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Prioritized list of health services in
the Islamic Republic of Iran
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ABSTRACT We aimed to provide a prioritized list of preventive, diagnostic and therapeutic proce-
dures and their appropriate classification based on a cost-benefit analysis. Functional bench-
marking was used to select a rationing modetl. Teams of qualitied specialists working in
community hospitals scored procedures from CPT™ according to their cost and benefit elements.
The prioritized list of services mode! of Oregon, United States of America was selected as the
functional benchmark. In contrast 1o its benchmark, our country’s prioritized list of services is
primarily designed to help the government in policy-making with the rationing of health care re-
sources, especially for hospitals.

Liste des services de santé par ordre de prlorité en République islamique d'Iran

RESUME Notre objectif était de fournir une liste par ordre de priorité en ce qui concerne les
procédures préventives, diagnostiques et thérapeutiques et leur classification approptiée sur la
base d'une analyse colit/avantage. Des références fonctionnelles ont été utilisées pour sélection-
ner un modele de rationnement. Des équipes de spécialistes qualifiés travaillant dans des hépi-
taux communautaires ont marqué les procédures a partir de la terminologie des procédures en
cours (CPT™) en fonction ge leurs éléments de colts et d'avantages. Le modéle de liste par ordre
de priorité de I'Oregon (Etats-Unis d'Amérique) a été choisi.comme référence fonctionnelle. Par
contraste avec sa référence, la liste des services par ordre de priorité de notre pays est princi-
paiement congue pour aider le gouvernement & &laborer les politiques avec le rationnement des
ressources de soins de sant8, notamment pour les hépitaux.
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Introduction
The Islamic Republic of Iran is a develop-

ing country whose cconomy is mainly de-
pendent on exporting fossil fuels and
mineral raw materials [/]. Since 1979, the
population of the country has doubled and
as a result, national wealth has been com-
promised [2].

The health care system of the country is
managed primarily by the government,
Nearly 65% of all hospital beds are man-
aged by medical universities [3]. Another
15% of the beds belong to governmental
insurance companies. A number of essen-
tial health care resources, especially those
related to hospital services, are subsidized.
In 1984, a countrywide network for the de-
livery of primary health care was estab-
lished with the aid of the World Health
Organization (WHO) [4]. This system now
delivers up to 70% of the health care servic-
es to rural populations and 40% to urban
populations [2]. More advanced services,
such as complex therapeutic and diagnostic
procedures, are not covered within this pro-
gramme. These are delivered in a variety of
hospitals (public, private or semiprivate).
The quality of health care services and so-
cial access to them are adversely affected
by shortfalls in government income.

The introduction of new and expensive
technologies has threatened just distribu-
tion in the national health care system.
Most of the time, these technologies can
only be afforded by governmental agen-
cies. Because they may not be purchased
due to their expense, their real impact on
overall public health remains unknown.
Unregulated allocation of resources will
adversely affect just distribution in the
health care domain.

Accordingly, the amount of scarce pub-
lic funds spent on advanced technologies
should be accurately determined and ra-

tioned. This requires a comprehensive plan
and efficient management. The annual in-
flation rate in the health care field is anoth-
er reason for adopting managed care plans
and rationing models in a country. A num-
ber of rationing strategies have been adopt-
ed for improving public access to health
care and the efficiency of health care re-
sources management. Fair distribution of
adequate health care is the hallmark of all
of these strategies [5].

In order to define adequate health care,
the various levels of the delivery chain of
services must be prioritized (diseases and
conditions, preventive and therapeutic ser-
vices, human resources, etc.). Our study
describes a local approach to the definition
of an adequate level of health care by prior-
itizing a comprehensive list of health care
services that are frequently delivered in
hospitals.

Methods

Strategic benchmarking was adopted as the
technique for selection of the framework of
prioritization. We made a systematic review
of different national health care systems.
The basis for selecting health care systems
was their reported efficiency in health care
delivery, explicitness of rationing models,
the target of rationing {patient or service)
and similarities in the nawre of the govern-
mental and private involvement in health
care delivery systems.

The coded list of preventive, diagnostic
and therapeutic procedures (services) of
Current Procedural Terminology (CPT™)
was selected [6]. The titles of separate pro-
cedures were included and unnecessary de-
tails were discarded. The original
categorization, which was mainly anatom-
ic, was modified and completed according
to the existing academic specialties ap-
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proved by the Ministry of Health and Med-
ical Education. For the purpose of selecting
elements of cost and benefit, related reports
about the methodology of cost—benefit
analysis of medical services were reviewed
from Medline. From the list of possible ele-
ments of cost and benefit, an advisory com-
mittee of the Deputy of Drugs and Medical
Therapeutics selected four elements. Quali-
tative scoring was used to determine the
relative importance of each service. Scor-
ing in each of the elements was based on
appropriate probes [Ameli O, unpublished
document, 1997].

We selected two elements for both cost
and benefit. Average vitality of a service
was the first benefit element. It was defined
as the level of vitality of a service consider-
ing its impact on the survival of the patient.
The element had four conditions: urgent
services were usually mandatory within
minutes of the initial assessment of the pa-
tient, emergent services were usually re-
quired within hours of the initial
assessment of the patient, selective services
(non-urgent, non-emergent), and services
that are performed only on patient demand
(e.g. cosmetic surgery). Frequency of need
was the second benefit element. The fre-
guency at which a service was needed in
the context of a medium-sized urban gener-
al hospital with 250-350 beds was divided
into four classes.

Level of specialization in human re-
sources needed for a service was the first
cost element and was further divided to
four conditions: medical or surgical sub-
specialist, medical or surgical specialist,
general practitioner and nurse or techni-
cian. The second cost element was the high
technology index of a service, which was
determined according to the expense of
purchasing and maintaining the equipment
needed to perform that service.

Twenty-cight (28) teams of medical,
surgical, radiological and laboratory spe-
cialists were formed. Each member of a
team was sclected on the basis of their clin-
ical and management experience in the se-
lected specialty. Each of the team members
was interviewed to determine the scores of
the elements of cost and benefit.

Results

Available information on rationing models
in national health systems of the United
Kingdom, Canada, Norway, Oregon in the
United States of America and Ghana were
reviewed regarding their reported efficien-
cy, explicitness and target of rationing. The
Oregon madel for prioritizing health ser-
vices was selected and confirmed by an ad-
visory committee of the Deputy of Drugs
and Medical Therapeutics.

In 1989, the Oregon State Legislature,
through Senate Bill 27, extended Medicaid
coverage to every person from Oregon with
an income below the federal poverty level
and guaranteed them a basic benefit pack-
age based on a prioritized list of health ser-
vices [7]. Senate Bill 27 created the Oregon
Health Services Commission and mandated
it to rank medical services from most ta
least important to the entire population.
The legislature defined the standard benefit
package from this list. The Oregon list was
established using two steps. First the condi-
tion/treatment pairs were ordered on the
ability of the treatment to prevent death. If
any pairs were tied on this basis, then the
tied pairs were ordered on the average cost
of trcatment, with the higher cost pair
ranked lower. If any pairs were tied on both
of these measurements, they were ordered
alphabetically by diagnosis.
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In our study, 6400 medical, surgical and
diagnostic (radiological and laboratory)
services were categorized into 28 groups.
Eighty-four (84) specialists were inter-
viewed to score each one of the cost and
benefit elements for any one service in a
specialty (Table 1)}. The scored procedures
were prioritized n a stepwise manner. Four
major groups of services were generated
based on their vitality score: V score = ur-
gent (lines 1-20), emergent (lines 21-40),
selective (lines 41-60) and miscellaneous
procedures (lines 61-80). Further prioriti-

zation was carried out according to the
overall need to perform a procedure (N
score) and then based on the level of spe-
cialized human resources needed. Services
with the same score in the three elements of
vitality, need and level of specialization
were grouped in the same “line” of servic-
es. Eighty (80) lines of services were identi-
fied, examples of which are shown in Table
2.

Due to the diverse heterogeneity of the
high technology index of procedures in dif-
ferent specialties and the subjective and

Table 1 Examples o scores vl coded procedures in the prioritized Wst of
services in the Islamic Republic of Iran

cPT™ Line no. V score® N score® S score®
codes {(attributable)

90-788 1 4 FHH+ +
93005 2 +++ ++at ++
43-460 14 +++ + +++
20—60‘0 25 i i i
aVitality (0 to 3+)

bFrequency of need (0 1o 4+)

Level of specialized human resource needad (1+ to 4+)

Table 2 Examples of the prioritized list of services of the Islamic

Republic of iran

Line Some CPT™ codes Included

number

1 90-788

2 90200, 36405, 384086, 36-415, 36-400

3 90-500, 90-217

12 40-184, 40223, 50-640, 90-941

14 82-320

15 23-580, 41000, 43460, 45-337, 59-351, 78-760

27 10100, 10-180, 20-600, 23650, 24-530, 25-545, 53400,

59-800, 90-610, 94-664
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qualitative basis of the scoring system, the
scores in various specialties cannot be used
for interspecialty prioritization. Therefore,
this etement was not used for prioritization.

Discussion

The standard benefit package of Oregon
consists of several hundred lines of diag-
nosis—treatment groups that have been pri-
oritized [8]. The lines of the Islamic
Republic of Iran’s prioritized list of servie-
es (PLS) include only the services (proce-
dures), not the related diagnoses. This is
because of the framework the PLS is ap-
plied to. Our PLS is primarily designed to
help administrators with the rationing of
health resources (lechnology, human re-
sources and number of hospital beds).
According to the cost and benefit ele-
ments considered in the project, the pre-
ventive services fall behind their

therapeutic counterparts in many cases,
which is a systematic shortcoming in this
method of prioritization. The project’s
technical committees consisted of clinical
specialists whose primary focus is on thera-
peutics. On the other hand, the list was pri-
marily intended to address the problems of
hospitals. This bias was inevitable with the
selected method but could be adjusted with
an organized critical review. National and
regional health policies should be consid-
ered as another legitimate modifier for the
list.
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