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1. INTRODUCTION

A health system is a combination of all state-run and private organizations,
institutions, structures, and resources intended to improve, maintain, and rehabilitate
the health of human beings.

The main objectives of any health system include the provision of health, ensure
equality in health matters, just financing of the system, protection of people from
impoverishment as a result of disease, and responsiveness to the needs and
preferences of people (dignity, independency, and respect). To address these matters,
the state adopts the State Benefits’ Package Program (SBP hereinafter) to ensure the
provision of health care to the citizens of the Kyrgyz Republic using new financial
methods. The SBP is adopted on the annual basis starting from 2001.

The SBP is a state health standard that determines the volume, types, and
conditions for health care provision to the population and ensures the
implementation of the citizens’ rights to health services as provided by health
institutions regardless of their ownership title, that participate in this Program.

In real terms, the state is unable to provide all services free of charge. Therefore,
because of insufficient funding and a high level of unofficial payments by population for
their treatment, a co-payment was introduced as a mechanism to constrain unjustified
medical services.

Co-payment is a shared payment made by population for medical services
that are provided in excess of the SBP’s funding.

A number of categories of people entitled to benefits, namely the receipt of
medical services for a minimum co-payment or free of charge, has significantly
expanded in the process of SBP’s implementation (18 categories in 2001 and 52 — in
2004). While in 2001-2002 persons entitled to free medical services in hospitals made
up 10%, in 2004 the share of people entitled to social privileges after being treated in
hospitals increased from 8,8% in 2003 till 24,1% in 2004, and a share of people entitled
to privileges based on medical reasons increased from 8% in 2003 to 20,2% in 2004. As
such, the number of patients treated in hospitals free of charge or with the minimum co-
payment grows every year, which in the majority of cases makes up no less than 45%
of the total treated patients.

At that point of time the minimum co-payment as related to the average wage for
Kyrgyzstan acted as a limiting factor for unjustified consumption of medical services,
however, today, with the account of inflation, the co-payment appears to be very low in
order to restrain unjustified consumption of medical services.



Table 1. Average wage in the Kyrgyz Republic in 2001-2011

Minimum level of co- Percentage of the
Average monthly payment (som) average wage

year wage (som) (%)

215 14,8
2001 1455
2002 1684 215 12,8
2003 1916 215 11,2
2004 2 240 215 9,6
2005 2613 215 8,2
2006 3270 215 6,6
2007 3970 215 54
2008 5378 215 4,0
2009 6 161 215 3,5
2010 7 189 215 3,0
2011 8 790 320 3,6

The co-payment is growing only nominally, however, its specific weight has
stabilized and is even decreasing. The drop in the specific weight of co-payment is
explained by an expansion of the SBP categories from 27 to 72 (people with 100% of
privileges and with some privileges) and the unchanged size of the formal co-payment
since 2001.

The sustainability of the health system is, to a significant extent, connected to the
effectiveness of a funding system. The Single Payer system was introduced to split the
health sector into the payer and providers. The Law “On the Single Payer in financing
the health sector of the Kyrgyz Republic” specifies relevant legal and organizational
frameworks. The health care financial policy and reforms should be promoted based on
the influence of financing on the health system’s objectives.

In the Kyrgyz health system the State Benefits’ Package plays a key role in
regulating the provision of medical services and access conditions.

In 2009 the Vice Prime-minister of the Kyrgyz Republic set forth a task to analyze
a financial gap in the implementation of the State Benefits’ Package. This financial gap
leads to a situation when patients acquire drugs at their own expense in the hospitals
that are part of the Single Payer system.

Aiming at performing the above-mentioned task, Order #176 as of 21.04.09 of the
Ministry of Health established a working group “On monitoring of accessibility of patients
to drugs and medical goods in hospitals”. The findings of the working group on the
financial gap in the implementation of the SBP were presented in the 2009 Health
Summit with the participation of the donor community. The Summit officially announced
that the financial gap in the SBP exists for all and makes up about 27,5%. The biggest
burden of informal payments is related to procurement of drugs (43% of the total
financial gap) and payments to medical staff (39% of the total financial gap).

This research proposes several options to reduce the existing financial gap:



Option 1. Subsequent increase of the health sector budget.
Option 2. Introduction of co-payment for privileged groups.

Option 3. 20% increase of co-payment.

2. METHODOLOGY OF THE RESEARCH

2.1 Goal and objectives of the research

This research is a follow-up of the work held in 2009. It is intended to study the
existing situation in the area of medical service provision in hospitals of the Kyrgyz
Republic within the State Benefits’ Package. The research plans to identify the existing
financial gap in the SBP’s implementation at the hospital level.

Objectives:

1. Analysis of the MHIF’s treated cases data base for 2009-2011;

2. Analysis of expenditures from the consolidated budget in health institutions for
the treatment process based on reporting forms and information provided by Hls;

3. Analysis of procurement of medicines and medical goods, and monitoring of their
accessibility for patients;

4. Analysis of managers’ performance in health institutions.

2.2 Selection of regions and health institutions for the research

The following was selected for the research: three regions: Bishkek, Osh Oblast,
Chui Oblast, and health institutions of different levels: national (the NH), Oblast (OIJCH,
COJH), city (CCH#6 in Bishkek), and rayon (TH in Kara-Suu, TH in Sokuluk). A
methodology for a factual calculation of expenses associated with a treated case in
hospitals of different levels was developed for the sake of efficiency and transparency.
At the same time the modules for analysis were also determined.

The overall samples for analysis made up 800 medical records (200 at each
level), including:

Pyelonephritis — 50 medical records;
COLDs — 50 medical records;

Bronchial asthma — 50 medical records;
Hepatitis - 50 medical records.

The cost of drugs and medical goods in each medical record is estimated by unit
and piece.

2.3 Methodology of the research and data collection

The methodology of this research is based on two approaches. The first one is
about determining the size of under-financing of hospitals within the SBP based on the
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findings of the integrated household survey in 2009-2010. The findings obtained by this
survey relate to year 2009, therefore, in order to generate indicators for 2010 one had to
use an extrapolation method.

The second method was about analyzing the performance of health institutions in
the selected regions. The following was carried out for this purpose:
— The review of drugs and medical goods available at the time of research;

— Review of the situation of using the drugs and medical goods at the hospital's
and patient’s expense;

— Review of reasons for prescribing drugs and medical goods at the hospital's
expense;

— Review of reasons for buying drugs by the patient himself;

— Review of distribution of funds in the hospital, including for drugs and medical
goods;

— Review of the use of drugs in clinical and para-clinical units;

— Review of average cost of meals.

A preparatory analytical work with the data base of cases treated in 2009-2011was
performed. The re-grouping and modeling of these cases with the account of clinical
homogeneity and costs at different levels provided an opportunity to define some
nosologies for subsequent monitoring and analysis at the national, oblast, city, and
rayon level. While the 2009 research looked at peptic ulcer, gastritis, cholecystitis,
appendicitis, the analysis of the data base of treated cases demonstrated a tendency of
reduced hospitalizations on these nosologies.

Table2. Hospitalizations on certain nosologies

. . . Chronic
Peptic ulcer Chronic gastritis cholecystitis
Health institution (K25) (K29,2; K29,3; (K81,1; K81,8;
K29,4; K29,5) K81,9)

2009 | 2010 | 2011 | 2009 | 2010 | 2011 | 2009 | 2010 | 2011
The National 50 | 49 | 40 | 247 | 165 | 105 | 272 | 138 | 70
Hospital
City Clinical 6 6 12 0 1 0 0 2 0
Hospital#6

Osh Interoblast
Joined Clinical
Hospital

27 24 15 17 6 1 65 34 25

Kara-Suu
Territorial 10 11 1 6 28 6 90 36 17
Hospital




Peptic ulcer

Chronic gastritis

Chronic

cholecystitis

Health institution (K25) (K29,2; K29,3; (K81,1; K81,8;
K29,4; K29,5) K81,9)

2009 | 2010 | 2011 | 2009 | 2010 | 2011 | 2009 | 2010 | 2011
Sokuluk
Territorial 16 14 14 5 6 3 67 58 36
Hospital
Chui Oblast 63 | 44 | 25 6 9 3 50 | 30 | 40
Joined Hospital

For the sake of this research it was decided to take some nosologies that are not
complicated and should be treated at the outpatient level, as per clinical protocols:

— pyelonephritis,

— chronic obstructive lung diseases,

— bronchial asthma,

— hepatitis.

A matrix on these nosologies was created. There was also an analysis of
reasons for prescribing and purchasing drugs and medical goods by hospital patients,
and polypharmacy on each of the nosologies (800 medical records).

As such, in each medical record’s prescription the medicines were marked as
“provided by hospital”, and in cases when there was no such note it was assumed that
they were purchased by patients at their own expense.




Figure 1. Unjustified procurement of
medicines
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From left to right: CCH#6, the National Hospital, OIJCH, Kara-Suu TH, COJH, Sokuluk TH.

Blue: chronic pyelonephritis, red: chronic obstructive lung disease, green: bronchial asthma, purple:
chronic hepatitis

We have calculated the cost for drugs and medical goods at the patient’s
expense: the number of ampoules, tablets, medicinal bottles, syringes, and dropper sets
were multiplied by the number of days, and then the total cost of drugs and medical
goods at the patient’'s expense was calculated. For each nosology the total cost of
drugs and medical goods paid by the patients was calculated and then the cost for all
patients was totaled. The next stage was to calculate the average amount of cost for
drugs and medical goods for each nosology: the total cost of drugs and medical goods
paid by the patients was divided by the number of patients that have acquired drugs and
medical goods at their own expense.

Figure2. The proportion of patient’s funds in the acquisition of drugs
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From left to right: CCH#6, the National Hospital, OIJCH, Kara-Suu TH, COJH, Sokuluk TH.
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Blue: chronic pyelonephritis, red: chronic obstructive lung disease, green: bronchial asthma, purple:
chronic hepatitis

Also the hospital costs were estimated. Based on acquisition of drugs and
medical goods by the hospital patients, the purchase of drugs and medical goods was
analyzed, along with the harmonization of their accessibility for the hospital patients in
terms of the costs incurred by the patients when treated in hospital.

Figure3. Unjustified hospitalizations
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From left to right: CCH#6, the National Hospital, OIJCH, Kara-Suu TH, COJH, Sokuluk TH.

Blue: chronic pyelonephritis, red: chronic obstructive lung disease, green: bronchial asthma, purple:
chronic hepatitis

One can note a disproportion and a deficit of the allocated funding. Next steps
include specific actions such as the analysis of reasons for prescribing drugs in hospital
as per the diagnosis in each medical record and nosology.
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Figure 4. Unjustified prescriptions of drugs
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From left to right: CCH#6, the National Hospital, OIJCH, Kara-Suu TH, COJH, Sokuluk TH.

Blue: chronic pyelonephritis, red: chronic obstructive lung disease, green: bronchial asthma, purple:
chronic hepatitis

Next steps included the analysis of reasons for prescribing drugs in hospital as
per diagnosis in each medical record and nosology. A retrospective analysis of each
medical card, that was carried out with a focus on prescribed drugs that had been
provided by the hospital and those purchased by patients and on direct and indirect
fixed costs associated with treating patients, helped to come up with average actual
costs per treated case in all clinical units per a health institution. We also considered
such parameters of the treatment outcomes as the length of hospitalization, complexity
of the case, adherence to minimum standards against actual costs of the treated case
and the approved amounts, and the reasons for hospitalization. As we know, the
number of hospitalizations is growing from year to year, including for the privileged
categories of patients.
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Figure 5. Number of treated cases, 2005-2011, including patients with
privileges
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Green: total treated cases, red: treated privileged categories

In determining average actual expenses per one treated case and aiming at
avoiding the distortion of actual amounts we excluded the costs for capital repairs and
acquisition of equipment from the total expenditures.

3. TENDENCIES IN FINANCING THE HEALTH SYSTEM FROM 2000 TILL 2010

The Kyrgyz health system has three main funding sources: public, private, and
external financing. The state funding is provided by the state budget (republican and
local budgets) replenished by tax revenue, and also by the Mandatory Health Insurance
Fund replenished by contributions from the payroll fund. The private funds include out-
of-pocket cash payments of households. The external funding is represented by the
funds provided to the Kyrgyz health system by international organizations.

The republican budget’s funds are deposited:

* To the Ministry of Health that in its turn funds (a) the tertiary level institutions; (b)
boarding and other care facilities; (c) sanitary and preventive services and
institutions; (d) administrative expenses, (e) other health related services (e.g.
education).

= To other ministries and agencies that finance medical institutions managed by
them (e.g. the Military Hospital of the Ministry of Defense).

= The MHIF pools and distributes the funds to the oblasts for financing the primary
and secondary health care levels and also the MHI funds from the republican
budget and the Social Fund.

At present the local budget financing is done only from the Bishkek city budget.
This is explained by the fact that in 2006 there was a transfer from the four-tier budget
to the two-tier one based on the law “On financial and economic basis of self-
governance” as of September 25, 2003. In this context an agreement was achieved to
transfer funding from the oblast level to the republican level.
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The mandatory health insurance contributions are pooled in the MHI Fund and
they are primarily used for the implementation of the State Benefits’ Package and also
for MHI additional package intended to provide drugs to the insured population.

Private expenses in Kyrgyzstan are mostly represented by the households’
payments. Households make cash payments for the received services both at the
primary and the secondary health care levels. This type of payments may be both
formal (co-payment, or payment according to the list of rendered services) and informal.
However, the biggest part of payments is spent to purchase drugs at the outpatient
level.

Starting from 2006 some funds of international donors started to come in within
the sector wide approach (SWAp) intended to pool all donor funding to support the
health sector. The following international organizations provide funding within SWAp:
WB, DfID, KfW, SDC, SIDA. The remaining part represented by the parallel funding is
spent on different projects in the health sector. This report includes funds received
through both SWAp and the parallel funding.

Table 3. Total health sector expenditures

2007 \ \ 2009

2000 2005 2006 2008 2010

Total health sector expenditures (min. som)
Budget 12482 | 21476 | 2421,0| 2966,9 3873,0 4 809,1 6 554,2
MHIF 105,1 2545 466,9 | 704,469 476,8 682,6 813,2
Private 15214 | 3490,7 | 39219 | 43984 4 823,2 5 356,6 5671,7
External shared
funding 252,6 529,7 409,1 943,2 823,5
External parallel
funding 519,8 709,0 683,4 851,7
Total 2874,7 | 58928 | 70624 | 9119,2 10291,2 | 12474,8 | 14714,4
As a percentage of total health sector expenditures
Budget 43,4% 36,4% 34,3% 32,5% 37,6% 38,6% 44,5%
MHIF 3,7% 4,3% 6,6% 7,7% 4,6% 5,5% 5,5%
Private 52,9% 59,2% 55,5% 48,2% 46,9% 42,9% 38,5%
External shared
funding 3,6% 5,8% 4,0% 7,6% 5,6%
External parallel
funding H/O 5,7% 6,9% 5,5% 5,8%

Total 100,0% | 100,0% | 100,0% | 100,0% 100,0% 100,0% 100,0%
As a percentage of GDP
Budget 1,9% 2,1% 2,1% 2,1% 2,1% 2,4% 3,1%
MHIF 0,2% 0,3% 0,4% 0,5% 0,3% 0,3% 0,4%
Private 2,3% 3,5% 3,5% 3,1% 2,6% 2,7% 2,7%
External shared
funding 0,2% 0,4% 0,2% 0,5% 0,4%
External parallel
funding H/O 0,4% 0,4% 0,3% 0,4%
Total 4,4% 5,9% 6,2% 6,5% 5,6% 6,4% 6,9%

Notes:
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1) When estimating the indicators for private funding of health we used the data of NO/X for 2009
and we adjusted the data for 2007-2010 on this basis.

Over the period from 2000 till 2010 the total health expenditures grew from 2,9 to
14,7 billion som, which means a 5 times increase in nominal terms. As a result the
health expenditures as a percentage of GDP grew from 4,4% to 6,9% correspondingly
(Table 3).

In 2010 the state funding (including the MHI funds) comprised 3,5% of GDP, as
compared to 2,1% in 2000, and the private funds made up 2,7% as opposed to 2,3% in
2000. One needs to note that this indicator reached as high as 3,7% in 2005 and 2006
and starting from 2007 one can see a downward trend. As regards the external funding,
it comprised less than 1% of GDP.

This trend of growing expenditures for health, especially in part of state financing,
is positive. There has been a number of studies of the progress of reforms carried out
under the Manas Program noting a series of successes in the financing and
restructuring areas, however, demonstrating that reforms were happening in the context
of insufficient funding. The insufficiency of funding for the health sector restrained the
full capacity of reforms in terms of health and financial protection outcomes.

Until 2008 the structure of total health expenditures was dominated by private
expenses of the population with a sustainable growth dynamics from 2000 till 2005
(from 52,9% to 59,2%). However, starting from 2006 a share of private expenses
started to decrease having achieved 38,5% of the total health expenditures in 2010.
This situation is caused by a number of reasons: on one hand, the total health
expenditures in 2007-2010 were expanded due to the external funding which made up
over 11% of the total health expenditures in 2010. On the other hand, the private
expenses in 2000-2003 were increasing much faster (an average 15,4% per annum)
than the state expenditures (an average 4,3% increase per annum) in real terms, thus,
the share of private expenses grew to 60,4% of the total health expenditures. However,
staring from 2004 until 2010 the level of state expenditures accelerated relative to the
private ones (a 13% average annual growth) while the private expenses did not grow
over this period in real terms, thus, leading to a reduction of private expenses in the
total health expenditures. As a result in 2010 the share of state expenditures for health
exceeded the one of the private expenses for the first time ever (50% versus 38,5%).
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Figure 6. Total expenditures in the health sector, in %
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Blue: state expenditures, red: private expenditures, green: external funding (inclusive of SWAp).

The smallest part in the health sector financing is represented by the funds received
from international organizations, namely, a little more than 11% of the total health sector
expenditures.

4. CASH PAYMENTS IN THE HEALTH SECTOR

In 2010 the out-of-pocket cash payments in Kyrgyzstan made up about 40% of
the total funds received by the health sector. There are two general categories of official
payments. The first one is “exclusively” private transactions, such as procurement of
medicines from private pharmacies or payments done by the patients to their private
doctors. The second on is the official co-payment done for specialized services at the
outpatient level, for hospitalization, and the additional drugs’ package at the outpatient
level. Informal payments include the ones made directly to the medical staff (mainly,
doctors) in state run health institutions and payments for supplies (most often, drugs
and surgical materials) or services that should be provided free of charge as part of
treatment.

The out-of-pocket cash payments are the most regressive source of funding. The
bigger is the share of out-of-pocket payments in the overall health sector funding, the
lesser financial protection is enjoyed by a household.

All health care related expenses of the population could be split into three main
categories:

1) Expenses associated with hospital services;
2) Expenses associated with outpatient services;
3) Expenses related to medicines at the outpatient level.
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Figure 7. Cash payments done by the population, in %
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The biggest share in total private expenditures of the population is represented
by expenditures associated with the acquisition of drugs at the outpatient level that
made up 64% in 2010 while the expenditures at the hospital and PHC levels comprised
24% and 12% correspondingly.

This research focused on the private expenses of population at the hospital level.

As a rule, the hospitalization represents large expenses for the majority of
households. This section reviews two types of expenses: direct expenses associated
with cash payments and indirect expenses associated with the attempt to replace some
expenses by the support of family members.

It is generally accepted that the patient's family compensate some of the
expenses by means of providing meals and bed linens as well as such care as bathing
and feeding of their sick family member. Some families take on other responsibilities
administering taking medicines and making injections. The analysis of data
demonstrated that about 20% of the hospitalized respondents are being taken care of
by their family members.

More frequently the need to provide medical goods was registered with families
whose members were treated by oblast hospitals (62%) and republican hospitals (55%).
Only 18% of patients treated in private clinics bought additional medical goods. The
level of procurement of medicines by patients is higher than the average almost in all
hospitals, except maternity houses (41%) and private clinics (31%).

In total 54,5% of the hospitalized respondents noted that they had made
additional payments to the medical staff, including 59% of those who did not make a co-
payment and 52% of those who did.

The review of data by social and economic status of patients shows that the
frequency of informal payments to the medical staff by well-off and poor patients is
almost the same. In absolute terms the amounts of payments are considerably different
depending on the economic status: better off people pay 4 times more than the poor.

The maijority of payments to the medical staff were not done upon the initiative of
the patient and his/her relatives, but rather as requested by the doctor, meaning that
these payments were informal. Information about that the surgeons and
anesthesiologists call a price for an operation themselves finds its confirmation: only 4%
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of the respondents who had made payments noted that that was an appreciation gift,
and 86% said that the doctor asked them to make this payment, and 9% mentioned that
the doctor hinted the payment. The payments to obstetricians and gynecologists are
most often done upon the own initiative of patients and the desire to express
appreciation.

Overall, the overwhelming majority of the hospitalized made any kind of
payments in hospitals. There still persists a high level of informal payments to the
medical staff, for medicines, and meals. One has to recognize that the practice of
buying extra food is a tradition than a forced measure in the local context. While the
food related expenses comprise 26% of all expenses related to hospitalization, this
aspect is not considered when analyzing the households’ expenses for health services.

Table 4. Cash payments in hospitals in 2010

Min.som ‘ % ‘

Meals 2847 26%
Medicines 406,0 36%
Sundries 41,1 4%

Medical workers 384,5 34%
Total 1116,3 100%

Given the food related expenses are not considered when determining the
informal payments of population at the hospital level, the figure for these expenditures in
2010 makes 889,9 million som. The expenditures of the state budget for financing
inpatient institutions within the State Benefits’ Package comprised 1 664,6 million som
in 2010. As a result the total expenditures of the hospital level made up 2 554,5 million
som. Based on the performed calculations, the financial gap of the State Benefits’
Package Program at the inpatient level comprised 34,8% versus 27,5% generated
by the preceding research.

Table 5. The SBP financial gap in 2010

State expenditures for hospitals within SBP,

in million som 1664,6
Informal payments of the population, in

million som 889,9

Total expenditures for hospitals 25545
SPB financial gap 34,8%
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5. FINDINGS OF THE PERFORMANCE REVIEW OF HEALTH INSTITUTIONS

Reporting forms #2 and #4 “Reports on the execution of budget, MHI funds, co-
payment, humanitarian aid, and special funds in 2011” were analyzed and tables were
generated based on the analysis of the financial reports and data from health
institutions.

Below one can see the diagrams to determine the specific weight of each
expenditure item in the overall actual expenditures of health institutions.

The analysis shows that the main expenditure item of the consolidated budget is
represented by salaries making up from 48% to 56% in the surveyed institutions. The
expenses for medicines vary from 17% to 21% with the exception of Sokuluk territorial
hospital where the expenditures for medicines make up only 8%.

In general, the direct expenses of the patient (medicines and meals) in the
surveyed hospitals comprised from 13,5% in Sokuluk TH to 28% in the National
Hospital. This situation speaks of the fact that the expenditures per patient are not
reaching the mark stipulated in Manas Taalimi Program where this indicator was
supposed to be no less than 30% of the total expenditures of inpatient institutions.

Figure 8. Analysis of expenditures of the consolidated budget in 2011 (in
thousand som)
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Total consolidated budget of CCH#6 is
31 660,0 thousand som

Total consolidated budget of the National
Hospital is 273 380,2 thousand som

IT'Kb Ne6

MegwrkameHTbI;
6/56,b; 21,3%,

MuTanue; 68,2;
0,2%

Mpouue pacxoge!;
2417,4;7,6%

TpalicnopTiibic

yenyru; 79,3;0,3%

KommyHankHble

yenyrw; 1621,1;
5.1%

OT4uCneHKe B
Coudonp; 3063.3;

9,7% 17654,1;55,8%

3apaboTHan nnara;

HT'

=== 30aHue 1
COOPYIKCIIHA;

8252,2;3,0%

Muraime; 19977,2;,
7.3%

MeaMKaMEHTbI;
57810,7;21,1%,

1Ipoume pacxogsl;
5641,5;2,1%

Japabottaa nnata;
TpaHCMOpTHble 134213,4; 49,1%
yenyru; 6767.4;

KommyHanbHble
2,5% ¥

yeayru; 18380,0;
6,7%

OT4YHCNEHME B

Coudong; 22337,8;

8,2%

Total consolidated budget of Chui OJH is
77 587,1 thousand som

Total consolidated budget of Sokuluk TH is
51 562,1 thousand som

Yyii OOb

MNwTanue; 51919,

6,7% _\

MeLHKaMERTSI;
12014,7; 16,6%.

Mpouuc pacoap!;
10363.3:13,4%

3apaboThan nnara;
33081,8;43,1%

TpaHCNopTHbIE
yenyri; 550,0;0,7%.

Om4rcneque R

HommyHanbribie
ycnyru; 3880,8; Coudarp; 6574,6;
5.0% 85%

11poune pacxozpl;
2511,6; 6,9%

TpaHcnopTHblEe
yenyru; 354,5;0,7%

MuTakue; 2713,6;
MeaurameHTel; 5,3%

4182,7; 8,1%.

KGMM‘{I laALtLIc
yenyru; 8348,4;
16,2%

3apabotHan nnata;

27667.2:53,7%
Oturcneque 8

Coudona; 4751,1;
9.2%

The republican budget directed the following towards the SBP: the guaranteed
wage and Social Fund contributions, utilities services, transportation services, and other
expenses while the expenses for meals and medicines have a relatively small share.
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Figure 9. Analysis of expenditures from the republican budget in 2011 (in
thousand som)

Total republican budget for the Osh IJCH is

Total republican budget for Kara-Suu TH is
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At the same time, the funds of mandatory health insurance are, as a matter of
priority, allocated to finance direct costs per patient. The MHI expenditures for drugs
comprised from 40% in Sokuluk Hospital up to 68% in the National Hospital while the

payroll expenditures were as low as 20%.

Figure 10. Analysis of MHI expenditures in 2011 (in thousands som)

Total generated: 34 537,7 thousand som
Total financed: 33 130,1 thousand som

Total generated: 14 248,8 thousand som,
Total financed: 15 355,3 TeIc.cOM

Om MOKb

3apaborHan nnata;
6333,/:19.1%

MeankameHTh;
21583,4;65,2%

OTyMCcnEHUE B
Coudong; 1092,2;
3,3%

Mpoune pacxoswI;
4110,8;12,4%

Kapacyy Th

Sapabomias nnata;

2692,2; 17.5%

Mcamuamet ma;
HIR,1; 52,6

Qramencime u
Coudonn; 464.4;
2.0%

Mpouiec pacxogu;
4121,6; 26,8%

Total generated: 8 523,8 thousand som,
Total financed: 7 342,7 thousand som

Total generated: 34 791,4 thousand som,
Total financed: 29 319,5 thousand som

I'KB Ne6 HI
3apaboTHan 3apaboTtHan
nnata; 1478,2; nnata; 6602,2;
Meauiamenr 18 /% 18 5%
; 4609,0; ’
MenukamenT
58 4% b1; 24303,6;
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273,6; 3,5% 1136,9;3,2%
Mpouue
Npouue pacxogpi;
pacxcapl; 3685,5;10,3%
1532,4;19,4%

Total generated: 13 272,5 thousand som,
Total financed: 11 789,9 thousand som

Total generated: 6 221,6 thousand som,
Total financed: 5 999,5 thousand som

Yyit OOb Cokynyk Th
MegnRrdmeH 1bl;
3apabotHan 24545, 40,% JapahoTHan
MeamkamenTbl; nnata; 2381,9; nnang, :;34,1,
5855,2;49,7%, 20,2% ,
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20158 15471325
429,1;3,6% 2153,
Mpoune yeayri; [pouue ycnyru;
3123,7;26,5% 2196,2; 36,6%
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The co-payment funds (as per the available instructions to distribute the co-
payment funds by expenditure items) are as a matter of priority spent on covering the
direct costs per patients, same as in case of the MHI funds. As such, almost all
surveyed hospitals directed the co-payment funds towards provision of patients with
medicines. The share of these expenditures comprised from 54% to 80% of the total
accumulated funds with the exception of the Sokuluk Hospital where the co-payment
financed only 9% of medicines with more than a half of the co-payment funds being
spent on financing other expenses.

Figure 11. Analysis of expenditure items covered by co-payments in 2011 (in
thousand som)

Osh IJICH Kara-Suu TH
Total received: 11 505,4 thousand som, Total received: 4 185,5 thousand som
Total spent: 11 505,4 thousand som Total spent — 4 181,1 thousand som
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Total spent: 2 789,8 thousand som Total spent: 31 443,5 thousand som
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33036 Coudong;
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7.8%
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MeaUKaMEHTEI:
25186,9;80,1%
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CoudoHg; 36,9;
MNpoune 1,3%
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677,8;24,3%
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Chui OJH
Total received: 7 123,8 thousand som,
Total spent: 6 648,3 thousand som

Sokuluk TH
Total received: 1 693,2 thousand som,
Total spent: 1 693,8 thousand som

Yyit OOb

MuTanwe;
1978,5;29,8%

3apabotHaa
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6.8%
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1,0%
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8,0%
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151,9; 9,0%
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CoudoHg; 6,3;
0,4%
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pacxoasi;
863,9;51,0%

As regards special means, they were primarily allocated to cover other expenses

and pay for utilities.

Figure12. Analysis of spending special means in 2011 (in thousand som)

Osh IJCH
Total received: 3 374,0 thousand som,
Total spent: 3374,0 TbIC.COM,

Kara-Suu TH
Total received: 718,9 thousand soms,
Total spent: 716,4 thousand som
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CCH#6
Total received: 220,0 thousand som,
Total spent: 219,4 thousand som

The National Hospital

Total received: 3 476,7 thousand som,

Total spent: 3 006,5 TBIC.COM,

I'KB Ne6 3apaborHan HT 3nanve u . 3apa6-0THaﬂ.
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36,1% 5,5% 1552,9;51,7%
Chui OJH Sokuluk TH

Total received: 311,1 thousand som,
Total spent: 283,8 thousand som

Total received: 52,7 thousand som,
Total spent: 44,6 thousand som

2 (010)5
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As regards distributing actual costs by different units of hospitals, then one can
see that he majority of finances is consumed by clinical units which on average
comprise more than 60% in all health institutions. The smallest costs are associated
with administrative and management units (AMUs) and economic units (EUs).

Figure 13. Analysis of expenses as distributed among clinical units, para-clinical
units, AMUs, and EUs

Share of clinical units

Osh IJCH Kara-Suu TH
Om MOKB Kapacyy Tb
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T'KB Ne6 a;6425,1; HI'
20,3% MNapaknuHKUK

a; 40912,9;

‘
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32899,2;
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199568,1;
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19883,2;
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Chui OJH Sokuluk TH
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18,5% 12,6%
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7% Y1, Xon;
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According to the analysis, the average actual expenses of Hls for medicines per
one treated case make up from 520,10 som till 800 som on average, while the
medicines related expenses of the patients themselves vary from 176,03 som to 949,75
som. The approved cost per one treated case as paid by the consolidated budget of a
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HI is 3550 soms (1550 soms from the republican budget; 1200 som from the MHIF; 800
som as an average level of co-payment). Without the consideration of diagnosis related
groups the actual specific weight of costs directly spent on treating HI patients
comprises 18,6% of the total funds allocated to the HI for the provision of medical
services.

Figure 14. Total actual average costs per one treated case as paid by patients
themselves (the first column from left to right) and hospital (the second column),
in som
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Average costs per unit in health institutions were also analyzed.

110 clinical cases in 11 units were studied. The findings show that medicines-
related costs per one hospital patient per day make the average of 277 som.

The biggest level of expenditures was associated with complicated obstetrical
and gynecological pathologies making up about 906 som per day. In other units, such
as vascular surgery, purulent surgery, and children’s’ surgery the costs varied from 150
to 600 som per day.

It is worth mentioning that MHIF reports for 2010 indicate that the republican
budget covered 17 som of the costs associated with medicines while the consolidated
budget paid 85 som per day.

Figure 15. Average cost of medicines per unit (per one patient per day, in som,
August, 2011)
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From top down: maternity house, vascular surgery, purulent surgery, neonatology, children’s
somatic, craniological unit, children’s surgery, neurology unit, pathologies unit for newborns,
gynecological unit (the estimated average of 277,71 som in the red box).

In line with the State Benefit Package Program a demand for medicines from the
republican budget was defined as being equal to 1 billion 753 thousand som with the
account of actual costs associated with patients.

The slide shows that the actual financing of medicines in hospitals for the 9
months of the current year comprised 74 million 735 som or 4,3% of the demand, and
162 million 618 thousand som in 2010.
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Figure 16. Actual and projected costs of medicines, the republican budget,
thousand som

daKTU4ecKana u NPorHo3mpyeman Cymma pacxoaos Ha
mMmeauKameHTbl No Pb (meic. com)
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Pacuet: 277,71 com (pacyeTHas ctommocTb Ha JIC Ha 1 6H B geHb) * 900000
(NpymepHOE KON-BO NPONEYEHHOro cryyasi) * 7 AHeN NevYeHns B CpeaHeMm
=1749573,0 TbIC. cOM

Columns from left to right: actual costs in 2010, actual costs in 2011, the demand. Calculations:
277, 71 som (the estimated cost of medicines per one patient per day)*900 000 (approximate treated
cases)*7 days of average treatment length=1749573,0 thousand som

A special attention needs to be paid to the number of privileged categories
entitled to medical assistance at different health care levels.

The State Benefit Package envisages a number of privileges for a number of
categories of patients based on social factors (veterans of war, labor veterans,
liquidators of the Chrnobyl accident, pensioners older than 70 years of age, children up
to 18 years of age, etc.) and clinical indicators (chronic patients, patients with paranoia,
affective disorders of various origins, patients with epileptics, bronchial asthma, and
terminal phase oncological patients).

The slide shows a tendency of increasing treated cases since 2001 with the
medical services to the privileged categories being provided free of charge or with a
minimum co-payment.

Meanwhile the number of citizens without privileges in receiving medical
services and making co-payment is decreasing.

As the diagram shows the period from 2005 to 2010 sees an increase in the
number of treated cases from 684,0 thousand to 936,0 thousand cases that are mostly
represented by the patients from the privileged category.

For example, in 2005 the privileged categories comprised 45% (312,0 thousand)
of treated cases while in 2010 this number grew to 64% (602,0 thousand).
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Figure 17. Total treated cases (light blue), including the privileged category
(darker blue), in thousand people
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As such, the category of people that did not enjoy privileges and made co-
payment according to the SBP in 2010 made up 36% of all treated cases (334,0
thousand).

The review of the recent 5 years shows that the absolute number of treated
cases among citizens without privileges has not changed while the number of patients
enjoying social and medical privileges grew by 1,6 - 2 times.

At the same time, the amount of funds intended for paying for medical services
for the above mentioned period grew by 3-3,5 times for privileged categories and only
by 2 times for those who do not enjoy any privileges.
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PucyHok 18. Treated cases of different categories of patients, 2005, 2010, in
thousands of cases, in million som
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From left to right: no privileges, social privileges, medical privileges, partial privileges. The top diagram:
treated cases in thousands. The lower diagram: funding per treated case in million som. Blue: 2005, red:

2010.

An important component of treating patients is an appropriate and nutritive diet.

According to the nutritional norms per patient as based on Order of the Ministry
of Health #214 as of 07.05.2004 “Instructions for using food products in treatment and
prevention health facilities” the nutritional norm is 121,0 som per patient per day.

Table 6. Nutritional norm per one patient per day according to Order of the
Ministry of Health #214 as of 07.05.2004 “Instructions for using food products in
treatment and prevention health facilities”

Cost of food
Ne Food items |tema2ecr)f1 kg General Nephrology Gastroenterology Endocrinology Children
05.07.2011
1 | Meat (beef) 201,5 0,1 20,15 0,1 20,15 0,1 20,15 0,1 20,15 0,15 | 30,23
2 | Butter 248 0,02 4,96 0,02 4,96 0,02 4,96 0,015 3,72 | 0,055 | 13,64
3 | Qil 124 | 0,015 1,86 | 0,025 3,10 0,01 1,24 0,015 1,86 0,01 1,24
4 | Dry milk 185 0,03 5,55 0,03 5,55 0,03 5,55 0,03 5,55 0,05 9,25
Sugar and
5 | confectionary 102,6 0,04 4,10 0,04 4,10 0,04 4,10 0 0,08 8,21
Grains and
6 | pasta 66,9 0,1 6,69 0,1 6,69 0,1 6,69 0,06 4,014 | 0,085 5,69
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Cost of food
Ne Food items itemap;ecr)f1 kg General Nephrology Gastroenterology Endocrinology Children
05.07.2011
7 | Legumes 38,5 | 0,025 0,96 | 0,025 0,96 0,025 0,96 0,025 | 0,9625 0,00
8 | Potatoes 28 0,4 11,20 0,4 11,20 0,15 4,20 0,4 11,2 0,35 9,80
9 | Vegetables 37,25 0,2 7,45 0,2 7,45 0,15 5,59 0,3 | 11,175 0,4 | 14,90
10 | Flour 35,8 | 0,025 0,90 0,00 0,02 0,72 0,01 0,358 | 0,005 0,18
11 | Salt 12 | 0,006 0,07 0,00 0,006 0,07 0,006 0,072 | 0,006 0,07
12 | Sour cream 160 0,01 1,60 0,01 1,60 0,01 1,60 0,01 1,6 | 0,025 4,00
13 | Chicken eggs 6,5 0,5 3,25 1 6,50 1 6,50 1 6,5 1 6,50
14 | Tomato paste 78 | 0,005 0,39 | 0,005 0,39 0,005 0,39 0,005 0,39 0 0,00
15 | Bread 31 0,35 10,85 0,35 10,85 0,35 | 10,85 0,35 10,85 0,25 7,75
16 | Cheese 250 | 0,015 3,75 | 0,015 3,75 0,015 3,75 0,02 5 0 0,00
Diet boiled

17 | sausage 235 0,02 4,70 0,02 4,70 0,02 4,70 0,05 11,75 0 0,00
18 | Fruit juice 44 0,1 4,40 0,1 4,40 0,1 4,40 0,1 44 0 0,00
19 | Fresh fruits 80 0,07 5,60 0,1 8,00 0,1 8,00 0,07 5,6 0,15 | 12,00
20 | Dry fruits 70 | 0,015 1,05 0,1 7,00 0,00 0,035 2,45 0,02 1,40
21 | Black tea 250 | 0,001 0,25 | 0,001 0,25 0,00 0 | 0,002 0,50
22 | Fresh fish 120 0,1 12,00 0,1 12,00 0,1 12,00 0,1 12 | 0,075 9,00
23 | Kefir 35 0,1 3,50 0,1 3,50 0,1 3,50 0,1 3,5 0 0,00
24 | Cottage cheese 130 0,05 6,50 0,05 6,50 0,05 6,50 0,1 13 0,05 6,50
116,3 140,8
Total 121,73 133,60 9 136,08 2

Today the average actual norm is determined in the amount of 41 som per day
as per Regulation of the Government of the KR #7 as of 15.01.2008 “On monetary
norms of nutrition in the social sphere institutions”. In practical terms, these financial
means do not help in satisfying the need for the required volume of food.

The deficit of financing of meals per one bed-day is 80 som.
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Figure 19. The nutritional norm per one patient per day in the Single Payer health
institutions (as approved by Order #214 of the KR MH as of 07.05.2004)

HopMbl nuTanus Ha 1-ro 60JIbHOTO B 1eHb B OPraHU3alUsX 31PaBOOXPAHEHHA

cucremsl EII
(vme.npuxazom M3 KP No214 om 07.05.20042.)

TMaTpedmocTr, marams ma 1-ro DAKTHYECEAS TOPMa METANHA 113 1-ro - S . -
commeros s 121,73 cont DRI | | ehm— ey
& MOM Hicae; & IOM THCAE HREORE S :
- [TIPOIYKTHL KT COM = IIPOIVKTEL KT COM * Koumucerro Koiiko-jiHCH 32
* Maco 0,100 2575 * Maco 0,058 13,65 2011 vopr — 7 114 361 jineii
* Macno cnuBoYHoE 0,020 496 * Macno cnmBovHoe 0,011 268
= Macno pactuteneHoe 0,015 1,86 = Macno pactutensHoe 0,013 0,72 « 7114361 x 80,?" = COCTARIIAET
+ Manoko cyxoe 0,030 5,55 * Monoko cyxoe 0,045 781
| i 574 128 932 comoB
i :::::pwbl ﬁ:g:g ::ég I ;:;;Ne g:ﬁi: (j;;: JlonoiHnreassas noipeiHOcTh
* boboEble 0,025 096 * Haptodens 0,123 247
* HapTodens 0400 11,20 * Myra 0,012 027
* DBOLWM 0,200 7,45 * Cone 0,010 0,13
* Myra 0,025 028 * Tomar macTta 0,004 020
* Conb 0,006 0,07 s Xne6 0,302 6,04
& CMATAHA noin 1,60 & Cpeuna 0,023 037
* Aliuo 0,500 3,25 * Mopkoes 0,005 017
+ Tomat nacrta 0,005 0,39 * Jlyk 0,006 0,20
= ¥Xneb 0,350 5,25 = Kanycra 0031 147
= Coip 0,015 3,75 = OBCAHAA XNonNbA 0,042 1,68
* Honbaca gueT. 0,020 4,70 * MaHean Kpyna 0,020 144
* COK OpYKTOBLIA 0,100 440
* DpyKTLI CBEMMKE 0,070 560
* DpyKTBI Cyxue 0,015 1,05
* Yail uepHbIi 0,001 025
* Priba ceeman 0,100 12,0
* Hedup 0,100 350
= Teopor 0,050 6,50

It is obvious from the Table that one patient is entitled to 58,0 gr. of meat, 11 gr.
of butter and 13 gr. of oil and other products that have to be proportionally distributed for
breakfast, lunch, and dinner. Quite naturally, this amount of food would not be able to
provide vitally important nourishment for the organism and its recovery.

To address this problem and ensure additional funding for health institutions it is
required to have additional 574 million 128 thousand 932 som for the “meals” cost item.

Today, according to the Law “On health insurance of the citizens of the Kyrgyz
Republic” (1999) the republican budget does not envisage funds for insuring military
servants, students, and officially registered unemployed, a fact that violates the
mentioned Law.

In case of insuring the above mentioned categories of citizens for the amount of
150 som per year the additional funds required comprise 305 million 469 thousand
som.
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Figure 20. Estimated need for the health insurance funds from the republican
budget in 2011

Pacqu HOTpCﬁHOCTI/I Ha 06ﬂ3aTeJII>H()e MECAUIINHCKOC CTanOBaHI’Ie
U3 CpelacTB pecnyOauKanckoro oroaxera Ha 2011 roa
Kon-Bo nung s, mdE (baxTuueckue
T TPUIHCAHHBIX K | 0 o5 001 IToTpeGHOCTD OTKII. OT pacxofpl B TOJ
HCM/ITCB " | mo3axony * |morpebnoct: *| (2011r.-bakT)
(TBIC.COM)
(TBIC.9EIN) (TBIC.COM)
Metu 1o 16 ner 1971,7 114 102,8 295755,0 -181652,2 432 568,2
JIHUa, HONyHAIoUIHE COLl-e 421,5 6652,8 63225,0| -56572,2 63 813,0
mocoous
[MencuoHepsI 560,2 138 644,4 146 294,4 -7 650,0 253 549,2
BoenHnocmyxaiue 6,5 975,0 -975,0 7943
ICTyneHThI 325,8 48 870,0 -48 870,0 91,5
BaperucTpuposanHLIe 65,0 9750,0| -9750,0 398,6
0e3paboTHBIE
BCETO 3 350,7 259 400,0 564 869,4 | -305 469,4 751 214,8
* cornacHo crathe 9 3akona KP "O menunuHckoM cTtpaxoBaHuu rpaxkaan B KP" Ha 1 ven. mo 150 comoB

One of the serious problems in health care is the uneven tariffs for utilities. Table
7 shows that the thermal power tariffs in different health institutions per 1 G/Cal vary
from 860 som to 7504 som. E.g. the ambulance service station in the town of Osh pays
926,0 som per 1 G/Cal of heating while the Family Medicine Centre (FMC) in Issyk-Ata
rayon pays 7504 som, and the FMC in Sokuluk rayon pays 6358 som for the same
amount of thermal energy.

It is required to regulate tariffs for health institutions regardless of the ownership
title of their thermal energy provider.
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Table 7. Comparative Table for thermal power tariffs as set forth by the providers
for the Single Payer health institutions, 2009-2011

CpaBHuTe bHAS TabaMIA MO TApH(aM HA TEIIOIHEPTHI0 YCTAHOBJICHHbIE

NOCTABIIMKAMH /ISl Opranu3auuii 3apaBooxpanenus B cucreme EIT 2009-2011rr..

[Tapudb1 Ha Tenso3nepruio (cronmoctb Ha 1 I'/kasn B
Perunon Hanwerosanue ITocTaBuMK Tena03Heprun coMax)
OpraHM3aluu

2009r. 2010r. 2011r.
I.Om [T5 r.0m Om TOIL 984,70 1031,58 1.040,70
OTH Ne2 IMIIO TemnocHaOkeHue 6 020,30 5 598,54 3 942,40

OTH Ne3 IMIIO TemnocHaOkeHue 245852 3 383,52 3 241,28
ILICM Nel Om TOII 976,86 1 040,70 1.040,74
OLICM Om TOII 976,86 1.050,74 1.060,04

ICCMII Om TOIL 860,00 929,20 929,20
ICrommon.Nel Om TOIL 1 040,00 1.050,00 1.050,00

1ickast 001 MOKB Om TOII 860,00 921,05 929,20
IMIIO TemnocHaOkenue 573227 6 935,36 6 228,00

IOMJIKB Om TOIL 860,00 921,05 929,20

I061.cTomMmon. Om TOII 860,00 921,05 929,20
Hookart cTommon. IMIIO TennocHaOxenue 6228,00
[Myiickas 001, (0]0) IOAO "BuiikekTemmoceTs" 976,10 1 050,00 1 050,00

06:1.ICM IOAO "BuikekTemmoceTs" 963,20 1 040,50 929,20

blchikata Th KII "TemocHabkenne" 4 435,90 7 504,80 7 504,80

blcbikara [[CM KII "TemnocHabkenne" 4 435,90 7 504,80 7 504,80
PKaiteur OTB 10 "3TB" 2617,70 2 850,50 2 545,10
PKaitsun LICM 10 "3TB" 2 560,50 2 850,50 2 050,50
PKaiibun crommon. 10 "3TB" 2 560,50 2 850,50 2 852,00

Cokynyk Th EMIT TBC u B 5175,40 6 358,80 6 358,80

Cokynyk [ICM EMIT TBC u B 5175,40 6 358,80 6 358,80
Hyii Th [TI1 "TennocHabenne" 3 963,20 4 328,00 4252,00
Hyii [ICM [TI1 "TennocHabenne" 3 980,60 4 328,00 4 420,10
[T r.TokMoK IMIT "XKbu1yyayk" 3534,70 4 356,80 4 356,80
ILICM r.ToxmoK IMIT "Kpuayymyx" 3 597,80 4356,80 4356,80
[batkercKas 007 Kei3b11-Kbist Th O TOIL 963,20 1 040,70 1 040,70
Hapbirckast 0011, HOOB Hapsirckoe MIIO temtocHa0xeHne 2 144,00 2 993,90 3231,90
PKananbanckas 061 06.1.11CM IMITO TemnocHatkenue r.)Kb 3 052,00 6 002,00 6 938,00
[Koukop-Ata Th [ITC r.Koukop-Ata 4 015,00 4 355,00 4 610,00
[Kapa-Kyis IIOBIT Kackan TI'IC r.Kapa-Kyib 1 032,00 1 041,00 1 041,00

Mccpik-Kynbekast 0011, Mccpikkyas ICM [Honnon-Aturckoe npenp."TemtocHabkenne" 4 633,00 4 633,00

I'CB "Bocxox” Kapakombckast mpemp. " Keuryynyk" 3 610,00 3 610,00
IFCB "Ymyr" Kapaxonbckas npeanp." TemocHabxerue” 3 610,00 3 610,00

A pressing problem is the health insurance of farmers. Today the insurance is
provided by the land tax with 7,4% of which being contributed to mandatory health
insurance. On average 1 farm contributes 48 som per year for the entire family (with
many children in many cases). At the same time the MHIF allocated 45 million 101
thousand som as payment for medical services provided to this category of citizens in
2010 while the actual collected amount from the farms made up only 13 million som,
thus, revealing a budget deficit of 32 million som.

In this regard, one of the proposals is to eliminate insurance contributions from
the land tax all together and introduce a mandatory procurement of the MHIF policy by
each member of the farm older than 18 years of age.

The transfer to this insurance system (selling the policy at 150 som per person)
will help generate additional 65,0 million som and more for the budget.
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Estimation of the need for mandatory health insurance of farmers

Pacuer norpedHOCTH Ha 00s13aTe/IbHOE MEUIMHCKOE CTPaXOBaHUe
(epmepckux xX035iCTB

YHCJICHHOCTh B TOM YHCJIC
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45 101 866 com

Hedbuuut 6romkera Porga OMC

-32 101 866 coMm

["00oBOE MOCTYILIEHHE OT OIHOTO hepmepcKoro xo3siicTa(7,4% oT
0a30BO¥i CTaBKHM 3eMEJILHOTIO HAJIOTa)

48,09 com|

Ilpeonoscenue:

1.0T™MeHa Tapuga cTPaXOBBIX B3HOCOB /11 (pepMepPCKUX XO03AHCTB 0T 0230B0i CTABKH 3eMeJIbHOI0 HAJIOTa U
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1)

2)

4)

6. CONCLUSIONS

In 2000 - 2010 the overall health sector expenditures grew by more than five times
in nominal terms.

Over the period of 2000-2010 the structure of overall health expenditures has
changed dramatically. While the private expenses, including cash payments by the
population, dominated in the first part of the decade, the second decade saw a
more rapid growth of state expenditures, a trend leading to the domination of state
expenditures over the private ones in 2010.

Despite of the fact that there has been a recent increase in the state financing for
the health sector accompanied by the growth of state expenditures within the State
Benefit Package, the financial gap of the SBP increased to 34,8% in 2010 versus
27,5% in 2009.

A positive impact on the financial gap could be produced by a considerable salary
increase for medical workers in 2011. However, the extent of this impact on the
financial gap and on the increased affordability of medical services for the
population would be possible to evaluate after the next round of the integrated
household survey and the review of the discharged patients.

The review of expenditures by individual institutions demonstrated that the state
budget funds are mainly allocated to finance remuneration for the medical staff
while the direct costs per patient (meals and medicines) make up less than 30%. As
a result the deficit of financing of one bed-day makes up 80 som.

One of the sources for increasing the financing is a revision of the health insurance
of farmers when additional 65 million som could be generated per annum through
cancelling the insurance contributions from the land tax and introducing mandatory
procurement of MHI policy per each farm member older than 18 years of age.
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