Sectors

Zadorozhnaya Raisa Andreevna Head, Department of the The State Commuttee of Forecasting [7-3712-32-65-03 (office)
Health Care Sector and Statistics

Muminov Murod Muminovich  {Head, Social Policu Fergana Oblast Administration 7-37322-22-252 (home)

Department
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7 ANNEXES
ANNEX 1 FUND-FLOW ANALYSIS A REVIEW OF METHODOLOGY

General Characteristics

Fund Flow Analysis (FFA) 1s a tool of economic analysis commonly used to evaluate systems of
financing A system of financing consists of three components (1) generation of resources for and
thewr allocation to the system, (2) allocation of resources within the system, (3) institutional
environment

FFA addresses all the three components by studying (1) Sources of financing and how funds are
mobilized from each source, (1) Recipients (users) of funds within the system, objectives of
spending, and methods of payment utilized to allocate funds to the users, (11) Regulatory and
admmstrative mstitutions who operate the system, and political, economic, and legal context in
which the system functions

FFA-based studies may have various purposes, such as evaluation of the system’s current status,
projection of its evolution n the course of reforms, assessment of impact expected from particular
scenarios of mstitutional and structural change

The FFA relies on basic input-output model that tracks funds by their origin and use In the health
care sector a twofold break-down of health care expenditure 1s quite essential A By payor, e g
public budgets, social health insurance, private imnsurance, employer-based direct provision, user
charges, B By health service/activity type, € g inpatient care, ambulatory services, public health
programs, health care admmustration In practice, most applications of the FFA method, also,
require that the health care spending 1s decomposed by type of facility, kind of cost and cost
category (fixed, variable, semi-variable)

The FFA method allows to examine some relevant issues deriving from and relating to health
policy and reform agendas, eg (1) whether the health financing system 1s balanced on the
revenue and expenditure sides, (2) whether key economic mstitutions contribute to health
financing commensurately with their capacity, (3) whether resources are allocated within the
health care sector effectively (as dictated by health care needs) and efficiently (in a cost-
mimmusing way), (4) how additional funding expected from a newly-mandated source
(mechamsm) of financing may be best allocated to provision of care, (5) how existing funds can
be re-routed to accommodate additional need for services, creation of a new type of provider
mstitution, reduction (elimination) of one of the existing types

The structure of an FFA model may vary dependent on the goals and objectives of FFA-based
study, availability of information, and level of detail permissible under existing resource and time
constramts Key to meaningful application of the FFA method 1s an agreement among policy and
payor 1nstitutions alike that the health care sector should be steered towards more competitive
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environment, with higher roles reserved for financial incentives, provider autonomy, and
facihitation of market entry and exit

Application to the SVP Project

In the context of the current project FFA method was utilized to identify and evaluate several
scenarios of structural change m the health care sectors of three experimental oblasts The
common thread of all the scenartos was to find out how savings 1n the health care budget may be
achieved and used for closing the SVP gap To close the SVP gap means find money within the
health care sector for operating funding of newly created SVPs The basic question to answer was
whether the system, actually, can produce sufficient savings to ensure operating funding for the
planned number of SVPs

In close collaboration with the local consultants we have identified main structural imbalances
and areas of redundancy in the oblast health care sectors, 1€, (1) excessive beds n the inpatient
sector m general and specialized and long-term care mstitutions, 1n particular, (2) excessive
utihization of mpatient services in terms of high hospital admission rates and ncreased length of
stay, (3) excessive number of rural outpatient and mixed facilities, such as SVAs and FAPs, given
that SVPs are coming to take over their functions

Based on listed mefficiencies the followmng four strategies of structural rationalization were
proposed A Reduction of hospital bed capacity B Reduction of hospitalization rate for the
remaining beds C Reduction of average length of stay on the remaimming hospital beds D
Closing of SVAs and FAPs

These strategies were transformed mnto mutial set of reduction rates, and an agreement was
achieved at what pace to shift those rates upward 1f the mitially achieved savings turn out to be
msufficient to close the SVP gap It was also assumed that facility closures (strategies A and D)
result 1n the elumnation of all costs, while reduction 1n utihization (strategies B and C) saves
variable costs only

As the next step, the oblast health care budgets were broken down by 23 uses of funds (types of
facilities/public health programs) and 11 cost categories Then costs under each category were
separated mto fixed, variable and semi-variable costs For example, food and drugs were
classified nto vanable costs Wages and salaries were split between fixed costs (80 percent) and
variable costs (20 percent) This decision was based on the counterpart’s view of how difficult or
easy 1t will be to reduce health personnel if volume of services declines The 80/20 split 1s based
on the assumption that on each five percent reduction 1n clinical volume, no more than 1 percent
reduction n personnel may be expected Further at this stage, total, fixed, and variable costs by
type of medical facility were estumated This allowed to calculate the amount of savings possible
under projected rates of reduction mn provider capacity and utilization of services

However, this was not enough to achieve the final goal of our study, 1 e estimate the amount of
funding that structural rationalization can produce, specifically, for SVPs The reality of structural
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reform 1s that only part of the savings from rationalization and elimination of mefficient facilities
will become available for allocation to SVPs To identify this part we had to estimate the other
part, which will have to be reallocated along the lines predetermined by restructuring itself For
example, as a consequence of closing long-term dispensaries, patient flow will increase to short-
stay hospitals and outpatient care institutions Hence, part of the savings must be obligated to
facilities facing mcreased workload due to changed referral patterns

This general 1dea was developed mnto a set of assumptions as to which types of facilities will
assume more work and how originally generated savings should be allocated to balance additional
workload with additional funding For example, 1t was estimated that 50 percent of patients
averted from hospitalization by downsizing (closing) short-stay hospitals and reducing length of
stay, will receive treatment in outpatient departments of the same hospitals (e g outpatient
surgeries), while the other 50 percent will be treated m stand alone city polyclimcs From
specialized hospitals mpatient care will be shifted i equal shares of 25 percent to short-stay
general hospitals, same specialty hospitals (to match with additional resources the mcreased case
mix complexity of the remamning practice), city polyclinics, and outpatient dispensaries From
SUBs patients will be reallocated to rayon hospitals (40 percent) and SVPs (60 percent) Once
‘substitution effects’ were projected respective to the patient flow they had to be translated into
shifts in fund flows With this purpose m mind we had to estimate such substitution ratios as
resource mtensity of one patient day m a short-stay hospital relative to one patient day in a long-
term 1npatient care facility, as well, as one hospital case to one outpatient case

The latter, probably, was the most challenging problem Intenstve discussions with local climicians
and Dr Michael Borowitz led to the following assessments to treat a hospital case in an
outpatient setting 1t will take, on average, 33 percent of wages and salaries, 30 percent of
housekeeping expenses, 150 percent of pharmaceutical expenses, and a proportionate amount of
other costs The latter means, that miscellaneous cost categories are estimated by their share in
baseline total costs The above cost-itemized estimations resulted n the following mntegral ratios
of outpatient-to-inpatient care costs (varying by oblast) cases formerly treated in urban general
hospitals will be treated at 26percent to 48percent of hospital cost once transferred to outpatient,
i specialized hospitals at 34percent to 50percent, in rayon hospitals at 38percent to 44percent, n
rural community hospitals at 37percent to 44percent

As the next step, we calculated the amount of funds needed by ‘substituting facilities’ Since they
are going to provide care at more economical cost than facilities from which care 1s shifted, part of
the savings will become available for allocations to ‘elective’ uses, 1n our case, to SVPs This
elective part was calculated 1n value terms and compared with the amount of SVP financial gap
In all oblast the gap was not closed by the mitially set reduction rates Hence, the fund flow model
performed a number of iterations until the savings reaching SVPs got to match the gap

In the final run 1t was calculated that in Syrdaria Oblast 43 7 percent of the oblast health care
expenditures will have to be stured up by restructuring, of which 70 7 percent (or 30 8 percent of
the oblast health care expenditure) will reach SVPs to fill the SVP financial gap In Navo: Oblast
corresponding numbers are 18 1 percent, 69 7 percent, and 12 6 percent In Fergana Oblast,
respectively, 16 2 percent, 10 7 percent, and 65 8 percent
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These numbers allowed to conclude that in Syrdaria Oblast the four-year targets for structural
change are unrealistically high Restructuring will have to be deep beyond the needs for
rationalization and, at any rate, impossible to manage It 1s hughly improbable, therefore, that the
system will be able to generate resources sufficient for operating funding of the planned number
of SVPs By contrast, mn Navo1 and Fergana Oblasts the required intensity of structural change 1s
commensurate with the size of the health care sector and 1s justified by efficiency considerations
Hence, the SVP gap may be filled with mternally generated funds The SVP program 1s likely to
be sustainable 1n those two oblasts, provided that the oblast adminstrations will disburse funds
allocated to the health care sector, will commuit themselves to and carry out the outlined structural
change
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ANNEX 2 Parameters of SVP Financing Gap and Structural Adjustment
November 1997

Table 31 Annual Operating Costs of Rural Physician Posts, Baseline Year Prices

Type of Facility US$ Uzbek Som
SVP 1 28,478 1,893,234
SVP2 37,723 2,509,196
SVP3 46,497 3,116,913

Table 32 The SVP "Fmancing Gap™ SVPs' Projected Operating Costs as a Percentage of Total
Projected Government Expenditures on Health Facilities (in Uzbek Som, 1997 as the Base Line)

Oblast Four-Year Health | Four-Year SVP | SVPs as Percent of
Expenditure Operating Budget Health Budget
Fergana 8,140,000 0 869,649 8 10 7%
Navoi 2,645,200 0 334,619 4 12 7%
Syrdaria 2,483,600 0 756,096 8 30 4%

Table 33 Projected Savings from Closures of SVAs and FAPs, Uzbek Som 1,000

Fergana Navot Syrdaria
1997-2001 Health 81400 26452 24836
Budget
SVP Operating Budget, a 4-year period 869 6 3346 7561
a SVA Budget 0368 0173 0498
a FAP Budget 0217 0114 0439

Savings From SVA and |Planned SVAs 90 8 56 822
FAP Closing If Closed

Planned FAPs 513 345 1327

Closed

All SVAs Closed 140 6 202 1507

All FAPs Closed 3428 744 1722
Eliminated Financial Gap |Planned SVAs and
n Percent of Total FAPs Closed 16 3% 12 0% 28 4%
Financial Gap If

All SVAs and FAPs

Closed 55 6% 28 3% 42 7%
Remaining Financing Gap |Planned SVAs and
in Percent of Health FAPs Closed 89% 11 1% 21 8%
Budget

All SVAs and FAPs 4 7% 91% 17 4%

Closed
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Table 3 4 The SVP "Financing Gap" SVPs' Projected Operating Costs as a
Percentage of Total Projected Government Expenditures on Health Facilities (in
Uzbek Som, 1997 as the Base Line)

Oblast Four-Year Health Four-Year SVP SVPs as Percent of
Expenditure Operating Budget Health Budget
Fergana 10,093,600 0 869,649 8 8 6%
Navol 4,046,800 0 334,619 4 83%
Syrdaria 2,640,400 0 756,096 8 28 6%

Table 3 5 Components of Prospective Rationalization Plans i the Three Leader Oblasts
and their Effect on the Financial Gap by the Year 2000

Urban Urban Specialty | Rayon | SUBs|SVAs| FAPs
General General Hospitals | Hospitals (units) | (units)
Hospitals Hospatals
(including (excluding
Medsanchast) | Medsanchast)
Fergana (to close SVP financing gap at 100%)
Elimmation of Facilities 12% 15% 40% 25%| 70% 66 62
and/or Hospital Beds
Admission Rate Reduction 4% 5% 0% 5% 0%
ALOS Reduction 12% 15% 15% 15%] 10%
Navoi (to close SVP financing gap at 100%)
Elimination of Facilities 11% 22% 55% 30%| 80% 22 83
and/or Hospital Beds
Admission Rate Reduction 3% 5% 0% 5% 0%
ALOS Reduction 13% 15% 15% 15%| 10%
Syrdaria (to close SVP financing gap at 100%)
Elimmation of Facilities 50% 55% 70% 75%| 70% 46 80
and/or Hospital Beds
Admission Rate Reduction 23% 25% 25% 25%| 20%
ALOS Reduction 27% 30% 30% 30%| 25%
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Table 37 Contribution of Structural Reforms to Aggregate Savings
Based on the Rationalization Plan Presented 1in Table 3 5

Type of Structural Change Fergana Navoi Syrdaria
Reduced bed capacity in long-term care 15 5% 5 9% 53%
mstitutions
Reduced bed capacity in short-stay 63 8% 72 1% 73 0%
hospitals
Reduced admissions on the remaming 23% 34% 6 5%
beds
Reduced ALOS on the remaining beds 91% 11 4% 7 9%
Closed FAPs and SVAs 92% 73% 73%
Total structural change 100 0% 100 0% 100 0%

Table 3 6 Selected Marginal Effects of Structural Change in the Health Care System of

Fergana Oblast (in Uzbek Som 1,000)

Total Savings, Reallocated to Savings | Savings
Parameters Savings City City Rayon SVPs Oblast | Allocated to
generated | General |Polyclinics | Hospitals Health SVPs, as %
Hospitals Expenditure | of Financing
Gap
In Uzbek Som 1,000
A dispensary for sexually transmitted diseases
Facility closed 41,673 4,357 8,704 28,612
Admission reduced 3,656 447 894 2,325
by 1,000 cases
A SUB closed 3,387 447 9231 2,016
A SVA closed 368 368
A FAP closed 68 68
In Percent

A dispensary for sexually transmutted diseases
Facility closed 100%] 105% 20 9% 68 7% 205% 19 17%
Admission reduced 100%| 122% 24 4% 63 4% 0 18% 168%
by 1,000 cases
A SUB closed 100% 13 2% 273%| 595% 017% 156%
A SVA closed 100% 100% 0018% 017%
A FAP closed 100% 100% 0 003% 003%
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Table 3 8 Potential Savings from Different Kinds of Structural Change in Syrdarya Oblast

(In Millions of Uzbek Som)

Subject to Elimination Annual Contribution of Savings to SVP Fiancing in a 4-
(Reduction ) are Savings | Year Perspective, If Eliminated (Reduced) by the
from End of
Reduction
Year 1 Year 2 Year 3 Year 4
10 beds m general hosprtals 164 1 656 4 4923 3282 1641
10 beds 1n specialty hospitals 3830 15320 11490 766 0 3830
10 beds wn rayon hospitals 462 6 18504 1387 8 9252 462 6]
10 beds in SUBs 6333 25332 18999 1266 6 6333
100 admissions n general 9414 37656 28242 1882 8 941 4
hospitals
100 adnmussions n specialty 6249 2499 6 18747 1249 8 6249
hospitals
100 admissions 1n rayon 7349 29396 22047 1469 8 7349
hospitals
100 admissions in SUBS 849 4 33976 25482 1698 8 8494
1000 patient-days 1n general 699 4 27976 2098 2 1398 8 699 4
hospitals
1000 patient-days in specialty 698 8 27952 2096 4 1397 6 698 8
hospitals
1000 patient-days n rayon 7311 29244 21933 14622 7311
hospitals
1000 patient-days in SUBs 6720 2688 0 2016 0 13440 6720
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ANNEX 3 AHAJIN3 PECYPCHBIX IOTOKOB OB30P METOOJIOTUH
O6was xapaxmepucmura memooa

Anamu3 pecypcHEIX mnoToKOB (APII) — 5TO0 MeTon DKOHOMMYECKOTO aHaM3a,
UCTIONIB3YEMEIl OOBIUHO JUUISI ONEHKM cucreM ¢uHaHcupoBaHusa Jliobas cucrema
¢duHAHCUPOBaHUSI COCTOMUT M3 TpeX moacucreM 1) MexaHu3M (OPMUPOBaHMS PECYPCOB M
¥X HOCTYIUICHUS] B CHCTEMY, 2) MEXaHW3M MCIIONIB30BAHUSI PECYPCOB BHYTPU CUCTEMH, 3)
MHCTUTYIMOHANbHAS cpelia

APIl oxBaThiBaeT BCe TpM MNOACUCTEMEH, 3aHMMAsICh CIEIYIOMUMM BONPOCAMK  a)
UCTOYHMKY (PUHAHCHPOBAHNS M METOAB MOOMIM3AaMM PECYpPCOB M3 KAXKJIOI'0 MCTOYHMKAE,
0) mnomyuaTenu pecypcoB BHYTPM CHUCTEMBI, MM PeCypconoTpeONeHus], METOmBI
¢VMHAHCUMPOBaHUSI C MOMOMBID KOTOPHIX PECYPCH BBIACHAIOTCS NOTpeOUTENISIM,  B)
perynupyomye ¥ aAMMHUCTPATUBHBIE YUPEXJAEHNMS, KOTOPBbIE YIPAaBIAIOT CUCTEMOI,
MOJIUTNYECKUI, DKOHOMMUECKUI M IIPaBOBOM KOHTEKCT, B KOTOPOM 3THU YUPEXIECHUS
OCYIIECTBISAIOT CBOM (DYHKIIUU

APII MoxerT OBITP NOAUMHEH PasNIUYHBIM IENIM, TaKUM, HanpuMep, KakK OIleHKa
CIIOXXMBITIErOCs NONIOXEHMS ieNl B (PUHAHCOBOI CHCTEME, IPOTHO3 M3MEHEHMIT B CUCTEME B
Xofe Mmpeacrodamux pedopM, ONEHKa BIMSIHMSA Ha CHUCTEMY KOHKDETHBIX CI[CHADUEB
MHCTUTYHIMOHANBHBIX ¥ CTPYKTYPHBIX IpeoOpazoBaHmit

B ocnoBe APII nexuT TpagulnuoHHAsE MOJENb “3aTpaTHl - BHIIYCK', € MOMOINBIO KOTOPOIf
yliaeTcsl IPOCIEeNNUTD IBUKEHNE (PUHAHCOBBIX CPENICTB IO MCTOUHUKAM UX IPOUCXOXKACHUS
U HallpaBJICHUSIM MCIONB30BaHMs B 31paBoOXpaHeHMM BaXXHYIO pOJIb UIpaeT AeTanu3anus
(MHAHCOBEIX NOTOKOB IO JABYM KpPHUTEPUSIM BO-IEPBHIX, IO JepXKaTeJiIM CpeJcTB
(uctouHMKaM (UHAHCUPOBAHMS), KaK TO TIOCYHapCTBCHHBIl OIOIXKET, COIMalbHOE
CTpaxOBaHME 3[0POBbs, YACTHOE CTPAXOBaHME 3MOPOBLS, CPENCTBA HACEJICHUS, BO-BTOPHIX,
[0 THMIIaM MENUIMHCKON IIOMOIM M BUJIaM AEATEIIbHOCTHM B 3MPAaBOOXPAHEHUH, HAIPUMED,
CTalfOHApHAasl TIOMOINb, aMOyIaTOPHO-NOMMKIIMHUYECKUE YCAYTH, IPOrpPaMMBI OXPaHEI
OOIIECTBEHHOI'O  3[0OPOBbS,  aIMMHUCTPATUBHO-yIpaBieHUYECKasd  JeATCIBHOCTh B
3npaBooxpaHeHuy B GonpmuHCTBe ciieyaeB APII Taxxke TpeOyeT pa3bueHus pacXonoB Ha
3apaBooxpaHeHue no tumam JIIIY, a Takke BMJaM M KaTeropusM 3aTpaT (ITIOCTOSSHHBIM,
[IEPEMEHHBIM ¥ YCHOBHO-IIEPEMEHHBIM )

APIl no3BoJiIeT UCCIefoBaTh psAl BaXXHBIX BONPOCOB, BHEITEKAIOMMX U3 MOBECTKY JIHS
pebOpMEI  3paBOOXDaHeHMs] KakK pasfelia TOCyHapCTBEHHON MOJUTHKM U  OTpaciu
HapojHoro xossifctBa B ux umcne 1) COanmaHcupoBaHbl 1 (PUHAHCOBBIE MOCTYINICHUS U
pacxofpl B cucTeMe 3OpaBooxpaHeHMs? 2) HackoibKo BKJIAK KaXJIoro 3KOHOMUUYECKOT'O
MHCTUTYTA B (DUHAHCUPOBAHME 3APABOOXPAHEHUE COOTBETCTBYET  (DUHAHCOBBIMU
BO3MOXHOCTSIM 3TOoro mHcrturyTta? 3) OTBeuaeT JiM paclpefiefieHMe PpecypcoB BHYTPU
30paBoOXpaHeHMsl TpeOOBaHMSAM IleNneBolt u 3arpaTHOM 3ddextuBHOocTH? 4) Kakon
ONTUMANBHBIA BapMaHT MCHONB30OBaHMSAS CPEJCTB U3 BHOBb OTKPHIBOIErOCS MCTOYHMKA
¢dunancuposauus’? 5) Kak MOXHO IlepepaclpefieluTb CpeAcTBa M3 UMEIOIUXCS
WUCTOYHMKOB (DMHAHCUpDOBAaHMS, YTOOBl OOECHEUUTH pecypcaMy  JOMOIHUTEIBHYIO
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IOTPeOHOCTH B MENUIMHCKOI momomy, HOBHIA Tun JIITY, cokpamenue MM NMMKBHAANKIO
OJHOI'0 U3 TPAIMIIMOHHBIBIX TUIIOB MEJUIVHCKUX yUpeXKAcHNM?

Crpyktypa u anroput™ APII BUgou3MeHAIOTCS B 3aBUCUMOCTH OT ILieJieil M 3ajlau aHalln3za,
HaIMuus MHGOPMAIMU M YPOBHSI JieTalnu3alyy, HOIMyCTMMOro IpU MMeoInuXcsd pecypceax
¢MHAHCUpOBaHMS JWCCIIE[OBaHMSI M BPEMEHM, OTIYMEHHOIO Ha €ro IpoBeficHNe
OcmruicnenHoe npuMeHeEne APIT BO3MOXHO IMIIb IIpK COrNacuyu MeXAy perynupyomum
HEHTpOM ¥ PpMHAHCUpYIOmMEH CTOPOHOM 0 HeoOXOomMMOCTH co3fanust Oosee KOHKYPEHTHOI
cpenbl B 3OpaBOOXPAaHEHMM 3a CuUeT IOBBINEHMS PpOIM (PUHAHCOBHIX CTUMYIIOB,
pacuMpeHMs] ONepaTMBHO-XO03sifcTBeHHON camocTosrenbHocTi JIIIY, cosmanmsa ycnmoBwmit
st OecHpensITCTBEHHOTO BHIXOHA Ha PErYIMpPYIOeMEBl PBHIHOK MENMIVHCKONM IIOMOIMU U
yxoJa c Hero

Anaauz pecypcruix nomokoe ¢ konmexcme Ilpoepanms pazeepmuieanus CBII

B xoHTekcTe Hacrostmero npoekTa meron APII mpumensics mns pa3paboTKM M OLEHKH
HECKOJIBKMX  CI€HapMeB  CTPYKTYPHOH  IepecTpPOiKM  3JpaBOOXPaHEHMsS  Tpex
SKCIIEpUMEHTAIBHEX obOnacteii Bcee clleHapmy HOAYMHEHBI €IMHON 3ajiladye WM3BICKATh
BO3MOXKHOCTH ISl S5KOHOMMHM CPEICTB B JeiicTByomei nedebHo-MpodnnakTHUECKOi ceTn
B 00beMe, HOCTATOUHOM [IJisl YHOBJIETBOPEHHUS IIOTPeOHOCTH B TEKYIIEM (PMHAHCUPOBAHUU
BHOBb co3maBaeMbix CBII Wcxopmuslif Bompoc, Ha KOTOpPHI HPENCTOSIO OTBETUTH,
CBOOMIICS K clefyiomeMy B cocrosHuMM Iy BooOINe cucTeMa CIKOHOMMTH CpelcTBa Ijisi
obecrieueHMs TeKymero ¢gpuHaHCHpOBaHUS 3allaHnpoBanHoro uncna CBII?

B coTpymHMYecTBE ¢ MECTHHIMM KOHCYIbTAaHTaMM ObUIM  BBISIBIICHBL  CIIEAyIOue
CTPYKTypHBIE [ucOamaHchl U 30HH HeagpeXTUBHOCTH B 3IpaBoOXpaHeHuy 1) M3GBITOUHAS
MONIHOCTh KOS€UHEIX (POHAOB CTAMOHAPOB BOOOINE U CTAllMOHAPOB CIEIMATTM3UPOBAHHOM 1
JNONTOBOPEMEHHO IIOMONIM, B YaCTHOCTM, 2) 3aBHIDICHHBIE OOBEMBI OKa3aHUs
cTanMoHapHOI moMomM (B NOKasaTeNSX YPOBHS TOCOMTAlM3aluy HaceJIcHUS M CpefHei
HPOHOIKMTENBHOCTY TocImuTanu3anuy), 3) HeoOOCHOBAHHO BBICOKOE WYHUCIIO CEJIBCKUX
aMOynaTOpHBIX M CMEIIaHHHIX yupeXjeHuii, B yacTHocTH, CBA n ®AIloB, eciu yuecTs,
yTo CBII monXHb! B35ITh Ha cebs OCHOBHYIO YacTh MX (PYHKIMOHAIBHONM HArpy3KM ¥, TeM
CaMBIM, 3aMEHUTD UX

C yueroM BbIIEHa3BaHHBIX (aKTOpPoB HE3IDEDEKTMBHOCTM OBUIM NPENJIOXEHB UYETHIpe
CTpaTernueckKyux Iojxoja K CTPYKTypHO# panmoHamm3ammu 1 CokpaimeHue KOEUHOTO
¢donpa cranuonapos II CHuxeHme ypoBHS rocnuTanu3anuy Ha COXPaHAIOMEMCS] KOCUHOM
doupe III  YmeHblmeHme CpefHell  IPOMOIKMTENBHOCTM  IOCOMTaNM3alMM  Ha
coxpaHsiomeMcs: koeuHoM ¢orge IV 3akprrtue CBA u ®Allos

Ilepeuncnennrle crpareruy OLUIM pa3BEpHYTH B KOJNUYECTBECHHBIC NapamMeTpsl KaXmwlit
[IapaMeTp 3aJaeT IPOLEHT coKpalleHus IoKa3aTens, jeXamero B OCHOBe TOM MM MHO
crparerun Ha sToM 3Tame ObliiM BrIpaOOTaHB JOTOBOPEHHOCTM O IHare mnpupanieHust
napaMeTpoB B Cly4yae, €cliM NepBOHAYalbHO 3aJaHHbBle 3HAUCHMsI HE BHIBOIAT Ha
TpebyeMyIo cymMMy 3KoHoMuM Tpebyemass cyMMa KOHOMUU paBHa rofgoBOMY 0OOBeMYy
TeKymero ¢unadcupopanusi CBII  bBeuto Takxe yciosieHo, 4To 3akpeitie JIIY
(ctparermn I m IV) obecrieunBaioT 3KOHOMUIO II0 IIOJIHOMY KpYTry 3aTpaT, B TO BpeMs Kak
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cokpaienne obbemoB momomy Oe3 3akpeiTusi JIIY (crparermm I u III) mossonger
COKOHOMMTH TOIIBKO Ha MIEPEMEHHEBIX 3aTpaTax

Ha cnenymoimeM mare ajJroputMa GIOMKeET 3APaBOOXPaHEeHMsT KaX/I0l 9KCIepMMEHTAIIbHON
obmactu 6pur pa3durT Ha 23 HampaeleHMs ucnoibp3oBaHus (Tunel JIIIY u Bugw
NeITeIbHOCTH B 3apaBooxpanenuyu) M 11 BumoB 3aTpaT 3aTeM KaXOblii BUA 3aTpaT ObLI
OTHECEH K KaTeropumu IIOCTOSHHEIX, NEPEMEHHBIX MIIM YCIOBHO IIEpEMEHHBIX 3aTpar
Hampumep, mmTaHue ¥ MEIMKAaMEHTH OBIIM OTHECEHBl K IEPEMCHHBIM 3aTpaTaMm
Bapabornas miata Ha 80% Oblma oTHeceHa K MOCTOSHHBIM 3arpatam, Ha 20% -- K
HepeMeHHBIM 3aTpaTaM Takas NpoIopIys OCHOBaHA HA IPE/ICTaBIIeHMAX y30E€KMCTAHCKUX
KOJJIEr O BO3MOXHOCTAX BBICBOOOXHEHMI MEAMIMHCKOrO IIepCOHajla II0 Mepe
cokpamenust o6bema JeuebHoi pabotsl IIponoprus 80/20 ocHoBaHAa Ha IPENIIONOXEHNN O
TOM, UTO Ha KaXmble 5% cokpamenust obbema JeueOHOI pabOTHl UMCIIEHHOCTDL 3aHSATHIX
Oymer cauxKeHna nmump Ha 1% CrnenyomuM maroM Oblila OllcHEHa CTOMMOCTD NMOCTOSIHHBIX,
HepeMeHHBIX M YCIIOBHO IIEpeMEHHBIX 3arpaT no Kaxpomy tumy JIIIY Ilonmyuennbie
JlaHHbIe BEIBOJAT Ha pacyeT S5KOHOMMM IO KaXXAOi cTpaTernmyu CTPYKTYPHOM NepecTpOKN

Tem He MeHee, PacCMOTPEHHOI Bbile MHQOpPMalMu HE IOCTaTOYHO MJIS OTBETa Ha
KOHEUHBII BOMPOC HAIero uccliegoBanus, a ¥MeHHO Kakoit o6beM cpencTB MOXeT OBITh
COKOHOMIIEH [ Tekymero ¢unancupoBaauss CBII? PeanbHOCTE CTPYKTYpHOIR
NepeCTPOKM TaKoBa, UTO JIMMb Yacmb SKOHOMMM OT JMKBHUIanmu HesxdpdekTuHbIX JIIIY
u cokpamenus o6beMoB nomommyu pocturaet CBII UToObl omeHuTh pa3Mep 3Toi 4acTH,
HaM TIPeJICTOSIIIO M3MEpUTh pasMep Apyroil dactu (oHJa SKOHOMMM — TOMH, KOTOPYIO
[OHaOOUTCSl TiepepacnpenelieIYTh B HANpaBJIICHMSIX, 3aJaBaeéMBIX CaMOil CTPYKTYPHOIA
MepecTPOiKoii Hanpumep, mocnencTBuMeM 3aKpHITHSI AMCHAHCEPOB NOJTOBPEMEHHON
MIOMOMIY CTAaHET yBeJIMUeHNe HArPY3KM Ha CTallMOHAphl KPaTKOBPEMEHHOI'O CONEPXKaHUS U
amOynatopHbie yupexaeHuss CleaoBaTesbHO, YacTh SKOHOMUM OT 3aKPHITHSI JUCIAHCEPOB
HOJIXHa OBITh NMOTpaueHa Ha yBeiuueHue duHancuposanmst JIIIY, marpy3ka Ha KoTOphIe
BO3pACTET B Pe3yNbTaTe NepepacipeficlieHys NOTOKa NalUeHTOB

IlpencraBnenHas Beile oOmas MAes NONyYMIIa pa3BUTHE B KOJIMUECTBEHHBIX NOIYIIEHMSIX
OTHOCUTEJIPHO TOro, Kakue KoHKpeTHO Tunbl JIIY momxHel OyoyT NpMHSTH Ha cebds
NOMONTHUTENIPHYIO  Harpy3kKy M  KaKk  [oTpebyeTcd  mepepaclupefienuTbh  4acThb
BBHICBOOOXICHHBIX CPENCTB JIIS TOro, uTrobnl cOajaHCHpPOBATh NONONHMTEIBHBI 00bEeM
neuebHOlt pabOTH JONONHUTENBbHBEIM ¢uHaHCupoBanueM HamnpuMep, cornmacHo HamuM
oneHkaM, 50% mnanyMeHTOB, OTBEICHHBIX OT TOCHUTANM3alMM B pe3yJIbTaTe COKpaIleHMs
pa3sMepoB MIIM 3aKpBITHsI OOJIBHUI] OCTPOI MOMOIIM ¥ COKpaIdeHusi CpOKOB IpeObIBaHMS Ha
KOJiKe, OyOyT 0OCIyXEHBI B IIOJIMKIMHNYCCKIX OTACHeHUAX TeX Xe 6onbHnI (CKaXeM, 0
nuHUM aMOynaTopHoi xupyprum), a apyrue 50% moiydaT mOMOINb B CaMOCTOSITENBHBIX
TOPOACKMX  MNONMKIMHMKAX IlalMeHTH, OTBOAMMEIC OT TOCIMTAIM3alMM Ha KOIKHU
CIIENMANM3NPOBAHHBIX OONBHUI, OyAYyT HAmNpaBJIeHBl paBHBIMM dYacTssMu 1o 25% B
GonpHUIHI 00mero Ipoduiid, Te XKe CHelMalIu3MpPOBaHHbIe CTallMOHApH (Ha NpakTHKe pedb
MIACT O KOMIIEHCAIUM JOMOITHUTEIILHEIM (PMHAHCHMPOBAHMEM MOBHINIEHUST KIMHUYECKOM
CIIOXHOCTH JieueOHO! paboTH B pe3yJibTaTe OTCeBa OTHOCHUTENBHO IIPOCTBIX CIIy4Yaes),
rOPOJICKME TOJIMKJIMHUKY U aMOynaTopabie pucnancepsl IlanmenTtsl 3akpeiBacMeix CY bos
6ynyT nepepacnpeneneas Ha 40% B pafionnbie 6onpHUNE 1 Ha 60% B CBII
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ITocne Toro, kax ‘“a¢ddextn 3amemenusa’ omaux JIIIY nppyrumm OblIM yCTaHOBHEHHI ¢
TOUKM 3peHMS TepepacrlperesieHus HOTOKa NAlMEHTOB, 3TH ke 3(deKTh Hajo OBUIO
NPeCTABUTH ¢ TOUKM 3peHMs liepepacnpelclieHus OTOKOB (uHaHcupoBanus [Insg 3toro
noTpebOBaIOCh ONEHUTH TaKMe COOTHOINEHMS KaK PeCypcoOeMKOCTh OJHOIO HaIeHTO-JHS
B GOIIBHMIE JJIS OCTPHIX CIy4aeB K PECYpPCOEMKOCTHM OJHOrO HalyeHTO-JHS B GONbHuIE
[OJrOBPEMEHHOT0 COTEpXKaHusI, a TaKXKe 3aTpaThl Ha OJHOTO CTalMOHAPHOI'o GOJBHOIO K
3aTpaTaM Ha OJHOr'0o aMOyIaTOpHOTo GOIBHOro

IMocneguee o0Ka3aloch MAOBONBHO TPYMHOI 3apmauvelt VIHTeHCHBHBIE 0OCyXpueHHs c
MECTHEIMM KIIMHMIYICTaMM U [-poM bopoBuieM IpuBeln K CIEAYIOMMM 3aKII0YECHUIM
yTOOB  BBUICUMTH aMOyJIaTOPHO OJMH CIy4ald, OTBENEHHBII OT TIOCUMTallM3aINH,
noTpebyeTcss 3aTpaTuTh B IIpOlleHTaX K OONbHMUHBIM 3arpataM 33% 1o crarbe
“3apabornas mnara”’, 30% mno crathe “XoazgiicTBeHHBIe pacxonbl’, 150% 1o craThe
“3aTpaThl Ha MeINMKaMEHTH' M NpPOMOPIMOHANBHBIE 3aTpaTBl MO APYTMM CTaThIM
IIponopyuonasprbie B JaHHOM KOHTEKCTe O3HayaeT, 4yTo oObeM 3aTpaT 1O HPOYUM
3aTpaTaM OYIET YCTaHOBIIEH C TaKMM pacueToM, UToOB UX JONS B CyMMapHBIX 3aTpaTax
okKazaliach Toit Xe, uTO UM B McXomHoM Oiopxere pmanHoro tuma JIIIY TIpu zamaHHBIX
BHIIIE  IIOCTATEHHBIX  COOTHOMICHMSIX  CyYMMapHble  KO3(DDHUIMEHTH  3aMerneHus
XapaKTepU3yIOTCs CHEAYOMMUMY MOKa3aTeNsIMM Cliydau, TPagMIMOHHO JICUMBIOMECS B
MHOTONPO(UMIBHEIX CTanMoHapax, B aMOyJIaTOPHBIX YCIIOBUSAX OyoyT oOcnyXuBaThecs ¢
3aTpaTaMyu IO pa3NuyHeIM objactaM or 26% pmo  48% or 3aTpar cTanMoHapa
AHaNOTMYHBI NOKa3aTenb JUIA CIIy4aeB, OTBOAMMBIX OT TOCOMTaNIM3alluu B

crienuanau3upoBaHHbele 60MBHUIE], cocTaBuT OT 34% no 50%, B paiioHHbIE GOJBLHUIBI — OT
38% no 44%, 8 CY¥Ybu -- ot 37% no 44%

OcCHOBBLIBaAChH Ha BRIIENPHUBEICHHBIX OINEHKaxX, MBl paccumTany obmuit 06beM CpefcTB A
dbuHaHCUPOBaHKS NOMOIHUTENbHON NedebHOl paborel B JIIIY, Harpy3ka Ha KOTOpHIE B
YCIOBUAX PEeCTPYKTYpU3aluy Bo3pacTaeT ITOT 0O6BEM MEHBINE, YeM BEICBOOOXKIaecMble
CpeNCTBa, MOCKONBKY leuebHag paboTa nepememaercs B 60iee S5KOHOMUUHEBIE YCIIOBKUA

CBIlI nomywaT pasHMIY MeXAy CpelcTBaMy, BEICBODOXHaeMBIMM B pe3yibTaTe
CTPYKTYPHOJ NEPECTPOMKM, M CpPEACTBaMM, KOTOpHe TpebyloTcs Hisd (MHAHCUPOBaHUS
JOMOTHUTENIBHON JieueOHOol paboThl B AeiCTBYIOMMX yupexaeHUsIX IIoNydMB MCKOMYIO
pasHuIly, MBI CpaBHMIJIM €€ ¢ IIporHo3Hoif mnorpebHocTthio CBII B Texkymem
¢unnancuposanmu Hu B opHONM u3 Tpex oOnacreil mNepBOHAYANbHO YCTaHOBJICHHBIE
coKpamieHMs He obecrmeumny 3akpeiTis oxwugaemoro oT CBII dwmnancoBoro pedunura
IToTpeboBanoch HECKONBKO MTepanuii, NpeXxae YeM pacuyeTHas KOHOMMUS CpaBHSAJIACH C
PacyeTHBIM NeUIUTOM

B xoHeuHOM cueTe ObLIO yCTaHOBIEHO, uTo B ChipmapeuHckoit obnactu 43 7% ropmosoro
BiofXeTa JOJIXKHO OBITE ITepepaclpeielieHO B IIpollecce CTPYKTYPHOI nepecTpoiikn B aToM
ciyuae 308% Oromxera OynyT HOCTYHHBI Hng TeKymero ¢uuancupoBanus CBII Takum
obpazoM, CBII monyuar 707% cpencrB, mepepacnpefelsieMblX B  Ipoliecce
pectpykrypuzanuyu B Hapomiickoit obmacTt COOTBETCTBYIOIIME IIOKA3aTENM COCTABAT
18 1%, 12 6% n 69 7%, B ®epranckoit obnactu — 16 2%, 10 7% un 65 8%

IIpuBeneHHEIC [IOKa3aTeNN MO3BONISIOT 3aKJII0UMTh, YTO B ChIpIappMHCKO o6acTy 3agaun
4eTHIpEXJIETHEN  CTPYKTYPHOH#  IlepecTpoiiku  HemoMepHO  BbicokM — CTpykTypHad
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nepectpoiika B unTepecax CBII goixHa OyneT npuHATH Oojlee MMUPOKME MacIITabbl, YeM
9TO TpeOyeTcss MHTepecaMy palMoHaNIM3anuu JeiicTByomell neuebHO-TpodMIaKTHIECKO
ceT VIHTEHCMBHOCTH CTPYKTYPHO! NEpecTpOiKM OKaXeTcd BBIME, YeM IO3BOJISIIOT
BO3MOXHOCTM YympaBieHus: eio ClenoBaTellbHO, HPEACTaBIASETCS MAJIOBEPOSTHBIM, 4YTO
CHCTEMa CyMeeT BHIIENUTb U3 cebd pecypchl, JOCTaTOYHBIE JJII TEKYIIEro
duHagcupoBanus 3amwiauposanHoro umcia CBII B ormmume ot Cop-Hapbu, B
Hapomiickoit u @epranckoii obmacTsix TpeOyeMble MacmTad M MHTEHCHMBHOCTH
CTPYKTYPHOM NepecTpOiKYM COpPa3MEpPHBl BO3MOXHOCTSM M MHTEpecaM palyOoHaIM3alyuu
sapaBooxpanennss Ceazanublit ¢ CBII dunanCcoBHI HeduIuT MOXET OBITh 3aKPHIT 33 CUET
BHYTPEHHUX pecypcoB Tekymero ¢unancuposanud IIporpamma BHepmpenus CBII B atux
IBYX ofjacTaX MoXeT OBITh Hpu3HaHa (MHAHCOBO OOOCHOBAHHON IPU TpeX YCIOBUSIX
O6nactHple amgMuHHCTpamuy OyAyT OTHycKaTh CpeNcTBa 3alllaHMpPOBAaHHBIE Ha
(huHaHCMpOBaHME  3MPaBOOXPAaHEHMS, BHICKAXYT IPUBEPXEHHOCTb  CTPYKTYPHOI
IepecTpoiike M OCYMECTBAT €€ B PEKOMEHIOBaHHEIX MacmTabax
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