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EXECUTIVE SUMMARY 

 
The purpose of this study is to examine the feasibility of introducing Results-based financing (RBF) in 

Tajikistan‟s health sector. RBF refers to the disbursement of resources conditional on a recipient 

achieving a measurable result; and can be structured to provide incentives within existing financing 

channels and by adjusting provider payment methods. The feasibility study aims to propose a 

sustainable RBF pilot program for two oblasts – Sogd and Khatlon, to cost-effectively improve the 

provision of maternal and child health care and - in the longer-run - reduce mortality rates for mothers 

and small children.  

RBF programs have been implemented in low-income settings, including in Afghanistan, Argentina, 

Brazil, Cambodia, Nicaragua, Rwanda and Uganda. RBF is used in different ways: as inter-fiscal 

transfers, in contracts between international NGOs and health care facilities and as a bonus payment 

with individual health workers. Evaluations of the experience with RBF based on health facility data 

generally show that a financial incentive triggers a behavioral change among health workers and leads 

to an increase in service provision. Similarly, changes in the provider payment mechanisms in middle- 

and higher-income countries have shown that providers do react to financial incentives. The move 

from line-item budgeting to fee-for-service payment has led to increased activity levels, but also put 

financial pressure on the payer. As a result, payers have introduced ceilings on the total amount paid 

or negotiated volume contracts with providers; and shifted to capitation payment and capitation/fee-

for-service mix for outpatient services. In Ireland this shift has led to a 20 percent reduction in 

outpatient visits. The US and UK have gone even further and started paying providers for their quality 

performance, which again, led to the expected result: outpatient providers in the UK for instance 

achieved more than 90 percent of the performance targets and exceeded the 75 percent predicted. 

Common conclusions from these different country experiences include the need for (i) independent 

data collection and auditing to measure results and define the RBF amount; (ii) a monitoring and 

evaluation framework including a baseline and follow-up surveys to evaluate the impact of RBF on 

equity in utilization and health financing and financial sustainability; and (iii) institutional and 

organizational capacity-building to develop and implement RBF payment for providers and payers.  

Tajikistan‟s health sector is predominantly financed by patients who pay out-of-pocket when using 

care. Service use in health facilities is extremely low with the better-off being more likely to seek care 

when sick than the poor. Salaries for health workers are considered low and despite recent increases 

have not led to increased activity levels in health facilities. The Government with the support of 

donors has invested substantially in the availability of better health care services, and started 

introducing health financing reforms to improve the sector performance. Health financing reform 

measures include (i) a higher level of fund pooling (oblast level pooling); (ii) provider payment 

reforms including per-case payment for hospitals and capitation payment for outpatient care; and (iii) 

public sector wage reforms with a performance bonus for individual staff. This study aims to provide 

the necessary information to the Government and partners to design and use RBF at three potential 

levels: first, the fiscal transfer from the central government to oblasts (regions) and rayons (districts); 

second, to adjust capitation and case-based payments by a result factor while at the same time reduce 

co-payment levels charged to patients; and third, add a bonus payment for health staff paid by health 

facility directors based on the public sector wage guidelines.  

The RBF design proposed for Tajikistan is kept simple. It includes selected indicators that set 

incentives to increase service provision and improve quality of care in Primary Health Care (PHC) 
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centers and hospitals, reduce out-of-pocket payments for patients and improve the validity of HMIS 

data. The RBF payment uses indicator results to adjust the capitation rate for PHC, case-based 

payment and a lower co-payment for patients in hospitals. In addition, indicator results are proposed to 

be used to adjust the fiscal transfer from the central Government to local levels, and to add a bonus 

payment to staff in line with the performance adjusted wage reform.  The hypothesis is that health care 

providers will provide more services and report better treatment compliance, if financially rewarded 

for results. 

When implementing RBF, Tajikistan can build up on several factors. First, the health sector strategy is 

about to be finalized and spearheads reforms in health financing and provider payment.. Second, over 

the past five years the Government and donors have invested in implementing and pilot-testing 

reforms in capitation payment, patient co-payment policies for hospitals (BBP), case-based payments 

for hospitals, and rolling-out the Family Medicine concept in two oblasts (Khatlon and Sughd). Third, 

substantial investments have been made in medical equipment and infrastructure in health facilities 

and staff training to improve the availability of services and quality of care. Fourth, recent public 

sector reforms will facilitate the link of RBF to the fiscal transfer and  the public sector wage reform. 

Fifth, all rayons in the two oblasts have been equipped with computers and software and staff are 

being trained in computer literacy to monitor the financial and activity performance in all health 

facilities.  

Some additional investments may be needed to support the development and implementation of RBF 

in the two oblasts. The program would have to invest in additional institutional and organizational 

strengthening including training of staff on RBF to ensure the concept and its link to payment is 

clearly understood by all health workers and stakeholders. Also, an independent indicator monitoring 

and auditing system will have to be established, and staff trained in defining the RBF payment amount 

to each recipient based on their result. In addition, the RBF program will include a monitoring and 

evaluation (M&E) framework to assess the impact of RBF on activity levels in health facilities, equity 

in utilization and health financing, and financial sustainability of the health sector.  

While RBF has led to utilization increases and better quality of care in other countries, there are three 

main concerns about the success of the program in Tajikistan that will have to be addressed. A major 

concern is the very high informal payments charged by health staff to patients. If health workers 

continue to charge informal payments, the RBF program may not lead to an increase in utilization. 

Therefore, during the first year of the program, the Government will have to lead the campaign against 

informal payments. Also, the RBF amount ought to be large enough to lower the co-payment rates for 

patients, and to compensate health workers for the foregone revenues from informal payments.  

Second, the concept of “paying for results and better performance” is relatively new in Tajikistan. The 

health sector still operates mainly on a “planned mode” and resources have so far not been allocated 

based on results or to improve results (i.e. close hospital overcapacities to free up resources that can be 

used in quality improvement). Also, the recent public sector pay reform that includes a performance-

related component has not yet been considered as implementable, raising concerns about the public 

sector‟s readiness to reward staff based on their performance results. Still, RBF could support the 

public sector wage reform by setting an additional incentive for implementing reforms. 

Finally, the staff in the health sector is used to produce a large number of data and indicators that are 

not used for any kind of decision-making. Accordingly, the attention given by staff to these “reporting 

exercises” is not very high. This has resulted in data of weak reliability and validity. Improving the 

reliability of data will be another priority to ensure payment based on valid results. At the same time 

the RBF focus on M&E could help changing providers‟ attitude towards better data. 
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1. INTRODUCTION 

 
1.1 Results-Based Financing (RBF) refers to the disbursement of resources conditional on a 

recipient achieving a measurable result, such as an output or outcome. The hypothesis is that recipients 

will change their treatment pattern to achieve measurable results, if they know that they will be 

financially rewarded for these results. In the health sector, recipients of funds can include health 

facilities, contracted NGOs, and individual staff. RBF may involve transactions from central 

government/donor to local governments, from central level/donor/municipality to health service 

providers, both state and non-state, and directly to health workers. For instance, payments from 

national to local governments and to providers can be conditioned based on the attainment of locally 

developed and agreed results. Thus, RBF can be structured to provide incentives within existing 

financing channels and by adjusting provider payment methods.  

1.2 The purpose of this study is to examine the feasibility of introducing RBF in Tajikistan‟s 

health sector. Several countries have experience with RBF in low-income settings, and lessons learned 

can be interesting for Tajikistan. A brief overview on this country experience is presented in the next 

section. Technically, RBF is a retrospective provider payment that can be designed to reimburse 

providers for contractually defined services and specific compliance targets, including for efficiency 

and quality targets. In Tajikistan RBF will be linked to ongoing provider payment reforms. Therefore, 

the chapter also provides a brief overview on provider payment mechanisms and experience with 

provider payment reforms and treatment patterns from middle- and higher-income countries.  

1.3 Tajikistan is a landlocked low-income country in Central Asia with a population of 7.3 

million, and per capita GDP of US$702 (2008). The economy, which had been growing strongly (8 

percent annually from 2000–08), was projected to grow at 2 percent in 2009, due to a sharp decline in 

remittances and a fall in exports of cotton and aluminum. At the same time, expenditures to provide 

essential services to the population will be rising to address poor health outcomes as, for instance, the 

relatively low life expectancy (66 years for women and 64 for men, WHO). In 2007, about 53 percent 

of the population was living below the poverty line of U$41 per month and 17 percent were living 

below the extreme poverty line of US$26 per month. Poverty is largely a rural phenomenon, with 72 

percent of the poor living in rural areas (World Bank, 2009).  

1.4 The Tajik the health sector is characterized by sever underfunding, insufficient quality of care, 

high informal payments charged by underpaid health workers and relatively low utilization rates. 

Health outcome indicators (infant mortality, maternal mortality ratio, and child malnutrition), which 

have only recently begun to improve, are again at risk of deterioration. Tajikistan is the only country 

in the ECA region unlikely to achieve most of its Millennium Development Goals (MDGs).
1
 The 

health sector strategy envisions health financing and provider payment reforms to set financial 

incentives to providers; as well as substantial investment in the availability and quality of health care 

services and information systems to achieve better results. 

1.5 The objective of this feasibility study is to propose a sustainable RBF pilot program for two 

oblasts (Khatlon and Sughd), to cost-effectively improve maternal and child health (MCH) outcomes 

(i.e. MDGs 4 & 5). The study aims to inform the health sector strategy and help the Government and 

partners to effectively design and use RBF mechanisms at three potential levels. First, the fiscal 

                                                 
1
  The World Bank, Millennium Development Goals: Progress and Prospects in Europe and Central Asia 

region, 2005. 
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transfer from the central government to oblasts (regions) and rayons (districts) could be adjusted to 

include a bonus payment based on specific results achieved. Second, the provider payment method 

from oblast health fund pools to hospitals and outpatient facilities could reward providers based on 

results indicators. Third, a performance payment could be added to salaries paid to staff working in 

health facilities. It is expected that such a three-pronged approach could reinforce the financial 

incentive set through RBF to staff working in the administration and provision of care. If the staff 

responds to these incentives, then this could lead to better management in oblast and rayons, improved 

availability of financial resources and medical material in health facilities, and better treatment of 

patients. Combined, these behavioral changes would ultimately lead to better health results, including 

improved quality of care and in the longer-run improved health status. 

1.6 The provision of quality health services is increasingly being recognized as a critical element 

for improving health outcomes in low income countries where the focus has traditionally been on the 

quantity of services provided. Resource constraints contribute to poor health services quality observed 

in many low-income settings. There is however growing evidence that improvements in quality can 

occur if quality is clearly defined, continuously measured, providers informed and practices changed 

in combination with the provision of the appropriate incentives and conditions (WHO, 2010).  

EXPERIENCE WITH RBF ELSEWHERE 

1.7 Countries use RBF in the health sector in different ways. RBF can take the form of a 

conditional payment from donors to governments; a financial transfer within the public sector from the 

national government to local governments and public sector providers; a payment to contracted non-

state providers; and a salary bonus to health workers. A brief overview is presented in this section, 

summarizing a recently published extensive literature review (Eldridge and Palmer, 2009). 

1.8 At the national and/or sub-national level, RBF has been structured as inter-fiscal transfers and 

block grants contingent upon certain actions having been successfully completed. The Plan Nacer 

program in Argentina focuses on providing basic health services to the poorest groups in the poorest 

provinces in the north of Argentina, and covers all pregnant women and children up to age 6 years. 

Health services are contracted from pre-certified independent providers (public and private) and 

funding is disbursed from the central to provincial governments depending on the number of 

individuals enrolled in the program and the performance of providers as measured against a set of 

indicators. Service providers are reimbursed for eligible treatments provided to patients enrolled in the 

scheme. Since patients are free to choose where they seek care, service providers have an added 

incentive to compete for enrolling more patients on the basis of quality of care (Cortez and Bablumian, 

2009). Another example includes an Output Based Aid project in Brazil that introduced per capita 

payments from central governments to municipalities conditional on increases of certain health 

services provision (World Bank, 2008).  

1.9 A mechanism of contracting health service providers by donors and government was used in 

many countries including Afghanistan, Costa Rica, Haiti, Nicaragua, and Uganda. In Afghanistan, 

donors contracted NGOs to provide basic health services. Contracts included provisions of getting 

incentive payment worth of 10 percent of the contract value in return of achieving or exceeding targets 

outlined in the contract. Performance of the NGOs was measured through the “Balanced Scorecard” 

approach, which measures 29 indicators on utilization of health services, immunization coverage, 

antenatal care coverage, patient satisfaction and other areas. The full bonus payment is paid as 

incremental value starting with a 1 percent payment for a ten percent increase, up to a total of 5 

percent payment. The remaining 5 percent are paid at the end of the contract (Sondorp, et al. 2008). In 

Uganda, health facilities are paid a base grant, and then an RBF payment up to 11 percent of the base 

grant if they achieve a 10 percent increase in selected utilization indicators (Lundberg, 2008). In 
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Nicaragua, the Ministry of Health offered incentive payments, which accounted on average for 17 

percent of hospital budget, to contracted public hospitals based on technical performance indicators 

that also took into account patience satisfaction (patients‟ complaints). A similar approach was used in 

Costa Rica with redistribution of 2 percent of the annual hospital budget to best performing hospitals 

by the Social Security Institute. At the health worker level, RBF works often through performance 

contracts. In Cambodia and in Rwanda until 2004 an international NGO has signed contracts with 

individual health workers to reward staff with a bonus or incentive payment based on the number of 

patients seen and other factors (Eldrigde and Palmer, 2009).  

1.10 In 2005, after the evaluation of the pilot NGO P4P schemes, the Government of Rwanda 

decided to implement a national Pay for Performance (P4P) scheme to supplement primary health care 

centers‟ input-based budgets with bonus payments.  P4P payments are defined based on the quantity 

and quality of 14 key services, and are paid directly to facilities to be used at each facility‟s discretion. 

Facilities report their monthly indicators to the district P4P steering committee (SC) responsible for 

authorizing payment. The SC verifies the reports by sending auditors to the facilities on a quarterly 

basis on an unannounced randomly chosen day. The auditors review the utilization registry and facility 

records to verify the data reported is the same as the data recorded in facility records (Basinga, et al 

2010). 

1.11 In Rwanda, the facility‟s overall quality is measured as an index of both structural and process 

measures of quality for various types of services. Structural measures are the extent to which the 

facility has the equipment, drugs, supplies and personnel necessary to deliver a specific service, while 

process measures capture the clinical content of care provided for specific services. The structural and 

process indicators assess for each facility 13 services including general administration, cleanliness, 

curative care, delivery, prenatal care, family planning, growth monitoring, HIV services, tuberculosis 

services, laboratory services, pharmacy management and financial management. The quality indicators 

are assessed through the regular peer-monitoring system, in which district hospital representatives 

monitor and supervise the quality of health centers in their districts. Every quarter, supervisors from 

the district hospital visit each facility on an unannounced randomly chosen day, and assess quality 

indicators through direct observation and review of patient records. At the end of the visit, they discuss 

their findings with the facility personnel, and provide recommendations to improve quality of services. 

Information from the visit is used to compute each facility‟s overall quality score (Basinga, et al 

2010). 

1.12 Evaluations of RBF in low-income countries generally provide a favorable assessment of the 

impact of RBF on provider performance. In Rwanda, RBF contributed significantly to the increased 

use and quality of maternal and child health (MCH) services. The impact was larger for services with 

higher incentive payments and services that can be influenced by health care staff (Basinga, et al. 

2010). In Argentina’s Plan Nacer program, the percentage of women receiving a required number of 

pre- and neo-natal consultations (4 or more) has increased from 10 to 40% in the target population; 

national immunization rates in infants increased from covering under 66 percent (1996) to over 94 

percent of children under 12 months in 2007. Between 1996 and 2007, child mortality rates declined 

from 25 to 15 deaths per 1000 live births and infant mortality to 13 per 1000 live births (Cortez and 

Bablumian, 2009). Health facilities with performance contracts in Afghanistan report substantial 

increase in use of MCH services, number of female staff, quality of care, while at the same time under-

5 mortality rate declined. Factors that contribute to the successful implementation of RBF include 

transparency in RBF definition and payments, clear definition of result indicators, ensuring that health 

service providers have the required degree of autonomy to achieve results, functional reporting and 

monitoring system, independent audits of results and national ownership for RBF (Eldrigde and 

Palmer, 2009).  
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1.13 Most RBF evaluations used data on health facility service use and patient satisfaction. There is 

hardly any evidence however, about how RBF payments were used by providers, and to what extent 

they were reinvested in the provision of care and for salary mark-ups (Eldrigde and Palmer, 2009). 

Also, household level data would be needed to evaluate the impact of RBF on equity in utilization and 

health financing and whether RBF leads to improved access to care for all socioeconomic groups.   

PROVIDER PAYMENT REFORM 

1.14 Tajikistan has started introducing provider payment reforms moving from line-item budgeting 

to capitation in primary health care (PHC) and case-based payment in hospitals. While this reform is 

still in the pilot-phase, any future RBF component will have to support this ongoing provider payment 

reform. This section provides therefore an overview on the different payment methods to providers, 

the related financial incentives and expected results (Table 1). The experience from many countries 

shows that providers do react to the financial incentives set by the payment mechanisms (Christianson 

et al, 2007; Langenbrunner et al, 2005; Rosenthal et al, 2005).  

1.15 Many lower-income countries, including Tajikistan, still pay hospitals and PHC providers 

based on a line-item budget. However, there is a general trend towards fee-for-service (FFS) or 

capitation payment for PHC. In Europe, paying FFS for outpatient care quickly led to increased 

activity levels in PHC practices. It also puts financial pressures on payers; causing them to put ceilings 

on the total FFS amount to providers, negotiate volume contracts within a capped budget, or 

prospective global budgets with activity caps.  

Table 1: Overview on Provider Payment Methods and Related Incentives 
Health facility Payment method Financial incentive to provider and expected result 

Primary health 

care and other 

outpatient care 

Input-based line 

item budget 

Increase input factors (bed, staff, etc) and use full budget 

Fee-for-service Increase number of services per patient 

Capitation adjusted 

by age and gender 

Treat patient within budget, or in worst case, provide sub-

standard care and exclude high-risk patients; Refer patients 

to specialist and hospitals 

Capitation – Fee-

for-service mix 

Treat within budget and increase number of fee-based 

services 

Pay-for-

performance 

Increase number of services that lead to improved 

performance indicator (i.e. quality of care, care compliance 

etc) 

Hospital payment Input-based line 

item budget 

Increase number of staff, bed, etc.; reduce number of 

admissions; keep occupancy rate low but prolong patients‟ 

ALOS, refer high-risk/intensity patients to other hospitals 

Hospital day Increase number of admissions and prolong patients‟ ALOS 

Case-based payment 

(DRG) 

Increase number of admissions, shorten ALOS, risk-select 

less severe patient case-mix 

Global budget Provide care within a budget ceiling 

Source: Schneider, 2007 

1.16 Under capitation providers receive a fixed amount for each individual registered, usually 

adjusted for factors such as age and gender. Capitation imposes the full financial risk on providers and 

discourages them from oversupplying care. For example, when Ireland shifted from FFS to a 

capitation system the number of PHC physician visits declined by about 20 percent (Langenbrunner et 

al. 2005). To prevent negative effects including under-provision of care and exclusion of high risk 

patients, capitation often comprises some sort of case-mix adjustment and output-based incentives 

such as FFS for increasing the delivery of specific services.  
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1.17 For hospital care there is a trend to move from input-base line item budgeting to case-based 

payment such as DRGs. The incentive under case-based payment is to treat more cases in hospitals 

and shorten their average length of stay (ALOS). As a result, hospitals are expected to report higher 

bed occupancy rates and patient turnovers as well as more efficient resource use per case hospitalized 

(Cashin et al. 2005).  

1.18 Output-based provider payment (i.e. FFS and DRGs) may create some unintended incentives, 

such as increasing the number of services provided beyond what is necessary; reducing inputs used to 

provide care, “gaming” the system (e.g. up-coding to more expensive diagnoses under DRGs, or 

unnecessary referrals to specialists who are paid FFS), and increased paperwork for providers. For 

example, a system that pays capitation to PHC providers and DRGs or FFS to hospitals provides an 

incentive to refer more patients from PHC facilities to hospitals. Also, output-based payment methods 

do not reward providers for higher-quality or more efficient care, and better outcomes (Langenbrunner 

et al. 2009). 

1.19 To prevent negative consequences in response to output-based payment, payers in the US and 

the UK have started paying providers for their performance. In the US, pay-for-performance (P4P) is 

applied in managed care plans. In the UK, the National Health Service (NHS) introduced a P4P 

contract with family practitioners. Results from the first year of the P4P program in the UK show that 

financial incentives affect physicians‟ behavior. PHC providers attained a median of 96.7% of the 

available points for clinical indicators on performance compliance, which greatly exceeded the 75% 

predicted. This better than expected performance considerably increased the cost to the payer (Doran, 

et al., 2006). Also it was not impossible to establish how much of providers‟ behavior change was due 

to P4P and how much was caused by other factors such as the availability of information to providers 

or peer pressure. 

1.20 The experience from RBF and provider payment reform provides interesting lessons for 

Tajikistan. While RBF tied to provider payment mechanisms may have a positive impact on service 

provision, there are several factors to consider for Tajikistan. These include the institutional and 

organizational structure that will be needed to implement RBF in health, and a sound monitoring and 

evaluation framework to evaluate the impact of RBF on service delivery, equity in access, and the 

health system‟s financial situation. Also, Tajikistan will have to strengthen management and 

fiduciary capacity and control at the peripheral level to manage RBF. The fiscal sustainability 

impact of RBF is a major concern in a poor country like Tajikistan, in particular if –as this was in the 

in the UK, - better results are achieved than predicted and originally budgeted. These feasibility issues 

will be discussed in the final Chapter 4. But before, the following Chapter 2 presents the current health 

system context in Tajikistan based on which Chapter 3 derives an RBF design. Chapter 4 then 

examines issues related to the operational, technical and legal feasibility for implementing RBF. It 

includes a cost-benefit analysis and proposes a schedule for implementing RBF.       
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2. CONTEXT FOR RESULTS BASED FINANCING 

 
2.1 Designing, implementing, and monitoring RBF mechanisms present several institutional 

challenges to countries (Brenzel and Naimoli, 2009). This Chapter therefore presents the current health 

situation in Tajikistan, including with regards to how the system delivers outputs and health outcomes, 

the health financing situation, provider payment, co-payments paid by patients, health sector 

management, and current data collection and analysis. All these institutional factors may be affected to 

some extent when introducing RBF. To examine how the different stakeholders would cope with these 

changes, a local researcher was hired to conduct a stakeholder analysis. The findings from this survey 

are presented at the end of this Chapter. Based on the analysis presented in this Chapter, an RBF 

design will be derived and presented in the following Chapter.  

HEALTH CARE DELIVERY SYSTEM AND HEALTH OUTCOMES 

2.2 Improving the health of the population is a core objective of the Tajikistan Poverty Reduction 

Strategy Paper (PRSP). Similarly, improvement in sector performance and health status are key 

objectives of the government‟s reform program and efforts to meet the Millennium Development 

Goals (MDGs). Tajikistan‟s health outcomes are among the worst in the region, particularly for Infant 

Mortality (IMR), Under Five Mortality
2
, and Maternal Mortality (MMR)

3
 (Table 2). About 30% of all 

women do not seek health care during pregnancy and delivery. Particularly women and children in 

lower-income groups encounter difficulties in accessing Maternal and Child Health (MCH) services. 

Only 50% of the women with no education give birth in a health facility
4
. Also, service use is unequal 

across oblasts, and women in Sughd are more likely to seek care than elsewhere. These health 

outcomes suggest that the MDG 4 and 5 targets are most likely to be missed in Tajikistan unless 

additional and strengthened actions are taken to improve the availability, quality and utilization of 

maternal and child services. 

Table 2: Reaching the Millennium Development Goals (MDG) in Tajikistan 

Indicators Current Status MDG Target 

2015 

MDG 1: Percent of population below poverty line
1
 53 percent (2007) 40 percent 

MDG 4: Infant mortality (per 1,000 live births)
2
 65 (2005) 25 

MDG 4: Under five mortality rate (per 1,000 live births)
2
 79 (2005) 30 

MDG 5: Maternal mortality (per 100,000 live births)
3
 97 (2000-07) 30 

Sources: 
1
TLSS (2007), 

2
Goskomstat/UNICEF MICS 2005, 

3
UNICEF (2000-2007) 

 

2.3 Tajikistan reports relatively weak results for child health and nutrition indicators (Table 3).  

About 60% of under-5 children with suspected pneumonia do not receive antibiotics
5
. The incidence 

                                                 
2
 Tajikistan State Committee on Statistics. 2006. Tajikistan Multiple Indicator Cluster Survey 2005. 

3
 Tajikistan MDG Needs Assessment (2005) & Tajikistan 2005 MICS 

4
 Borchert Matthias et al. Ipact TJK BBP Impact assessment 2008, 2

nd
 draft. 

5
 MICS, 2006 
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of chronic malnutrition is relatively high at 27 percent
6
. The economic crisis is threatening to 

aggravate these health outcomes particularly among low-income groups. 

2.4 In the public sector, health care services are provided by 2,933 outpatient facilities and 449 

inpatient facilities.
7
 These facilities are administered by four levels of public administration: Central, 

Oblast, Rayon and Jamoat.  The concept of family medicine is still relatively new in Tajikistan: about 

80 percent of patients by-pass PHC centers to seek care directly at a higher level. While outpatient 

utilization at an average of 4 visits per capita per year is in line with European countries, there is 

inequality in utilization of care across rayons, with poor individuals seeking care significantly less 

often than the better-off (World Bank, 2009). Hospital productivity is low as indicated by low 

inpatient admission rates (11 per 100 inhabitants), long average length of stays (12 days) and low bed 

occupancy rates (60%). 

Table 3: Child health, 2005-2006, country comparison 

  Tajikistan Kazakhstan Kyrgyzstan Turkmenistan Uzbekistan 

Diarrheal disease,  

% children <5 22 48 22 25 28 

Low birth weight 

% live births 10 6 5 4 5 

Iodine deficiency 

% households 46 92 76 87 53 

Underweight prevalence*  

  - % moderate and severe 

  - % severe 
17 4 3 11 5 

4 1 0 2 1 

Stunting prevalence* 

  - % moderate and severe 

  - % severe     

     

26.9 12.8 13.7 14.5 14.6 

9.1 4 3.7 4.4 4.3 

Wasting prevalence*  

 - % moderate and severe 

     

7.2 3.8 3.5 6.2 3.3 

Source: Unicef Statistics, 2005 and 2006, www.childinfo.org.   

Note: * in % of children under 5 years of age 

 

HEALTH FINANCING SITUATION 

2.5 In Tajikistan, health care is largely financed by patients‟ out-of-pocket (OOP) payments. In 

2009, government spending on health amounts to 1.8 percent of GDP; or 6.8 percent of total 

government spending, - which is relatively low compared to the CIS average of 9.2 percent. The 

National Health Accounts (NHA) is currently being conducted and will provide more detailed 

information on the flow of funds in the health sector. Preliminary results suggest that on a rayon level, 

where basic care is offered, patients pay about 27% of total rayon health expenditures (excluding 

donor spending). The government contributes the remaining 63% (Figure 1 for Spitamen rayon). 

However, on an overall national level, patients finance about 72% of total health spending (Figure 2). 

RBF could thus be designed to set an incentive to increase government spending on health. 

2.6 Government spending on health comes from rayons, oblast and the central budget. In 2008, 

roughly 70 percent of public expenditures on health were financed by the local governments. The 

remaining 30 percent come from the central republican budget to pay for tertiary care and central 

                                                 
6
 UNICEF (2007). Child Poverty in Tajikistan 

7
  Official statistics from the Republican Center for Medical Statistics and Information, Dushanbe.  

http://www.childinfo.org/
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administration. Consolidated government funds are used for paying salaries (50 percent), 10 percent 

for repairs and maintenance, and 40 percent for other inputs (including medicines, food and fuel). In 

2008, hospitals accounted for 59 percent of total public health expenditure, while primary health care 

received 19 percent and public health services 9 percent, respectively. 

Figure 1: Health spending, Spitamen 

42%

31%

26%

1%

Hospital paid by 
Gov

PHC paid by Gov

Hospital paid by 
patients

PHC paid by 
patients

 Source: CBHP Spitamen rayon, 2008 

Figure 2: Total health spending, national 

72%

18%

10%

Patients

Government

Donors

 Source: National Health Accounts (NHA) estimate, 2007 

 

2.7 To finance decentralized responsibilities including the provision of health care, rayons raise 

local tax revenues. Depending on their socio-economic situation and population size, rayons have 

different revenue raising capacity which leads to fiscal disparities. Rayons with insufficient revenues 

receive vertical general fiscal transfers from the Ministry of Finance (MOF) to meet public 

expenditure needs. In 2009, nine of 64 rayons and two oblasts received fiscal transfers from the central 

republican budget in the estimated amount of 262 million Somoni (10.6% of republican budget). The 

general fiscal transfers to the local governments are not earmarked to specific sectors. Rather, they 

intend to fill the general fiscal gap between the revenue and expenditure at rayon level. The current 

accounting system is based on economic classification. .It is thus impossible to identify how much of 

the general transfer has been spent by sector, including on health care. RBF funds can be disbursed 

through the treasury system. RBF could help bringing more transparency in the use of health funds, by 

establishing an accountability framework for the use of health funds that could also be applied to the 

general fiscal transfer. RBF could also set a financial incentive to local authorities to ensure resource 

availability for health. 

PUBLIC SECTOR PAY REFORM 

2.8 Low salaries in the health sector are reasons for high absenteeism rates and informal 

payments. In November 2009, the monthly base salary in primary health care (PHC) was 225 Somoni 

for doctors, 130 Somoni for mid-level staff and 100 Somoni for junior personnel. Hospital level 

salaries are lower, namely 182 Somoni for doctors, 108 Somoni for mid-level staff, and 81 Somoni for 

junior staff. The average official salaries in the health sector were roughly 15 percent lower than in the 

education sector. About 18.5 percent of the health workforce has second jobs outside their usual 

facility to supplement their low incomes. On average, health workers provide 21 hours per week for 

outside facility activities; leading to high absenteeism in public facilities. To supplement their low 

incomes, almost half of the health workers charge informal payments to patients. The average health 

care workers levy approximately 28.8 Somoni per month. Doctors levy almost twice the national 

average (Dabalen and Wane, 2008).  
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2.9 The Tajik Government is introducing a public sector pay reform that would lead to some 

adjustment of salaries based on staff qualification, risk factors and extra workload. In addition to their 

salaries, staff can be paid additional incentive bonuses that may be defined based on performance 

assessment. New regulations require that any worker should sign a contractual agreement with a hiring 

health facility before an incentive bonus could be paid. The performance pay should be paid either 

from wage bill savings or extra budgetary funds. However, this wage reform has so far not been 

considered as implementable, raising concerns about the public sector‟s readiness to reward staff 

based on their performance results. Yet, if RBF is introduced successfully, this may provide an 

additional support for the Government public sector wage reform. RBF would not be paid to 

individual staff; rather the health facility director would have the autonomy to pay performance 

bonuses to staff following the public sector wage guidelines. 

PROVIDER PAYMENT TO HOSPITALS AND PHC CENTERS 

2.10 Hospitals and outpatient health services in Tajikistan are still predominantly paid an annual 

line-item budget by rayons. The budget is defined based on the number of input factors including the 

number of beds and staff and to pay for operating costs (i.e. utilities and maintenance etc). This creates 

an incentive to health care providers to increase the number of factors that define their budget, but 

does not reward better productivity, or better health outcomes (see Table 1 in previous Chapter). Also, 

the rigidity in budget formulation and inflexibility limits the reallocation of funds across line-items to 

better respond to changes in utilization levels.  

2.11 The Government in its health financing strategy aims to introduce capitation payment for PHC 

and case-based payments in hospitals. With these reforms the MOH plans to incrementally move away 

from input- to output-based financing for health.  In 2007 the MOH embarked on two major reforms 

including capitation for PHC, and defining a Basic Benefit Package (BBP) to be delivered in 

secondary hospitals with explicit co-payments.  

2.12 The PHC capitation reform begun in eight rayons in 2007 and was scaled-up to all 42 rayons 

in two oblasts - Sogd and Khatlon in 2009. The key achievements so far include: (i) pooling of 

capitation funds at the rayon level; (ii) separation of hospital and PHC budgets in rayon accounting 

systems; (iii) establishment of a PHC network manager; (iv) investment in information systems and 

computers in oblasts and rayons; and (v) increased capacity and autonomy of PHC facilities by 

involving them more in the budgeting and resource allocation process. However, visit rates in PHC 

centers are still low and vary substantially across rayons (Figure 3).  

2.13 Currently capitation covers only about 5 percent of PHC public expenditures and pays for 

some pharmaceuticals and limited medical supplies in PHC facilities. Salaries and utilities are still 

paid by the line-item budget. Also, different revenue raising capacities in rayons lead to unequal 

capitation amounts across rayons (Figure 4), which could be equalized by pooling capitation at a next 

higher level (oblast). To increase the level of funding for PHC, the MOH issued a regulation to rayon 

authorities to allocate at least 40 percent of their rayon health budget to PHC. In addition, the 

Government plans to increase capitation to include utility costs and salaries, and to equalize capitation 

amounts across rayons by risk-pooling and consolidating PHC budgets at the oblast level. 

2.14 Capitation payments are already adjusted by gender and age of the rayon population. Also, 

geographic adjustment coefficients are being considered to adjust for higher utility costs in PHC 

centers in mountainous areas (e.g. for heating and other costs). For RBF, capitation could be adjusted 

by some results indicators to reward providers for improving the provision of MCH care services and 

ensure that RBF funds are supporting MCH related outcomes. To set an additional incentive to local 
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governments to increase their capitation payments, RBF payments could be defined as a percentage of 

the annual capitation amount per rayon.  

Figure 3: Low and unequal PHC visit rates 
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Figure 4: Capitation amount in Sughd oblast 

 
Source: Sughd oblast capitation budget, in Somoni, 2009 

2.15 For hospitals, the Government, in collaboration with the USAID-funded ZdravPlus Project 

and the CBHP, has started pilot-testing case-based payment in 10 hospitals. The focus is currently on 

simulating the case-based amount based on the number of patients hospitalized. In the next phase, the 

budget allocated to hospitals shall be defined based on these simulations, aiming to provide hospitals 

an incentive to increase the number of patients treated. For RBF, the hospital payment could be 

adjusted to include specific results-indicators linked to the case-based payment to incentivize hospitals 

to increase the number of cases treated in hospitals and improve quality in mother and child care (e.g. 

delivery at hospitals), while at the same time reduce co-payments made by patients. 

BASIC BENEFIT PACKAGE AND COPAYMENTS FOR HOSPITALS 

2.16 The Basic Benefit Package (BBP) defines simple copayments for 8 bundled treatment 

categories in hospitals and exempts vulnerable groups from payment. The BBP is an attempt to 

formalize informal payments, and was introduced in hospitals in 4 rayons on a pilot basis in June 

2007. The simple copayment structure helps to ensure that patients know how much their copayment 

is prior to entering a hospital. Public information campaigns and price lists posted in hospitals, helped 

to inform the population about BBP offered.  

2.17 In 2008 and 2009, the MOH increased the levels of BBP copayment to raise additional 

revenues for hospitals. Currently, BBP co-payment categories are defined at 50% of treatment cost 

with referral from PHC centers, and 80% without referral. As a result, the average price paid by 

patients for a hospitalization under BBP becomes a high-cost expenditure for patients. Also, patients in 

BBP pilot rayons pay a similarly high amount for one hospitalization as patients in control districts 

without BBP, where patients pay informal payments to staff. Such high prices are a barrier to access, 

particularly for low-income groups, who are not exempt from co-payment. Not surprising, 

hospitalization rates are low in rayons where patients pay BBP co-payments compared to the national 

average and other countries (Figure 5). Hospital admission rates have decreased in Spitamen rayon 

since 2007 (Figure 6). The reasons for such low and decreasing hospitalization rates can include 

unaffordable BBP copayments, high informal payment, under-reporting of admissions, and patients 

seeking care elsewhere because they are not satisfied with rayon hospital care. 
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2.18 Only about 4% of the population in Spitamen rayon is exempt from BBP co-payments but 

more than half of the population is poor according to the living standard survey. If the introduction of 

case-based payments to hospitals ought to lead to higher admission rates, this will have to go along 

with a reduction in OOP payments paid by patients and a higher percentage of the population being 

exempt from payment. Thus, RBF could be designed to pay a higher case rate to hospitals for MCH 

services, while at the same time reduce co-payment paid by patients, punish health workers who 

charge informal payments to patients, and increase the share of individuals who are exempt from 

payment.   

Figure 5: Unequal hospital admission rates    Figure 6: Hospital admission rates, Spitamen 

   
Source: CBHP PIU data and WHO health for all database 2006  

 

BUDGET MANAGEMENT IN HEALTH FACILITIES 

2.19 The budget classification includes functional and economic dimensions in line with the 1986 

Government Finance Statistics (GFS) standards; but does not report administrative and program 

elements. The rayon treasury offices monitor budget execution which is not linked to output or 

outcome dimension. PHC and hospital managers report on their budget execution to the treasury 

offices at the rayon level. Health facilities are allocated annual salary budgets based on the staffing 

schedule and assuming they operate at full capacity. Health facilities have limited discretion in 

managing their budgets, and a transfer across budget lines would require the approval from the local 

treasury office if the amount exceeds 20 percent of the budget line. Budget amounts for salaries and 

utilities cannot be changed.  

2.20 At present, the MOH has control over the allocation of republican health budget only, but does 

participate in negotiations between the MOF and local governments on health budgets and sub sector 

ceiling. In 2009 the MOH started preparing a Medium Term Expenditure Framework (MTEF) to 

introduce a more predictable, transparent, efficient and policy-oriented use of resources. The MTEF 

will introduce administrative and program classifications and allow the MOH to allocate public 

resources to health priority programs. 

2.21 There is no computerized Human Resource (HR) or payroll system and all HR related 

operations are processed manually. Personnel records are not available at a central level. Health 

facilities are Key Budget Organizations and keep all employee and payroll records. However, a 

prototype of an HR program linked to the Treasury accounting program is being tested in a number of 

rayons. The MOH with the support of the CBHP hired an international HR consultancy to build 

capacity in monitoring and evaluation of staffing and performance in the health sector.  
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2.22 Introducing RBF will have implications for the health accounting system and provider 

management. Both will need to be strengthened; administrative, management and purchasing capacity 

developed, and adequate reporting and information systems introduced to allow for performance 

monitoring and transparency. RBF will also require health facility managers to have a higher degree of 

management autonomy with respect to re-organizing service delivery and managing their resource-mix 

to ensure they can respond to the financial incentives and improve results. 

HEALTH MANAGEMENT INFORMATION SYSTEM 

2.23 The current health information system is still from the Soviet time with more than 300 

registration forms to produce over 36 statistical reporting forms, but does not collect any information 

on financial and economic activities. The data collected are not reliable and cannot be used for 

decision making. In 2008, the medical statistics software (Medstat) was introduced to produce 

aggregate health indicators. Data are collected by the staff using regular tabular forms or office books 

as statistical cards of discharged patients, case history, patient medical report and others. However, 

even Medstat results have been questioned as data reporting is interrupted when there are stock-outs of 

recording/reporting forms in health facilities. Depending on the type of data, rayon health 

managements report medical statistics to the Oblast health department (OHD) on monthly, quarterly 

and annual basis. For instance, statistics on epidemiological situation is reported on weekly basis, 

while rayon-level financial information is not reported to the OHD. 

2.24 As part of the health sector strategy, the Government in collaboration with donors has 

prepared the health information system (HMIS) sub-strategy to guide future investment in health 

information. The implementation of the HMIS sub-strategy is supported by the EC with an investment 

focus on epidemiological and medical data. The MOH with the support of the World Bank-funded 

CBHP health project has implemented HMIS modules for hospitals and PHC facilities in pilot rayons 

with health financing reforms. The module includes budget preparation and detailed utilization of care 

in PHC centers. At the hospital level, the HMIS captures data on accounting, general statistics on 

treated cases, invoicing and co-payment revenues from patients. Health facility managers perceive the 

HMIS with its high frequency reports as very helpful. 

2.25 By the end of 2010 and with the support of the CBHP, PHC and hospital rayon HMIS 

programs are planned to be integrated into the Oblast HMIS to centrally collect and store financial and 

medical data and provide a data base to the Republican Centre for Medical Statistics and Information 

(RCMSI). The HMIS integration is also needed for pooling funds and creating a purchasing function 

at the oblast level. Implementing RBF will require valid and reliable data to measure results and define 

the RBF payment. Each oblast could create a Steering Committee (SC) who verifies reporting and 

authorizes RBF payments to health facilities. Some of the utilization data needed to define RBF 

payments will be readily available based on administrative data collected through the HMIS in the two 

oblasts. In addition, a peer-review system could be introduced as this is currently being developed in 

Kirghizstan based on the experience from Rwanda. To assess structural and process quality in health 

facilities a quality score card could be introduced to asses practice compliance with the guidelines of 

the Tajik Ministry of Health. Additional data will have to be collected through independent data 

collections to complement administrative data (e.g. patient satisfaction survey, household survey). 

Such surveys will also shed light on the overall effect of RBF, which will be examined in the 

Monitoring and Evaluation Framework.   

RESULTS FROM STAKEHOLDER SURVEY 

2.26 Introducing RBF in Tajikistan will lead to changes in the health sector and may create losers 

and winners, who may support or oppose the introduction of RBF. Therefore, a stakeholder survey 
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was conducted in October 2009. The objective was to understand the views and expectations 

stakeholders have about RBF, and identify potential problems that would need to be addressed when 

implementing RBF. Preliminary survey findings were presented and discussed during a workshop in 

Dushanbe on October 27, 2009 that was attended by about 50 health sector representatives. 

2.27 Findings from the stakeholder survey indicate that RBF can be introduced without major 

investments in data reporting and monitoring systems. However, respondents cautioned that current 

health statistics are unreliable and facility managers have an incentive to report inflated results in order 

to increase revenues for the facility. Therefore, monitoring and evaluation of the RBF and results 

verification is a top priority. It was recommended that an independent system of monitoring and 

evaluation be established to strengthen the use of HMIS, conduct random audits of submitted 

information, ensure engagement of civil society and professional associations in monitoring the health 

care facility performance, and introduce sanctions for misreporting. 

2.28 All respondents thought that RBF could lead to better quality and efficiency in service 

provision. It was argued that service providers will be motivated through the RBF to perform better as 

RBF will increase funding for health. Some respondents expect RBF to spur faster implementation of 

other reforms, such as the introduction of case-based payment in hospitals. Stakeholders suggested 

that RBF should be based on performance indicators and target values need to be discussed and agreed 

upfront with all service providers. The following indicators were suggested (Table 4). 

Table 4: Proposed RBF Indicators from Stakeholder Survey 
PHC Indicators Hospital Indicators 

Number of population served Number of hospitalized cases 

Home visits in % of total outpatient visits Treatment compliance with guidelines 

Referral rates to hospital from PHC facility Bed occupancy rate 

Number of medical examinations Mortality rate in hospitals 

Number of health promotion outreach activities   

Immunization rate  

Early registration of pregnant women  

Infant and maternal mortality rate  

Treatment compliance for chronic diseases   

Early detection of Tuberculosis and cancer  

                                                                                                                                   

2.29 Stakeholders agreed that the current input-based financing system perpetuates inefficiencies as 

there is no link between the level of funding and results. The current system also limits the ability of 

service providers to manage the budget in a flexible manner. Therefore, RBF should provide managers 

with more autonomy on how to use the incentive payments. Without increased provider autonomy and 

flexibility in fund management at the facility level, the effect of RBF will be very limited. To ensure 

the sustainability of RBF, it was suggested to increase government funds. Contracting with private 

health service providers for the RBF was highly recommended, and in line with the priorities outlined 

in the Poverty Reduction Strategy. 

2.30 Respondents mentioned the following risk factors that could hamper the introduction of RBF: 

Insufficient RBF funds may decrease its effectiveness; generally unmotivated health staff may not 

respond to RBF incentives; unclear RBF regulations and training on RBF procedures; and missing 

political interest and support may derail the reform. The following measures were identified to 

mitigate these risks: broad participatory process in RBF development; costing of the RBF initiative; 

adjust legal framework and align RBF to the current health financing and provider payment reforms; 

closely monitor the implementation progress and quickly react to any arising problems; and pilot-test 
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RBF before scaling up to the national level. Stakeholders do not expect any opposition to RBF as long 

as it is initially financed by donors. Possible resistance to RBF could be attributed to reluctance to 

change health care financing by those who fear to lose control over the flow of funds. If health 

personnel consider that RBF entails more work but insufficient incremental remuneration they might 

oppose RBF, but they will support it if it leads to salary increases. 

2.31 The results from this stakeholder survey and the discussion held with health sector 

representatives at the RBF workshop are used to propose an RBF design and implementation plan for 

Tajikistan. This design and feasibility of its implementation are presented in the following chapters.  
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3. PROPOSED RBF DESIGN FOR TAJIKISTAN 

 
3.1 Based the description of the health sector in the previous Chapter, this Chapter proposes a 

simple RBF design, with indicators and payments. The feasibility of implementing RBF will be 

analyzed in Chapter 4. RBF would have to support reforms in health financing and provider payment 

in hospitals and PHC centers. The payment to hospitals and to PHC centers will be based on the 

indicators under their control (Table 6). To keep administrative costs low, the design will also need to 

minimize the administrative burden on the system. RBF should set financial incentives that will cause:  

(a) local authorities in oblast and rayon health departments to increase capitation payment for 

PHC and implement case-based payment for hospitals, ensure the availability of medical 

resources for treatment, and improve the productivity in health facilities,  

(b) patients to seek health care services when needed, which may need decreasing co-payment 

rates and informal payments, in particular for MCH services in rural poor areas, and  

(c) health staff to treat more patients and improve the quality of services, charge less informal 

payments to patients and reduce the number of unnecessary referrals.  

3.2 Based on these objectives the proposed RBF design will be implemented on three levels: (i) 

fiscal transfers and (ii) provider payment (Table 5). Also, the health facility director would have 

the autonomy to use RBF funds and pay performance bonuses to staff based on the public 

sector wage guidelines. To ensure acceptance, the RBF programs will be designed with stakeholders 

including providers and administrators.  

3.3 The fiscal transfer to the oblast and rayon health department will be disbursed through the 

treasury system and could include RBF in form of a bonus, defined based on a composite score of all 

service indicators (Table 6), resulting in an index ranging between 0 and 1. The bonus payment is 

expected to give an incentive to rayon and oblast managers and administrators to ensure the 

availability of resources in health facilities including pharmaceuticals, vaccines, medical material and 

personnel so that staff can perform quality care.  

3.4 The capitation and per-case payment amount to health facilities would be marginally increased 

by the RBF bonus. The effect of the bonus on the performance of health workers will depend on its 

size, the level of resources available for health care, and the opportunities and constraints facing 

providers to respond to incentives. Therefore, the RBF amounts would have to be large enough to 

ensure the availability of resources, and compensate health workers for the foregone revenues made 

from informal payments and from reduced BBP co-payment revenues from patients. 

3.5 In addition, and in line with the current public sector wage reform, health facility directors 

could pay an additional salary mark-up to staff based on their scoring results in their performance 

evaluation as described in the Provision on the Remuneration of Healthcare Workers approved in 

2009. The performance assessment could help determining the relative size of stimulation bonuses to 

individual workers. 
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Table 5: Proposed Design for Results-Based Financing in Health 
Existing payment RBF component Incentive Data source 

Fiscal Transfer 

Vertical transfer to 

oblast health pool 

and rayon health 

department 

Quarterly bonus payments to local 

authorities in rayons health 

department for MCH care 

compliance (immunization rate, 

prenatal care, fertility rates etc), 

and data validity of administrative 

data collected in HMIS. 

Publish rayon results in media 

Management buy-in to 

ensure availability of 

resources and improve data 

validity. 

Competition among rayons 

(peer-pressure) to improve 

MCH care performance 

compliance and data 

validity 

Household 

survey, annual, 

stratified on 

rayon level; 

HMIS data from 

all health 

facilities 

Provider payment in hospitals and PHC centers 

Case-based payment 

and BBP in hospitals 

Quarterly payment to hospitals 

(channeled through oblast pool) 

based on (i) number of cases 

treated in each of 8 co-payment 

category. Total = p(1-8)*q(1-8) 

and (ii) number of exempt patients 

treated; (iii) data validity 

Increase number of patients 

hospitalized, decrease 

informal payments by 

patients and improve 

hospital data 

HMIS: hospital 

discharge data 

and annual 

household 

surveys 

Capitation payment 

to PHC center 

Quarterly payment to PHC center 

(channeled through oblast pool) 

based on adherence to standard 

treatment; resource management, 

and data validity 

Facility directors pay performance 

adjusted salary to staff 

Improve quality of care, 

availability of resources 

(staff, vaccines, and 

pharmaceuticals), and 

validity of data 

HMIS 

Facility survey 

 

INDICATORS 

3.6 Table 6 presents an overview of suggested indicators for RBF based on the MOH health 

priorities.  Indicators set an incentive to increase the number of services provided, improve quality of 

care, reduce financial barriers in accessing care for patients, and improve the validity of HMIS data. 

These indicators are regularly measured at the PHC facility and the rayon hospital level in each oblast.  

3.7 Five PHC indicators are proposed to reward efforts for improved maternal child and 

preventive care, and reproductive health care services. In 2009, 49% of pregnant women reported three 

and more prenatal care visits; but tetanus vaccines have not been provided yet to pregnant women, 

only to children as part of the DPT vaccination regime. Although family planning (FP) services are 

available in all PHC center, there is currently no information on the number of FP visits; the 

contraceptive use rate is estimated at 33 percent in Khatlon. Growth monitoring equipments have been 

delivered to all 1,200 PHC centers in the two oblasts under the global food crisis response project. In 

2009, about 60 percent of children (0-59 months) reported a growth monitoring visit. This investment 

in child growth and development monitoring led to a 134 percentage increase in children whose 

growth development was assessed and a 58.5 percent increase in children diagnosed with hypotrophy. 

Vaccination rates for individual vaccines are around 85 percent; however, the rate for complete 

vaccination is currently not available and will have to be established in a population-based survey.  

3.8 Hospital level indicators support the implementation of bundled case-based payment and BBP 

co-payment categories, focusing on child and women‟s health care. With the ongoing payment reform 

hospitals will be paid based on the number of “bundled case categories” treated. Accordingly, the 

“delivery indicator” will reward a higher number of hospital deliveries (Category VIII). There were 
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131,463 hospital deliveries in 2009 in the two oblasts. UNICEF estimates about 62 percent of 

deliveries take place in an institutional setting (2000-2007). Women in low-income groups are less 

likely to deliver with professional assistance. If enough RBF funds are available and the HMIS has 

been successfully rolled out to all hospitals in the two oblasts, then an incentive payment could be 

proposed for each hospitalized cased in Categories III-VII (including abdominal surgery children, 

other surgery children, therapy, pediatrics, and OB/GYN). It is expected that hospitals will treat more 

women and children if they receive a bonus payment for treating a higher number of patients. To set 

an incentive to patients to seek hospital care, BBP co-payment levels will be decreased.  

3.9 Three process indicators are suggested for PHC centers and hospitals. A quality score-card 

assesses structural and process quality and will reward health facilities with better quality results. RBF 

will also provide an incentive to increase the percentage of individuals officially exempt from paying 

for health care, and compensate providers for foregone revenues. In Spitamen rayon, only about 4% of 

the population is exempt from paying for health care. Finally, a data validity index will be composed 

based on the routine HMIS data currently collected in all health facilities. A higher validity score will 

result in a higher RBF payment.  

3.10  All RBF indicators presented in Table 6 are routine indicators collected monthly in health 

facilities or annually based on population surveys or facility surveys. Each PHC center and hospital 

reports monthly utilization data to the HMIS office at the rayon health department, which transfers 

data to the MOH. Rayon and oblast health departments report on the progress made in implementing 

the HR strategy and Masterplan. Facility reports will be verified by independent auditors on a 

quarterly basis who conduct unannounced random visits. A peer-review system can be established to 

assess quality scorecard indicators in each health facility. A steering committee with representatives 

from the health sector and civil society could be created at the oblast level and to review performance 

reports and authorize RBF payments to health facilities and local administration.  
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Table 6: RBF Indicators, Data Source and payment in Health 

Indicator Data source Baseline Sughd and Khatlon 2009 

Primary health care (PHC) indicators   

1)   % of pregnant women in rayon with 3 prenatal care visits  HMIS, survey 49% in Sughd and Khatlon 

2)   % of pregnant women in rayon who received tetanus vaccine  HMIS, survey 0 

3)   Number of first time family planning visits to PHC center  HMIS, survey n/a 

4)   Number of children (0-59 months) with growth monitoring visits HMIS, survey About 60% 

5)   % of children in rayon completely vaccinated on time  HMIS, survey n/a 

Hospital indicators   

6)   Number of deliveries at hospital (BBP Cat. VIII) HMIS, survey 131,463 

Combined indicators PHC and hospitals   

7)  Quality scorecard  Peer-review system tbc 

8)  % of population exempt of informal and formal payment HMIS, survey 4% in Spitamen rayon 

9)  Data validity of HMIS data in rayon HMIS, data audits tbc 
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TRANSLATING INDICATORS INTO PAYMENT 

3.11 Payments will be made based on incentive targets achieved for each applicable indicator 

listed in Table 6. Incentive targets can be defined as an absolute performance goal (e.g. 95% of 

children immunized), a relative performance goal (e.g. 30% improvement from baseline), or a 

payment for each instance of service provision independent of the overall performance (e.g. $30 

per delivery) (Rosenthal et al. 2005). It is suggested that the Tajik RBF design includes two 

incentive targets, namely an absolute performance goal for selected indicators such as vaccination 

rates; and a payment based on the number of services provided for selected indicators that are 

reported in absolute numbers. In hospitals, RBF payments will thus supplement the case-based 

category payment for deliveries. As performance targets are achieved by indicators, they can be 

replaced with others that are relevant. 

3.12 The process of defining oblast level target values for indicator payment should represent 

a bottom up approach. That means target values should be agreed with PHC facilities and rayon 

hospitals in each oblast. The target values for each indicator can be the same for each facility to 

help spur peer-pressure. Different initial investments may be needed to facilities to ensure they all 

have the same capabilities to improve performance and achieve targets. These investments 

include for example, the availability of tetanus vaccines for pregnant women as well as 

identification cards for individuals exempt from health care payment. 

3.13 Payments will be calculated based on the available budget and incremental increases to 

be achieved. For absolute performance goal indicators, a baseline value is needed for each 

provider against which a target value is identified that has to be achieved over a defined time. For 

example, if 49% is the baseline for three prenatal care visits, the target value to be achieved over 

12 months could be set at 60% of pregnant women. A bonus payment can be defined based on 

meeting or exceeding the target requirements for all indicators. Providers could also be ranked 

based on their composite sore for all indicators and a higher payment is paid to providers with 

higher sores. The bonus payment to PHC centers can take a value between 0 and 100 percent of 

the capitation amount depending on the performance score achieved for all indicators (Figure 7).  

Figure 7: Translating Results into Payment: An Example 

 

3.14 Defining the RBF bonus amount based on the capitation amount sets an incentive to local 

authorities to increase their capitation contribution to PHC centers. For example, if the facility 

meets all targets, then the score equals 100% resulting in the maximum RBF payment of 100% of 

the capitation budget. If the facility reaches score of 60%, the RBF payment could be set at 80% 
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of the capitation budget. These percentages will have to be finalized based on the total annual 

RBF budget available for disbursement, and a detailed cost and utilization analysis for PHC.  

3.15 The final payment to PHC centers and to hospitals will be defined as follows. Payments 

will be defined quarterly for process indicators (e.g. data validity and number of cases treated), 

and annually for outcome indicators (e.g. immunization rate). PHC centers continue to receive 

monthly capitation payments and line-item budgets. In addition, they will quarterly RBF bonus 

payments based on their achievements for PHC and combined indicators.  Similarly, hospitals 

will continue to receive monthly line-item budgets and case-based payments plus quarterly RBF 

payments based on the increased number of treated cases against baseline, and the payment for 

combined indicators. Rayon and oblast authorities will receive a quarterly RBF bonus payment 

based on the results achieved in their rayons and oblast, as identified in the composite score.    

PHC payment per quarter =  Capitation payment + line-item budget for items excluded from 

capitation + Total RBF payment for PHC indicators (= 

Score*capitation+ absolute number payment) + Total RBF 

payment for combined indicators (Table 6)  

Hospital payment per quarter = Case-based payment for total cases treated + line-item budget 

for items excluded from case-based payment + Supplemental 

RBF payment for treatment cases (Table 6) + Total RBF 

payment for combined indicators (Table 6)  

3.16 Different payments scenarios will help to define the RBF amount per indicator using 

different utilization and payment levels. Table 7 presents a preliminary scenario with estimated 

target values, the price paid per indicator and the total amount paid per indicator per year. It is 

assumed that the target values will correspond to the average achievements by providers. For 

example, it is expected that by year 2 the percentage of pregnant women with 3 prenatal care 

visits will have increased to 60% compared to 49% during the baseline year (year 1). This 11 

percentage point increase means 25,232 additional pregnant women reported 3 visits. Health 

facilities will receive 20 Somoni for each additional woman with 3 prenatal care visits, resulting 

in total of 504,648 Somoni to be paid to PHC facilities. Over time, the prices will change per 

additional service. The largest total amount will be paid each year for the total number of exempt 

individuals. Based on the estimates of this basic scenario, each year RBF funds in the amount of 

$4.3 million will be disbursed to the two oblasts. This amount corresponds to 15 percent of the 

annual rayon health budget in the 2 oblasts, and equals the amount disbursed under an input-

based financed Bank health project (e.g. CBHP). The financial results for RBF are presented in 

Chapter 4 (economic feasibility). The financial implications of the RBF on the payer budget will 

have to be monitored over time to ensure fiscal sustainability. 
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Table 7: RBF Target Value, Payment per Indicator per Year 

Target 

expected

Change to 

BL

Price per 

unit

Total amount 

Somoni

Target 

expected

Change to Y2 Price per 

unit

Total amount 

Somoni

Target 

expected

Change to 

Y3

Price per 

unit

Total amount 

Somoni

Target 

expected

Change to 

Y4

Price per 

unit

Total amount 

Somoni

Primary health care (PHC) indicators

1)   % of pregnant women in rayon with 3 

prenatal care visits 

          212,037 

49% 60% 25,232        20                504,648          70% 23,782              100              2,378,155       80% 24,466           50               1,223,297         85% 13,913         40                556,524          

2)   % of pregnant women in rayon who 

received tetanus vaccine 

          212,037 

40% 86,087        20                1,721,741       50% 21,845              70                1,529,121       60% 22,172           40               886,890             70% 22,505         40                900,194          

3)   Number of first time family planning 

visits to PHC center, data n/a. Assume 30% 

of pregnant women

          212,037 

63,611         50% 43,998        20                879,954          60% 21,845              50                1,092,230       70% 22,172           50               1,108,613         80% 22,505         40                900,194          

4)   Number of children (0-59 months) with 

growth monitoring visits; 60% in BL

          545,247 

327,148       80% 115,593      20                2,311,851       85% 28,086              90                2,527,772       90% 28,508           100             2,850,765         95% 28,935         40                1,157,411      

5)   % of children in rayon completely 

vaccinated on time data n/a. Assume 60% in 

BL

          545,247 

327,148       70% 60,250        10                602,498          75% 28,086              40                1,123,454       80% 28,508           40               1,140,306         90% 57,871         40                2,314,821      

Hospital indicators

6)  Increased number of deliveries at hospital 

(BBP Cat. VIII); estimated 62% of total BL 

deliveries

62% of 

212,037 

pregnant 

women 131,463       72% 23,494        125              2,936,714       80% 17,476              125              2,184,459       85% 11,086           125             1,385,766         90% 11,252         125              1,406,553      

Combined indicators PHC and hospitals

7)   Quality scorecare result (assume 60% for 

BL)

Peer-review

60% 70% 10 10,000         100,000          80% 10                      30,000         300,000          85% 5                     30,000        150,000             90% 5                   30,000         150,000          

8)  % of population exempt of informal and 

formal payment (Pop is 4.856 million in 2 

oblasts)

4,856,000

4% 20% 985,768      10                9,857,680       30% 1,500,832         5                  7,504,159       40% 2,031,126     5                 10,155,628       45% 2,319,292    5                  11,596,458    

9)  Data validity of HMIS data in rayon, data 

error rate

HMIS, data 

audits 50% 60% 10 2,000           20,000             70% 10                      30,000         300,000          80% 10                  10,000        100,000             85% 10                 2,000           20,000            

Total in Somoni 18,935,086     18,939,350    19,001,266       19,002,154    

Total in US$ 4,323,079$     4,324,053$    4,338,189$       4,338,391$    

Indicators for Soghd and Khathlon Basevalue Year 2 Year 3 Year 4 Year 5Baseline 

2009 Soghd 

and 

Khathlon
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4. FEASIBILITY OF IMPLEMENTING RBF DESIGN 

 
4.1 The concept of “paying for results and better performance” is relatively new in 

Tajikistan. The health sector still operates mainly on a “planned mode” and resources have so far 

not been allocated based on results or to improve results (i.e. close hospital overcapacities to free 

up resources that can be used in quality improvement). This Chapter therefore discusses the 

feasibility of implementing the RBF design proposed in the previous Chapter. It identifies 

changes that would be needed to implement the RBF design. Aspects related to the operational, 

technical and legal feasibility are examined (De, 2009; SINA, 2006). An implementation 

schedule is proposed. The Chapter closes with an economic analysis estimating the expected cost-

benefits of RBF for the health sector.  

OPERATIONAL FEASIBILITY 

4.2 Implementing RBF will affect the flow and pooling of funds within an oblast, budget 

formulation, provider payment, the BBP co-payment policy, reporting, monitoring and 

evaluation, and it will have implications for management. The section also proposes how to 

reduce incentives for fund recipients to “game the system”, that is, manipulate the RBF program 

to increase payment, and how to correct for improvements in results that are caused by improved 

data collection.  

Flow of RBF funds to recipients 

4.3 Currently the flow of public funds through the health system is vertically from the central 

level treasury to oblasts, rayons and hospitals. The RBF fund flow is recommended to be 

disbursed through the treasury system. The health financing strategy aims to shift the pooling 

function to an oblast level. Similarly, the RBF pool could be established within the OHD pool and 

funds disbursed to the OHD pool as bonuses to the current payment mechanisms. The recipients 

of RBF funds would thus be the oblast health department (OHD). Then OHD then disburses to (i) 

Rayon health departments; (ii) Central Rayon Hospitals (CRH) and (iii) Rayon Centers of Health 

(RCH) on behalf of PHC centers. These are all legal entities with treasury accounts, whereas PHC 

centers do not have Bank accounts. PHC finances are administered by the RCHs who procure 

material and supplies to PHC centers financed from public funds.  

4.4 Accordingly, the RBF fund could be managed financially by the OHD, who disburses to 

CRHs, RCH, and rayon health departments. At the rayon level, the CRH and RHC already 

administer the allocation of the health budget across facilities. The financial supervision of health 

departments is conducted by the treasury offices, at the rayon and oblast level, respectively. RBF 

funds can be disbursed through the treasury system to the treasury accounts of recipients. The use 

of the treasury system will reduce the fiduciary risk as local treasury offices exert a tight control 

over the use of funds. The oblast and rayon treasury offices will continue to conduct financial and 

performance audits including of RBF funds allocation and use of RBF funds by CRHs and RCHs. 

This control function is expected to improve accountability among health managers. 

4.5 Before the beginning of the calendar year, rayon governments currently decide on their 

health allocation and send this information to the OHD including the annual budgets of hospitals 

and PHC centers in rayons (see Annex 1 for detailed budget information 2010 in Sughd oblast). 

Mid-year, during the state budget revision process, health budgets are updated. This will affect 
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the calculation for RBF payments to PHC if capitation payment is taken as a base. Health 

facility directors will have the autonomy to pay performance bonuses to staff based on 

the public sector wage guidelines. 

RBF contracts  

4.6 Already now, health facilities in the two oblasts develop a business plan in which they 

explain how they provide the basic health package of activities in their catchment area. Similarly 

as in other countries, this business plan will constitute the basis for a contract in which the health 

facility is responsible for providing the package in their catchment area. The main contractors 

will sign sub-contracts with providers such as public facilities, private clinics, and local NGOs 

(SINA, 2006).  

4.7 The MOH is the best-positioned institution to administer contracting, disbursements of 

the RBF funds and monitoring and evaluation. RBF contracts would have to be signed between 

the MOH and OHDs who will represent providers in their oblast. The OHDs will then sign 

contracts with all RHCs and CRHs, while RHCs will sign sub-contracts with PHC facilities. It is 

expected that signing contracts with OHDs will gain the support from OHD management to 

improve service delivery and create peer-pressure among providers within an oblast, especially if 

individual results are published. 

4.8 Contracts will clearly define the services to be provided with RBF funds, the indicators 

used to measure results, incentive targets for each indicator and the related payments. Business 

plans of PHC providers should constitute the basis for sub-contracts with rayon health centers. 

They contain basic information on utilization of health services, as well as the scope of outreach 

activities, including participation in immunization activities.  

4.9 Although its capacity to implement RBF financing is limited at the present time, the 

MOH may be reinforced with qualified local consultants in areas of contracting, M&E, HMIS and 

financial management. The RBF could be managed and administered through the donor 

coordination unit at the MOH that has existing capacities in financial management and 

procurement, health financing reforms and assisted all rayons in the implementation of the HMIS 

system. This unit could be made responsible for administering contracts, evaluating indicator 

results, reporting results for RBF payment to treasury, organizing meetings in oblasts and rayons 

with providers to present and discuss results and develop measures to improve performance 

results, etc. The RBF development and implementation process will include capacity building to 

design, negotiate, monitor and manage performance and contracts at the MOH, oblast, rayon and 

provider level.  

Use of RBF funds 

4.10 The MOH has issued regulations for hospitals on the use of revenues from patient 

copayments (BBP). Currently, BBP proceeds can only be used to pay for recurrent expenses 

including salary bonuses to health workers. With the introduction of case-based payment in 

hospitals, these regulations would have to be expanded to define the expenditures categories in 

hospitals that will be financed from case-based payment (Cashin et al. 2005). The same 

regulations can apply to the use of RBF funds in hospitals. At PHC level much was done to 

improve transparency of public resources use in PHC facilities. PHC business planning software 

was introduced to allocate capitation amounts based on the number of inhabitants in the facility 

catchment area, and planned expenditures according to facilities‟ scope of work. The use of RBF 

funds can be tracked and reported with the help of this accounting software. 
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4.11 Guidelines will have to be issued and accounting systems implemented to monitor and 

evaluate the use of the RBF funds paid to health facilities and local administrations. RBF should 

provide health facility managers in public hospitals and PHC centers increased management 

autonomy for providers to respond to payment incentives. This requires expanding management 

responsibility for key areas including hiring and firing; determining the number of staff and its 

skill mix; financial management, determining the level and scope of activities, decisions on 

capital developments, and the number of beds and the technology mix. Provider autonomy needs 

to be accompanied by increased transparency, reporting, and annual financial and performance 

audits to prevent management failure. Directors would also need training in decision-making 

capacity to change the input-mix in their health facility (e.g. fire staff to increase availability of 

drugs), to reinvest profits from efficiency gains in improvements of quality and process of care, to 

merge or close inefficient departments.  

4.12 RBF funds should be available to facility managers in a most flexible way. Managers 

should be allowed to use RBF funds to invest in resources, improve their performance, and 

achieve better outputs and outcomes and as a result a higher RBF payment. Accordingly, eligible 

expenditures for RBF funds could include: remuneration of health personnel, pharmaceuticals, 

medical materials for laboratory and diagnostic equipment, spare parts for medical equipment, 

reporting forms, and maintenance costs. However, RBF shall not be used for infrastructure 

investment as this falls under the responsibility of the local government. 

Co-payment policy  

4.13 Currently patients pay co-payment for 8 treatment categories in hospitals in selected pilot 

rayons. The co-payment varies from 50% to 80% of the average treatment price per category, 

depending on whether the patient has a referral from a PHC center. To ensure that RBF also 

improves access to care for patients, the co-payment prices for patients for RBF categories should 

be reduced to 30%/50% and hospitals compensated for the foregone revenue.  

4.14 In addition to reduced co-payments, the share of the exempt population should be 

increased from currently about 4% to 30% of the population. Co-payment exemption categories 

should be extended to include the poorest based on some transparent means-testing. In the 

absence of an official means-test, proxy means can be used based on the 2007 living standard 

survey to create additional “privileged categories”. According to this survey the poorest 

households have a household head who (i) is female, (ii) has not finished primary school, (iii) is 

unemployed, (iv) receives no support from migrant worker, and (v) household with 4 or more 

children. The RBF payment will compensate health facilities for treating an increased number of 

patients exempt from co-payment.  

4.15 A major concern for the success of RBF is the very high informal payments charged by 

health care providers to patients who seek care. If health workers continue to charge high 

informal payments, the RBF program will not lead to an increase in utilization. Therefore, during 

the entire program, the MOH together with oblast and rayon authorities will have to lead the 

campaign against informal payments. The RBF amount would have to compensate health workers 

for the foregone revenues from informal payments. 

4.16 It is proposed that RBF initially include simple demand side measures such as 

reduced out-of-pocket payments and an increased number of individuals exempt from co-

payment as presented in Table 6. However, over time, the RBF design could be modified 

to pay a targeted conditional cash transfers (CCT) to poor patients who seek care. For 
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example poor women who come to the hospital for delivery could be paid a cash amount 

that is higher than their opportunity costs to travel to the hospital instead of giving birth at 

home. Adding a CCT component would require a higher total RBF amount and additional 

implementation capacity to ensure efficient targeting.  

Prevent “gaming of the RBF program” 

4.17 Recipients of RBF funds will have an incentive to “game the system”, that is, manipulate 

the RBF program and data reporting in the HMIS to increase their revenues from RBF. A fairly 

simple RBF design is proposed to reduce the gaming risk. It should thus not lead to any under-

provision of care, up-coding to more severely ill diseases, or exclusion of care of more severely 

ill patients.  

4.18 The data manipulation risk is high as utilization data will be collected and reported by 

providers, entered in the HMIS at the rayon administration office, and then used to define the 

RBF amount paid to providers and the rayon administration. To reduce this risk, the MOH will 

send auditors to health facilities and rayon administrations to review patient files, utilization 

records and other facility data. Results from these audits will be used to establish an HMIS data 

validity score. In addition, an independent survey company will be hired to conduct population-

based surveys and estimate service use. The oblast steering committee will play a substantial role 

in preventing any gaming of the RBF program.  

TECHNICAL FEASIBILITY  

4.19 This section describes the information structure required to monitor and evaluate provider 

performance and use results for adjusting payment. The design of the RBF payment is to the 

extent possible aligned to the current reporting system for medical statistics. Thus, minimal 

adjustments would be required to the reporting format in order to incorporate reporting on RBF 

indicators. 

Measuring indicators for RBF payment 

4.20    Under the CBHP, major investments have been made in information technology (IT) in 

health facilities, rayons and OHDs, and can be used to monitor and evaluate provider 

performance, and project the financial impact of RBF. Additional investment will eventually have 

to be made in health facility medical records, staffing and auditing.  A standardized minimal data 

set will be developed in health facilities with discharge abstracts. Based on this data set, a 

comprehensive, reporting platform can be build to generate compliance reports and follow-up 

information for providers. 

4.21 To define indicator results, the MOH will receive data from the Rayons and Oblast 

Health Departments for analysis. The MOH will then report indicator results for payments to the 

oblast treasury departments that will disburse the RBF amounts to the OHD treasury account. 

OHDs will have an incentive to “game the system” and report better results than actually 

achieved to receive higher payments. Therefore, in addition to monthly data received from the 

integrated oblast level HMIS broken down by RCH and RCH, the MOH will have to collect data 

through population and patient surveys conducted by independent survey firms, and use results to 

define RBF payments and improve data validity. 

4.22 Similarly as in Kyrgyz and Rwanda, a peer-review system could be established to assess 

structural and process quality indicators for each facility with a scorecard. The scorecard could 
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assess service quality of general administration, cleanliness, curative care, delivery, prenatal care, 

family planning, growth monitoring, HIV services, tuberculosis services, laboratory services, 

pharmacy management and financial management. The peer-monitoring system will evaluate 

quality indicators regularly. Peers are medical professionals from rayon hospitals who monitor 

and supervise the quality of health facilities in their oblast. Every quarter, peers from the rayon 

hospital would then visit each health facility on an unannounced randomly chosen day, and assess 

quality indicators through direct observation and review of patient records. At the end of the visit, 

they will discuss their findings with the facility‟s personnel, and provide recommendations to 

improve the quality of services. Information from the visit can then be used to compute each 

facility‟s overall quality score. 

4.23 Data validity remains a concern for RBF. The staff in Tajikistan‟s health sector is used to 

produce a large number of data and indicators that are not used for any kind of decision-making. 

Accordingly, the attention given by staff to these “reporting exercises” is not very high. This has 

resulted in data of weak reliability and validity. Improving the reliability of data will be another 

priority to ensure payment based on valid results. At the same time the RBF focus on M&E could 

help changing providers‟ attitude towards better data. 

Auditing 

4.24 The MOH will also send auditors to each of the rayon quarterly on an announced 

randomly chosen day. Auditors will review facilities‟ utilization registry and records to verify if it 

matches the reported data. To make sure that facility records are not falsified auditors will also 

run a quick small survey of a random sample of patients. If auditors detect an error rate of more 

than 10 percent in facility records compared to reported HMIS data, the facility will be put on a 

probation period leading to a 50% reduction of the next 2 RBF payments. Auditors should 

conduct two visits in the consecutive months to make sure that the problem of misreporting has 

been addressed by the health facility. If data reporting discrepancies continue within the probation 

period the RBF payment will be decreased by 75% for the next 2 months.  These measures should 

set an incentive to the health facility to improve data reporting and will lead to overall improved 

data validity.  

Monitoring and Evaluation of the Program Effectiveness 

4.25 To evaluate the impact of RBF on provider performance, RBF is proposed to be 

implemented in a sequenced approach in three waves. For each wave, participating rayons  are 

selected at random. Non-RBF rayons will be paid a similar amount independent of their 

performance which can be used mainly to pay higher salaries. Salaries are still low in the health 

sector despite recent increases. In November 2009, the average monthly wage paid in the health 

sector was 223 Somoni compared to 308 Somoni in the overall economy.  In the past years, salary 

increases did not lead to improvements in the performance among health care workers. The 

hypothesis for the non-RBF rayons is thus that a salary increase large enough will trigger a 

behavioral change among health workers, that will lead to improved performance. The underlying 

rationale is that adequately paid staff will feel valued and motivated to improve performance. A 

higher salary is also expected to eliminate the extremely high informal payments charged by staff 

to patients, which discriminates access to care, particularly for the poor. 

4.26 An experimental evaluation design will be developed to assess the effect of RBF 

payments on provider performance. RBF pilot and control rayons will be matched for comparison 

based on similar characteristics for population, socio-economic and other factors. Before 

introducing RBF, a baseline evaluation will be conducted including (i) a health facility survey to 
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establish service use, cost and productivity in health facilities (World Bank, 2009b), and (ii) a 

population based survey with a special mother and child health module to assess equity in 

utilization of care and health financing, and document care seeking behavior. The impact of RBF 

on service delivery will be evaluated in regular follow-up surveys, comparing RBF facilities with 

non-RBF facilities that will just receive a nominal budget increase independent of their 

performance results. It is expected that RBF payment will lead to significantly higher service 

provision for indicators included in the payment, whereas utilization will remain on a similar 

level in non-RBF facilities that report a nominal budget increase independent of their results.  

LEGAL FEASIBILITY  

4.27 The RBF program is proposed to be designed as a pilot in two oblasts.  There are no 

major legal barriers to allocate extra budgetary funds such as RBF to public and private health 

facilities to top up salaries of health workers. Based on the Provision on the Remuneration of 

Healthcare Workers of the Republic of Tajikistan
8
 the MOH will have to issue a Ministerial 

instruction to regulate and provide guidance on the use of RBF funds at health facility level, and 

establish the related accountability and auditing procedures.  

4.28 The Provision on the remuneration of heath personnel is the major legal document on the 

compensation policy with regards to the public health personnel. Chapter 5 on bonus payments 

states that the salaries of health personnel may be supplemented with stimulation bonuses for high 

quality of work. It is stipulated that stimulation bonuses in public health facilities are to be 

financed from savings within the budgeted wage bill, from extra-budgetary revenues permitted by 

the legislation of Republic of Tajikistan, and from co-payment revenues from patients. The MOH 

regulation on the use and accounting of co-payment revenues from patients (BBP) specifies that 

up to 40% of patient revenues can be used to pay salary top-ups to health personnel.  

4.29 The performance of health personnel is recommended to be evaluated based on specific 

criteria defined in the above provision. However, this reform has not been introduced yet, but the 

implementation is being supported by the CBHP project. Different criteria are used for the 

performance assessment of different health worker categories. Based on the assessment the 

relative size of the stimulation bonuses paid to individual workers is defined. So far, performance 

assessment of staff is not mandatory yet, but it represents a first step to use formal performance 

assessments to pay incentive payments. The role of performance payments can be reinforced by 

allowing RBF funds to be allocated to health facilities and used as a bonus payment as defined in 

Chapter 5 of the Wage Determination Rules. 

4.30 If the implementation of RBF is supported with increased provider autonomy to increase 

the management scope of hospital directors and PHC facility managers, then this may require 

legal refinements. However, it is advisable to pilot-test such reforms first on a small level before 

scaling-up to the oblast level. For example a pilot-test for increased management autonomy can 

be implemented with a Ministerial Decree, whereas legal changes are needed to the health care 

law and labor law to implement provider autonomy.    

SCHEDULE FEASIBILITY  

4.31 When implementing RBF, Tajikistan can build up on several factors. First, the health 

sector strategy spearheads reforms in health financing and provider payment, as well as human 

                                                 
8
 On the Determination of Wage Grid and Salaries Based on Qualification-professional Groups and 

Categories of Workers, July 2009. 
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resources and the health facility masterplan. Second, substantial investments have been made in 

implementing and pilot-testing reforms in capitation payment, patient co-payment policies for 

hospitals (BBP), case-based payments for hospitals, and rolling-out the Family Medicine concept 

in two oblasts (Khatlon and Sughd). Third, health facilities have benefited from new medical 

equipment and infrastructure and staff training to improve the availability of services and quality 

of care. Also, all rayons in the two oblasts have been equipped with computers and software and 

staff are being trained in computer literacy to monitor the financial and activity performance in all 

health facilities.  

4.32 Building on the previous work, the RBF program is proposed to have four components 

(Table 8). The plan is to implement and evaluate RBF over a five-year period in two oblasts – 

Khathlon and Sogd. The first year will heavily invest in the preparation of rayons, including 

capacity building in health facilities and government administration and population campaigns; 

data collection, management and evaluation; management reforms to increase management and 

fiduciary capacity and control at the peripheral level; and the availability of resources in health 

facilities to ensure they are able to respond to the financial incentives set by the RBF system. 

Also, a Steering Committee will be established in each oblast with representatives from the 

Government and civil society to govern and overview the RBF payment decisions. 

4.33 Global evidence suggests that implementing results oriented maternal and child health 

programs and coordinated implementation of proven high impact interventions is effective in 

achieving better MCH outcomes. As quality of care is influenced by a host of factors, no single 

method results in quality improvement, rather combining various interventions has been found to 

be more effective (USAID, 2010). Policy interventions to improve health care quality can be 

categorized as follows: (i) those influencing provider behaviors through changing health care 

system organization and financing and (ii) those directly targeting individual or group level 

provider behavior (Jamieson et al. 2006).  Training and supervision of health workers has been 

shown to have limited success. More successful approaches include: use of clinical practice 

guidelines and standards; peer review, implementation of organizational change models such as 

Total Quality Management (TQM)/Continuous Quality Improvement (CQI), and the 

Collaborative Improvement Model. These factors will be supported under Component A.  
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Table 8: RBF Program Implementation Plan, Year 1-5 

Component Year 1 Year 2 Year 3 Year 4 Year 5 

A: Institutional 

and 

organizational 

strengthening 

Train staff in health facilities, at 

MOH, OHD and rayons on 

administration and performance 

implications of RBF; conduct 

public information campaign on 

reduced co-payment prices; set-up 

management, accounting and 

accountability measures to 

increase provider autonomy under 

RBF. Define with stakeholders 

indicators and RBF. 

Institutionalize indicator reporting 

and auditing system for RBF. 

Prepare and sign contracts  

Continue training, 

institutional and 

organizational 

strengthening, public 

information campaign. 

Continue training, 

institutional and 

organizational 

strengthening, public 

information campaign. 

Continue training, 

institutional and 

organizational 

strengthening, public 

information campaign. 

Continue training, 

institutional and 

organizational 

strengthening, public 

information campaign. 

Agree on sustainable 

integration of RBF into 

health sector budget 

funding system in line 

with ongoing provider 

payment reforms 

B: Medical 

supplies 

Assess additional investment 

needed in health facilities 

availability of medical resources to 

respond to the financial incentives 

set by RBF. Procure medical 

supplies to health facilities 

Phase out delivering 

medical supplies; to be 

taken over by 

government to ensure 

sustainability. 

   

C: RBF and 

non-RBF 

financial 

support 

Randomize rayons in 2 oblasts into 

3 groups, for staggered RBF 

implementation schedule in three 

waves. Develop payment 

implementation plan for each 

rayon 

Start implementation of 

RBF in health facilities 

included in wave 1 

rayons, including 

measuring indicator 

results and definition of 

RBF payment based on 

target values. All non-

participating rayons (in 

wave 2 and 3) receive 

equivalent funds as an 

increase to their line-

Start implementation of 

RBF in health facilities 

in rayons in wave 2. 

Prepare Wave 3 health 

facilities for 

implementation. 

Start implementation of 

RBF in health facilities 

in rayons in wave 3. 

Increased line-item 

budget payments are 

eliminated and 

reallocated to RBF. 

Continue RBF payment 

in health facilities in all 

rayons in 2 oblasts 
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Component Year 1 Year 2 Year 3 Year 4 Year 5 

item budget. Prepare 

Wave 2 health facilities 

for implementation 

D: M&E and 

Administration 

Define and institutionalize M&E 

framework, establish baseline data 

based on health facility and 

population surveys. Set up 

effective RBF administration 

structure. 

Collect and validate 

HMIS data. Monitor 

and evaluate in 

independent facility 

survey comparative 

results across rayons 

and against baseline. 

Conduct audits. 

Continue M&E work 

started in year 2. 

Independent audits. 

Evaluate effectiveness 

and efficiency of RBF 

administration structure 

Continue M&E work. 

Based on evaluation of 

wave 1 and 2, make 

adjustments to RBF 

indicators and target 

values.  Independent 

audits 

Continue implementing 

M&E. Final evaluation 

based on M&E 

framework 
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ECONOMIC FEASIBILITY  

4.34 It is expected that the RBF payment will lead to increased utilization of MCH services 

that are incentivized by the RBF payment, reduced out-of-pocket (OOP) expenditures for 

patients, and less severe case-mix among patients as patients who seek care at the onset of illness 

will be less severely ill. In the longer-term these effects are expected to improve the health status 

of mothers and children and reduce infant and maternal mortality rates. These expected benefits 

have to be compared with the costs of implementing RBF (Drummond, M. 1997).  

Estimated Costs 

4.35 In 2009 the health sector received around 272 million Somoni (US$63 million) 

government funding through the local budget. Total RBF costs are estimated at US$20 million 

and are expected to be disbursed over five years. Costs are estimated using cost information from 

the ongoing CBHP project. Cost reflects 2009 estimates. The RBF program will be administered 

in the two CBHP oblasts. The population in Khatlon comprises 2.4 million and in Sogd 2.6 

million people; together, this reflects more than half of the total population of Tajikistan (7.4 

million). The CBHP - funded by the World Bank, SIDA and SDC, - invested substantially in 

PHC infrastructure and equipment, family medicine training of staff, HMIS, and health financing 

reforms in these two oblasts.  

Table 9: Estimated costs to implement RBF, in US$‘000 
Activities in Sughd and 

Khathlon Oblasts 
Year 1 Year 2 Year 3 Year 4 Year 5 Total 

A. Institutional and 

organizational strengthening  100 100 100 100 67 467 

B1. Medical supplies to all 

PHC centers 100 100 0 0 0 200 

B2. Medical bags for FM staff 100 100 100 100 100 500 

C1. RBF payment 0 1,444 2,889 4,333 4,333 13,000 

C2. Budget to non-RBF rayons 0 2,889 1,444 0 0 4,333 

Sub-total 300 4,633 4,533 4,533 4,500 18,500 

Monitoring & Evaluation 200 200 200 200 200 1,000 

Overhead: audits, 

administration 100 100 100 100 100 500 

TOTAL in US$’000 600 4,933 4,833 4,833 4,800 20,000 

 

4.36 Table 9 presents estimated costs, assuming that RBF will be implemented over three 

waves. About $100,000 per year of the RBF funds are estimated for overhead costs including 

external audits and administration. An additional $200,000 per year is planned for Monitoring 

and Evaluation. Currently, the actual costs to provide a service, such as a hospital delivery or a 

prenatal care visit, are unknown. BBP hospital co-payment rates were defined as a percentage of 

a total cost estimate. During the first year, a detailed cost and utilization analysis will have to be 

conducted to identify recurrent costs of MCH services provided in hospitals and PHC centers. 

Based on these results, the RBF bonus amount can be identified for each indicator measured. For 

example, if the RBF incentive leads on average to a 30 percent increase in hospital deliveries in 

the first year against the baseline year (+39,439 deliveries), and hospitals will receive $30 for 

each incremental delivery, this will cost the payer $1.18 million per year. The cost analysis will 

help define bonus amounts large enough to trigger a behavioral change among staff, and prevent 
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them from charging informal payments to patients. For the purpose of this exercise, the RBF 

amount is estimated at $1.4 million for each wave of a rayon cohort. 

4.37 To disentangle benefits of supply side investments (e.g. training and improved 

availability of resources) from benefits achieved under RBF, an analysis will be conducted for 

non-RBF rayons. These control rayons will receive additional funds of US$4.3 million 

independent of performance to staff to increase salaries to a “trigger-level” that is expected to 

lead to a behavioral change among staff. It is hypothesized that higher salaries will motivate staff 

which will lead to overall increases in service provision, and reduction in informal payments and 

OOP payments.  

Estimated Benefits 

4.38 The cost benefit analysis is carried out to estimate the economic and financial impact of 

RBF. The RBF program will be implemented over five years, but the calculations are based on a 

ten year time horizon, including recurrent costs, operations and maintenance costs for purchased 

equipment. The expected direct and indirect benefits are summarized in Table 10, and based on 

the following assumptions. RBF will lead to an increase in MCH service provision compared to 

the base year 2009, when a total of 131,464 hospital deliveries took place in the two oblasts 

(Khatlon 71,235 and Sogd 60,228) and 52 percent of pregnant women had three prenatal care 

visits. Based on household survey data it is assumed that about 50 percent of pregnant women in 

lower income groups deliver at home. So far, tetanus vaccines have not been administered to 

pregnant women. For this cost-benefit analysis no difference in benefits will be assumed between 

the RBF intervention and the non-RBF intervention. 

Table 10: Expected Direct and Indirect Benefits 
Financing modality Direct Benefits Indirect Benefits 

RBF payment for MCH services 

in PHC, to increase case-based 

payment to hospitals and reduce 

price for BBP co-payment 

category 

Increased service use in PHC 

facilities and hospitals and 

improved compliance with MCH 

indicator target values 

Averted productivity loss due to 

improved access to hospital care. 

Potential life years saved due to 

reduced mortality (e.g. infant and 

maternal mortality) 

Non-RBF related budget increase 

for PHC centers and hospitals to 

increase salaries to “trigger-

point” 

Increased salaries and staff 

motivation, leading to overall 

performance improvement  

Averted productivity loss due to 

improved access to hospital care. 

Potential life years saved due to 

reduced mortality 

 

4.39 The cost benefit analysis uses several key assumptions, summarized in Table 11.  

(a) Increase in hospital bed occupancy rate due to a reduction of unnecessary beds, 

increased hospitalization rate and shorter average length of stay (ALOS). 

4.40 It is expected that RBF-adjusted case-based payment to hospitals combined with an 

incentive to implement recommendations from the masterplan to close unnecessary beds, will 

lead to higher hospital productivity. The hypothesis is that over ten years, there will be an 

increase in the hospital admissions rate by 5 per 100 inhabitant, a reduction in ALOS from 12 to 8 

days and an increase in bed occupancy rates from 60% to 75%.  This hypothesis will be tested in 
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the health facility survey on cost and productivity. For the purpose of this analysis, it is 

conservatively assumed that this increased productivity will lead to a net benefit of zero.  

(b) Reduction in unnecessary referrals to specialist care: 

4.41 The evaluation of a family medicine project in Bosnia estimated a decrease of 35% in 

referrals by trained GPs, and in Armenia a similar evaluation estimated a 30% reduction in 

referrals from GPs to specialists. For Tajikistan, more conservative estimates are made and 

unnecessary specialist referrals from PHC centers with RBF payments are expected to drop over 

ten years at an annual rate of 2 percent. Although unit costs in specialists practice are most likely 

higher than in PHC facilities, following a conservative assumption they are expected to be 

similar, resulting in no treatment cost savings in a shift from specialist to primary care. 

(c) Reduction in OOP expenditures for patients: 

4.42 LSMS findings suggest that patients spend about US$4.2 for an outpatient visit to a PHC 

center including informal payments and payments made for travel. Of this amount patients spend 

about 80% on pharmaceuticals they purchase at the pharmacies (World Bank, 2009). Patient 

spending for a hospitalization is substantially higher, on average 134 Somoni (US$31) according 

a patient survey conducted in 2008 (MOH, 2009); while LSMS-2007 data suggest this amount to 

be 187 Somoni. With a reduction in co-payment rates from currently 80%/50% without/with PHC 

referral, to 50%/30% of actual treatment costs, and a reduction in informal payments, total OOP 

payments made by patients are estimated to decrease per hospitalization. From a poverty 

reduction point of view this is a highly relevant aspect, and may reduce financial barriers in 

accessing care for patients. Household surveys will be conducted to monitor and evaluate the 

impact of the RBF on equity in access to care. The poverty impact of out-of-pocket payments will 

be examined over time.  

Table 11: Summary of Assumptions and Parameters used in Analysis 

Parameters and Assumptions Value Source 

Annual GDP growth over 10 years 7.5% (real) IMF 

GDP per capita $702 IMF 2008 

Deliveries, Khathlon, Sughd 2009 131,4463 MOH 2009 

Population growth rate, per annum 2% National Statistic 

Committee 

Reduction in mortality rate, average over 10 years  20% Estimate 

Life years saved, per maternal death averted 31 years Estimate 

Life years saved, per infant death averted 64 years Estimate 

Reduction in ALOS, over 10 years 4 days Estimate 

Increase in hospital admission rate, per 100 pop, 10 

years 

4 admissions Estimate 

Discount rate used to calculate NPV 5% Assumption 

 

(d) Benefits of reduced mortality: 

4.43 For the purpose of this analysis and based on the experience of the Argentina RBF 

program (Cortez, 2009), it is expected that improved access to quality MCH services will lead to 

an average reduction of 20 percent in the maternal mortality rate (baseline 97 per 100,000 life 

births) and infant mortality rate (baseline 65 per 100,000 life births). It is assumed that the 

average age of a mother who dies in childbirth is 30 years. At an average life expectancy of 66 
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years for women, this will result in a gain in life years of 31 years. For infants, the gain in life 

years saved is estimated at 64 years. The monetary value per life year saved is determined 

conservatively by using 40 percent of the discounted (5 percent) annual per capita GDP of 

US$702 (baseline 2008) over 10 years. Benefits are expected to start materializing as of year 2 of 

the project implementation.  

Results  

4.44 The cost benefit analysis presents three scenarios, using different discount rates and time 

frames. Each scenario is estimated based on total project costs of $20 million, and assuming 

benefits due to reduced mortality only. It is assumed that all three project components contribute 

to these benefits with component A and B mainly enhancing the payment effect of the RBF 

component and the non-RBF budget allocation. The sensitivity of each scenario is tested by 

changing the assumed discount rate and time frame. 

4.45 Based on the above conservative assumptions, both, infant and maternal mortality are 

expected to decrease in a progressive rate. After ten years, death will be averted for 239 mothers 

and 160 infants, resulting in totally 19,000 life years saved. This will lead to an expected 

reduction in the mortality rate for mothers from 97 to 70 per 100,000 deliveries, and for infants 

from 65 to 47 per 100,000 life births (Figure 8), which is still above the MDG 2015 Goal of 

reducing mortality rates for mothers and infant to 30 per life births. 

Figure 8: Expected Maternal and Infant Death Rates, per 100,000 deliveries 

 
 

4.46 Table 12 presents results for the net present value (NPV) of the programs net benefits 

based on mortality reduction, only, using the above assumptions. Most of these net benefits from 

reduced mortality will occur after about five years. The effect of the program is estimated, using a 

5 percent discount rate over 10 years. Based on total project costs, a negative net benefit value of 

$11.8 million is expected over five years, after the program ends. The sensitivity analysis 

assumes a 10 percent discount rate over 10 years, resulting in a negative NPV of $1.6 million. 

Assuming a 5 percent discount rate over 10 years, the NPV of the net benefit will be positive. The 

internal rate of return (IRR) for this investment of US$20 million is 6.2 percent over 10 years.  
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Table 12: Cost Benefit Analysis 

Net Benefits 5 years (i=5%) 10 years (i=10%) 10 years (i=5%) 

    

Based on Total Project Cost    

NPV of Net Benefits ($11,806,152) ($1,633,136) $711,008  
    

 

4.47 The results from this economic analysis should be interpreted with caution. It was 

assumed that only a reduction in mortality rates will result in net benefits over time. The 

additional gains from hospital savings due to reduced ALOS and increased admission rates will 

only materialize if hospitals address their inefficient productivity for example by adjusting their 

bed and staff capacity over time, which would eventually require closing empty hospital wards 

and closing and restructuring under-utilized hospitals. Net benefits are most likely not to occur if 

scare resources are used to finance empty hospital capacity and staff. Furthermore, in the absence 

of information on informal payments, this analysis does not include eventual savings from 

decreases in informal payments paid by patients to health care providers. It may be that better 

trained providers who receive a financial incentive to increase utilization of MCH services will 

understand that informal payments may hinder patients to seek care. The RBF could positively 

affect worker motivation and their financial situation, which will eventually lead to a decrease in 

informal payments. 

4.48 Other long-term benefits that are not accounted for in the analysis include the following 

two possible efficiency gains. First, economies of scale in PHC facilities caused by higher 

productivity of better trained personnel and an increased demand for their services, and second, 

less severely ill patients who have faster access to care, in a PHC network, will require less 

intense and thus less-costly treatment. From a health facility point of view, the most tangible 

benefits may include better trained and motivated staff providing better quality of care to a larger 

number of better satisfied patients. As patients co-pay for care in hospitals, a higher patient turn-

over rate will also have a positive impact on the hospital financial situation. 
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5. ANNEX 

 Rayons 

 

Health budget in Soghd Oblast (2010), in Somoni 

 

Hospitals PHC Public Health Administration 
Total health 

budget 

 Asht  
1,060,558 1,621,467 54,019 22,259 2,758,303 

 B. Gafurov  
2,958,165 4,468,260 180,338 9,556 7,616,319 

 Ganchi  
980,103 1,228,663 102,555 17,474 2,328,795 

 J. Rasulov  

999,275 946,020 160,370 38,630 2,144,295 

 Zafarabad  
750,070 401,813 139,062 33,625 1,324,570 

Isfara  
2,466,886 2,337,148 467,374 65,306 5,336,714 

 Istaravshan  
2,512,175 2,224,685 232,028 234,424 5,203,312 

Kayrakkum  
790,178 571,813 59,224 17,050 1,438,265 

 Kanibadam  
2,284,471 1,823,821 213,130 69,452 4,390,874 

Matcha  
1,228,356 896,748 100,779 10,367 2,236,250 

 Penjikent  
2,290,954 3,081,399 283,595 41,400 5,697,348 

 Spitamen  
1,355,105 1,012,800 257,820 32,580 2,658,305 

 Taboshar  
288,516 177,214 197,169 - 662,899 

 Khujand  
3,358,126 3,667,292 804,097 366,518 8,196,033 

 Chkalovsk  
915,967 918,997 111,785 52,525 1,999,274 

 Shakhristan  
587,472 531,834 194,274 15,916 1,329,496 

TOTAL  24,826,377 25,909,974 3,557,619 1,027,082 55,321,052 

 


