Yassawi Journal of Health Sciences, Ne3(3), 2025 ISSN-p 3080-8707
ISSN-e 3080-8715

I'PHTU 76.75.75
YIK: 614.258.8 : 331.101.32 http://doi.org/10.47526/YJoHS-2025.3-18

MANAGING INCENTIVE PAYMENTS IN PRIMARY HEALTH CARE: BUSINESS
SOLUTIONS FOR SUSTAINABLE HEALTHCARE DEVELOPMENT

Toymetov B.B. "=, Zhagiparova Zh.A. "=, Idayat M.G.
Khoja Akhmet Yassawi International Kazakh-Turkish University, Faculty of Higher Postgraduate
Medical Education (Shymkent, Kazakhstan)

Abstract. This study examines incentive payment schemes in primary care and their impact on
healthcare effectiveness and equity. We analyze four principal remuneration models: Fee-for-Service,
Capitation Financing, Pay-for-Performance (P4P), and hybrid approaches.

Kazakhstan introduced capitation financing with P4P elements in 2009. Our analysis identifies
three fundamental paradoxes in this system. First, weak risk-adjustment mechanisms chronically
underfund facilities serving vulnerable populations. Second, payment delays undermine financing
predictability and create financial instability. Third, incentives for selective patient enrollment
contradict universal health coverage goals. The P4P component shows additional weaknesses:
questionable quality indicators, inadequate outcome attribution, and poor integration across care
levels.

Based on international experience (Kyrgyzstan, Uzbekistan, United States), we propose four
optimization strategies: strengthening risk-adjustment models; refining P4P mechanisms with
emphasis on equity and provider support; eliminating payment delays; and developing
comprehensive motivation frameworks that combine adequate base salaries and fair capitation rates
with non-financial incentives such as professional development and improved working conditions.

Our findings show that financial mechanisms without broader systemic support generate
counterproductive incentives. These results inform remuneration policy development, primary care
quality improvement, and healthcare expenditure optimization.

Keywords: Primary Health Care (PHC), incentive payments, pay-for-performance, capitation
financing, health sector reform, motivation of healthcare workers.

BipiHmminik JeHcay/blK, cakKTayAa bIHTQ/JIAH/JBIPY TesieMJepiH 0ackapy: TYpPaKThl
AeHCay/IbIK, CAaKTay/Abl JaMbITY YIIiH OM3Hec-memim/ep

ToiimeroB B.B., )Karunaposa XK.A., Upasat M.F.
Korka Axmet fcayu aTeIHarbl XasblKapasblK Ka3ak-TYpPiK YHUBepCUTeTI
JKorapbl MeZiMIIMHAJIBIK, OKY OPHBIHAH KeliHri 6isim 6epy dakynbreti (LIIsiMkeHT, Ka3akcTaH)

Anpatna. Byn 3eprrey OipiHIIIK MeJUIMHANBIK KOMeK JKyHleciH/eri bIHTalaHbIPy
Te/leMJIepiH ’KoHe OJiap[blH [EeHCay/blK CaKTay THIMAITT MeH o[UIeTTiIiriHe bIKa/JIbiH
KapacTteipazibl. Bi3 TepT Herisri eHOeKakbl Tejey MOJeNiH TalJalMbI3: KpI3MeT YIIIiH TejeM, yKaH
GachbIHa IIaKKaH KapyKblJIaHABIPY, HaTiKere OarbITTanFad Tesem (P4P) >kaHe apasac Tacinzep.

Kazakcran 2009 »Xbiibl KaH 0OacbhlHa IIAKKAH KAp>KbUIaHABIPYZAbI P4P symemeHTTEpiMeH
eHri3zi. bi3giH Tanzay ockl XKykeeri yii Herisri mapa/ioKCThl aHbIKTakAbl. bipiHiigeH, Toyekenzi
Ty3eTy TeTiKTepiHiH aJICi3Ziri ocan TonTapra KpI3MeT KOPCEeTeTiH YUbIM/AP/bIH, CO3bLIMAabl TYPAe
JKeTKIJIIKCi3 KapKbIaHAbIPbUTYbIHA 9Keneni. EXiHieH, TeneMaepaiH Kelliryi Kap>KbulaHAbIPY/bIH,
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60/KaMIBIIBIFBIH TOMEH/IETIT, KapKbLIbIK TYPAKCHI3ZbIK TYFbI3a[bl. YIIiHIIiIeH, MaljeHTTepAi
ipiKTer Tipkeyre apHa/IFaH bIHTaIaHZBIPY YKaJITbIFa Oipiel MeUIMHAJIBIK KaMTY/IbIH MaKCaTTapbiHa
Kaliel Kesiefli. P4P KOMIOHeHTiHZEe KOChIMINIA 37ICi3 TycTtap 0ap: cama KepCeTKilllTepiHiH
KYMOH//IIT], HITV)Ke/epi OpbIHAAYIIbIFa JYPbIC Te/Ty/iH KUbIHBIFbI JKoHe MeAULIMHAIbIK KOMEKTiH
JleHreiiepi apacbiH/|aFbl UHTerPALIUSIHbIH, TOMEH/IIT.

Xanbikapanblk Takipubere (Kpiprbidcran, ©36ekcran, AKIII) cyiieHe oTbIpbi, 6i3 TepT
OHTaM/IaH/IbIPy CTPaTerusiChbIH YChIHAMBbI3: TyeKesl/li TY3eTy MoJe/bAepiH KYIIeNTy; 9/1i/IeTTi/IiK reH
KbI3MeT KOpCeTyIIiyiep/ii KosgayFa KeHisn O6ese oTwipbir, P4P TeTikrepiH >KeTingipy; TenemzaepiH
KeIIiryiH »koro; 0a3a/bIK >KajlakKbl, 9/1i/1 KaHOACHUILIK TapHU(Tep >KoHe KaciOu mamy MeH eHOeK
JKaFJai/lapblH JKaKcapTyFa OaFbITTajFaH MaTepuaJblK eMeC bIHTaJaHZABIPYIap/bl KaMTUTBIH
KellleH/li MOTUBALUSIBIK, JKyHenep/ii JaMbITy.

bi3miy HoTwKenep OJKYMelmiK Ko/jayAblH Oo/Maybl Kap)KbLIBIK — TETIKTepAiH  Kepi
bIHTAIAHZBIPY/IAP TYAbIPYbIHA JKeseTiHiH KepceTei. By TYKbIpbiMIap eHOeKaKbl TeJiey cascaThbiH
a3ipsiey, OipiHIITIK MeOWIMHAMBIK KOMEKTIH, CarachlH >XKAKCapTy J>KdHe JeHCay/IblK CaKTay
LIbIFbIHZAPBIH OHTaM/IaH/bIPYFa bIKIAI eTe.

Tyuin ce3aep: OipiHmminik megunuHanblk kKemek (BMK), bIHTanmaHaplpy Tenemzepi,
HOTWKere OarbITTajsFaH TeseM, >KaH OacblHAa IIAaKKAaH KapKbUIAaHABIPY, [JeHCAY/IbIK CaKTay
pedopmachl, MeJUl[Ha KbI3MeTKepJiepiHiH, MOTHUBAIUSIChI.

YnpaeieHue cTuMyaupyomuMi BbiyiatamMu B IIMCII: 0u3Hec-pelneHus /1 YCTOMYHBOIO
Pa3BUTHA 3APaBOOXPaHeHUs

ToumeroB B.B., JKarunapoBa XK.A., UgaatT M.T.
Me)xayHapoHbIl Ka3axCKO-TYpeLKUM YHUBepCUTeT UMeHU Xopka AxMes SlcaBu
@daky/bTeT BBICIIET0 MeJUIIMHCKOTO TIOC/IeBYy30BcKoro oopa3oBanus (IIIsiMkeHT, KazaxcraH)

AnHoTtanusa. CtaTbsl MOCBSAIEeHa aHaIU3y CUCTeM CTUMY/UPYIOIIUX BBIJIAT B TI€PBUUHOM
MeIMKO-CaHUTApHOW MOMOLLY KaK MWHCTPYMEHTY MOBbILLeHUs1 3()()eKTUBHOCTH U CHpaBedJ/IMBOCTH
3apaBooxpaHeHus. VccnemoBaHue 0a3vpyeTcss Ha KPUTHUECKOM aHaIW3e UeThIpeX OCHOBHBIX
MoZiesiel  oriaThl  TpyJa MeOULMHCKUX paboTHUKOB: Fee-for-Service, KaruTalMiOHHOTO
(bvHaHCHUPOBaHMs, OT/IaThI 110 pe3ysbratam (Pay-for-Performance) 1 KOMOMHUPOBAHHBIX MTOAXO/OB.

AHasu3 Ka3zaxCTaHCKoro oribiTa BHeipeHus ¢ 2009 roga KanuTaijoHHOT0 (MHAaHCUPOBaHUS C
snieMeHTamu P4P BbIsiBIIsieT TPU KPUTHUECKUX CUCTEMHBIX TlapaJjoKca: HefloCTaTouHast afileKBaTHOCTh
MeXaHHM3MOB KODPEKTHPOBKM IO PpHUCKaM TIPUBOAUT K XPOHUUECKOMY HeJo(HHAHCUPOBAHUIO
OpraHu3aIyii, 00CTY)KMBAIOIMX COLMANBHO YA3BUMbIE TIOMY/SLMM; XPOHUUYECKHE 3a7lep>KKH
njate)xed  TpaHC(OPMHUPYIOT MeXaHWU3M T[peACcKa3yeMOCTH B MHCTPyMeHT (DMHAHCOBOM
HeCTaOUIbHOCTH; CTPYKTYPHBIE CTUMYJIbI K CEJIEKTUBHOMY OOC/TY>KMBAaHHWIO TPOTHBOPEYAT LIe/IsIM
yHUBepca/sbHOro oxBara. Cucrema P4P pmeMoHCTpupyeT mpobieMbl BalWAHOCTH TIOKa3aTesieit
KaueCTBa W HeaZIeKBaTHOW aTpUOYLUU pe3y/bTaTOB MPH /1ab0W MHTEerpariid ypOBHeH OKa3aHUs
TIOMOILIN.

Ha ocHoBe wMmexayHapoaHoro ombiTa (Kbipreisctad, ¥Y36ekucraH, CIIIA) rmpeajiokeHbI
yeTbIpe HarpaB/eHHsI ONTUMM3al[MM: COBEpLIEHCTBOBaHME MHOTO(AKTOPDHBIX MOJe/el pUCK-
KOPPEKTHUPOBKH; repepaboTka P4P ¢ ¢oKycom Ha CrpaBe[IMBOCTh U TIOAJEP)KKY; yCTPaHEHHe
3a/lep>KeK TiaTexkel; pa3BUTHe KOMIIJIEKCHOM CHCTeMbl MOTHBALUU, UHTETpUPYHOILed (hrHaHCOBbIe
KOMITOHEeHThI (a[jeKBaTHbIe OKJ/aJbl, CIpaBeJjivBas KaruTalusi) U He(UHAHCOBbIe CTUMYJIbI
(npodeccroHabHOE pa3BUTHe, KapbepPHBIM POCT, yayullleHHe YC/I0BUM Tpyaa).

WccnenoBaHve [eMOHCTPUpPYeT, UTO (DOKYCHpDOBKa MCK/IHOUWTENbHO Ha (DMHAHCOBBIX
MexaHU3Max 0e3 CHUCTeMHOW TOJ/IePKKU Hen30eXHO C03[aeT KOHTPIPOAYKTHUBHbIE CTUMYJIbI.
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Pe3ynbTaThl pesieBaHTHBI /ISl OPTaHOB yTIpaB/ieHUs 3[paBOOXPAHeHUs TpU pa3paboTKe MOIUTHKU
oruiathl Tpyza, noseiieHus kauecrsa [IMCII u ontumu3anuy pacxozios.

KnwueBbie cimoBa: [IMCII, cTtuMmynupyrome BbIIIaThl, OIJlaTa I10 pe3yJbTaram,
KanuTaluoHHoe (UHaHCUpOBaHWe, pedopMa 37paBOOXpaHeHUs, MOTHUBALUS MeAULIMHCKUX
pabOTHUKOB

Introduction

Primary Health Care (PHC) forms the backbone of effective health systems and remains
essential for achieving universal health coverage (World Health Organization, 2018) [1]. The 1978
Alma-Ata Declaration first positioned PHC as a priority in national health system development. Forty
years later, the 2018 Astana Declaration reaffirmed this commitment in the face of new population
health challenges (World Health Organization & UNICEF, 2018) [2]. Quality primary care depends
fundamentally on motivated, professional healthcare workers. WHO evidence shows that countries
with strong PHC systems achieve 30-40% better health outcomes at lower cost [3-5].

Kazakhstan, an upper-middle-income post-Soviet country [4], is transforming its healthcare
system from the Soviet hospital-centered model toward primary care. The country launched
mandatory social health insurance (MSHI) on January 1, 2020, now covering over 14 million people.
This reform fundamentally changed how healthcare workers are financed and paid [6].

The PHC workforce includes approximately 18,000 physicians and 35,000 mid-level healthcare
workers, but shortages persist. Rural areas face the most severe gaps, with only 68% of physician
positions filled [7-10].

Despite major financing reforms, Kazakhstan's incentive payment system faces serious
problems. First, no unified methodology exists for determining incentive payments or allocation
criteria. Regional approaches vary widely - from simple salary supplements to complex point systems.
This creates inequities and reduces transparency [11].

Second, quantity trumps quality in physician performance assessment. A 2023 survey found that
67% of PHC physicians said their incentive payments depended more on patient volume than care
quality, driving a formalistic, volume-focused approach [12].

Third, financial incentives fall short of expectations. PHC physicians earn about 280,000 tenge
(roughly USD 600) on average - 20-30% less than university-educated professionals in other sectors.
This pay gap fuels workforce attrition: approximately 8% of PHC physicians leave annually, mostly
young doctors with under five years' experience [10].

Fourth, COVID-19 intensified professional burnout. WHO data show that 41-52% of
healthcare workers experienced burnout during the pandemic, with higher rates among women (76%
of Kazakhstan's PHC physicians), early-career professionals, and parents of young children [2].
Inadequate motivation and support systems worsened these challenges, harming both care quality and
patient satisfaction [13].

Work motivation theory traces back to Maslow's hierarchy of needs (1943), Herzberg's two-
factor theory (1959), Vroom's expectancy theory (1964), and modern self-determination frameworks

[14,15]. Franco et al. (2002) showed that healthcare worker motivation combines intrinsic factors
(professional duty, altruism) with extrinsic ones (pay, recognition, working conditions, career
prospects).

Healthcare remuneration systems have been extensively studied [13,14]. The main payment
models - fee-for-service, capitation, salary, pay-for-performance, and mixed approaches - each shape
physician behavior differently. Fee-for-service increases service volume but risks overtreatment.
Capitation encourages prevention but risks undertreatment. Pay-for-performance theoretically drives
quality improvement but requires valid, reliable measurement [16-18].

International research [17] shows that successful incentive systems combine financial and non-
financial elements, balance quantitative and qualitative indicators, and adapt to local contexts [9,17].
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Post-Soviet studies [19] examine remuneration reforms in Russia, Ukraine, and Central Asia.
However, Kazakhstan-specific research remains limited. Existing studies [17] describe the overall
system structure but lack deep analysis of incentive mechanisms under MSHI.

A gap exists between established international theory on incentive systems and our
understanding of how these mechanisms work in Kazakhstan's transforming healthcare system.

Research objective: To analyze incentive payment systems in healthcare, examining both
theoretical frameworks of worker motivation and contemporary remuneration models in primary
health care.

Materials and methods

1. Structure of the healthcare system

Kazakhstan’s healthcare system is centrally managed by the Ministry of Health, which is
responsible for developing national health policies, regulating medical institutions, and defining
benefit packages. Regional (provincial) health departments are tasked with delivering primary,
secondary, and tertiary care.

Since 2020, two complementary benefit packages provide state-funded medical services: the
State Guaranteed Benefit Package and the Social Health Insurance Package. Both packages are
administered by the Social Health Insurance Fund (SHIF), but they operate with separate funding
pools.

2. Research design

The present study is based on the mixed-methods approach, which combines quantitative and
qualitative methods of data collection and analysis. This approach allows us to gain a comprehensive
understanding of the functioning of the incentive payment system in terms of both statistical patterns
and the subjective experience of medical professionals (Creswell & Plano Clark, 2017). The study
was conducted in the period from January to August 2025 on the basis of primary care medical
organizations in the Turkestan region (a predominantly rural region with a high population density).

3. Analysis of the regulatory framework

The first stage of the quantitative study involved a systematic analysis of regulatory documents
governing the remuneration and incentive payment system for PHC workers. The following
categories of documents from 2018 to 2024 were examined: (1) laws of the Republic of Kazakhstan
(e.g., On Mandatory Social Health Insurance, On the Health of the People and the Healthcare System
); (2) Government resolutions; (3) orders of the Ministry of Health of the Republic of Kazakhstan; and
(4) local regulatory acts of medical organizations in the three studied regions (Bowen, 2009).

Documents were analyzed using content analysis, focusing on the following parameters: types
of incentive payments, criteria for allocation, calculation methods, sources of funding, payment
frequency, and recipient categories. To systematize the information, a specialized analysis matrix was
developed in Microsoft Excel, enabling the comparison of regional variations in the application of
incentive mechanisms (Braun & Clarke, 2006).

In parallel, an analysis of anonymized administrative data on the salaries and incentive
payments of primary care physicians for the period 2022-2024 was conducted.

Results

1 PHC Payment Models and Their Systematic Analysis

Our literature review identified four main remuneration models for primary healthcare workers
(Figure 1). Each model has distinct financing mechanisms with different effects on system
performance.

Fee-for-Service (FFS) is the most common PHC payment model. Providers earn more when
they deliver more services - a straightforward proportionality between interventions and pay. This
creates clear financial incentives for activity and initiative. However, it also encourages
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overtreatment. Physicians may perform unnecessary tests or procedures to boost income, wasting
resources and potentially harming patients. This is especially problematic in primary care, where
prevention and coordination should take priority over service volume.

Capitation financing works differently - providers receive a fixed amount per registered patient,
regardless of services delivered. This shifts financial risk to providers and flips the incentive structure.
Capitation encourages prevention and reduces unnecessary interventions, making healthcare
spending more predictable. But it also creates opposite risks. Providers may underserve patients,
especially those with complex needs, since the payment stays fixed. Without proper risk adjustment,
facilities can game the system by enrolling healthier patients and avoiding sicker, more expensive
ones. This marginalizes vulnerable populations.

Pay-for-Performance (P4P) adds bonuses for meeting quality and efficiency targets. In theory,
this aligns provider interests with system goals by rewarding good outcomes. In practice, significant
problems emerge. Many quality indicators are hard to measure validly in primary care, where
outcomes depend on factors beyond provider control. The system can distort clinical practice - doctors
focus on measurable targets while neglecting important but unmeasured aspects of care. Gaming
behaviors appear: cherry-picking patients, manipulating data to hit targets. These undermine both
objectivity and fairness.

Hybrid models combine multiple payment mechanisms - typically capitation as the base, with
P4P bonuses and selective fee-for-service for specialized services. This approach tries to balance
competing incentives. Success depends heavily on design quality, component balance, and risk-
adjustment adequacy. The complexity and information infrastructure requirements can be barriers,
especially in resource-limited settings.

Healthcare Payment Models

Fee-for-Service Capitation Financing
(Fen for-service) (Caphation)

G?.’) g’\

Payment is made for each provided medical service Payment for enrolled population regardless of
service volume

Pay-for-Performance Mixed Model
(Pay-for-Performance, P4P)

*

Additional compensation for achieving performance Combination of different payment methods for
indicators optimal results

Figure 1. Remuneration Models in Primary Health Care (PHC)

2. Healthcare Financing

Kazakhstan spends over 4% of GDP on healthcare, with public funding at 2.6% of GDP -
meeting WHO's minimum recommendation for achieving Sustainable Development Goals. Per capita
spending rose dramatically from USD 50 in 2000 to USD 273 in 2018. Among CIS countries,
Kazakhstan maintained relatively high government share in total health spending, though out-of-
pocket payments still reached 33.5% in 2018.

Yet spending levels don't match performance. Despite substantial investment, the system shows
limited access to innovative diagnostics and treatments, slow adoption of evidence-based practices.
This suggests structural inefficiencies in how resources are allocated and used.

The 2025-2027 Republican Budget (Law No. 141-VIII, December 4, 2024) sets key financial
indicators (Figure 2):

e Monthly Calculation Index (MCI): 3,932 KZT
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¢ Minimum Wage (MW): 85,000 KZT
¢ Subsistence Minimum: 46,228 KZT

e Minimum Pension: 62,771 KZT
e Basic Pension Payment: 32,360 KZT

Republican Budget Indicators of the Republic of Kazakhstan for 2025-2027

Law of the Republic of Kazakhstan Mo, 141-VIIl of December 4, 2024
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Figure 2. Key Indicators of the Republican Budget of the Republic of Kazakhstan for 2025—
2027
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The Monthly Calculation Index (MCI) is used to calculate benefits and other social payments,
as well as to determine fines, taxes, and other mandatory contributions. The minimum wage (MW) is
intended to include all types of incentive payments (bonuses and allowances), compensations, and
social benefits.

3. Incentive Payment Management in PHC

Since 2009, Kazakhstan's PHC system uses capitation financing supplemented by pay-for-
performance elements (Table 1). Each facility receives a fixed amount per registered resident,
adjusted for demographics, socioeconomic factors, and regional epidemiology.

Table 1 — Capitation Financing Model with Risk Adjustment
1 Advantages of the Model: - Predictable financing for service providers
- Encouragement of preventive activities
- Focus on continuity of care
- Reduction of the risk of overprovision of services
2 Implementation - Need to develop an adequate risk-adjustment system
Challenges: - Risk of under-provision of services for complex patients
- Payment delays from the Social Health Insurance Fund
(SHIF)

- Financial pressure on providers in cases of untimely
payments
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Capitation brings predictability for budget planning, incentivizes prevention, and encourages
continuous patient management. It should reduce unnecessary services and promote efficient resource
use.

But implementation problems emerged. The biggest issue is inadequate risk adjustment.
Current demographic coefficients (age, sex, location) miss crucial social determinants of health -
poverty, education, ethnicity. Facilities serving vulnerable populations with high chronic disease
burdens get systematically underfunded. This isn't a minor technical problem; it's a structural flaw that
punishes providers for serving those who need care most.

Payment delays from the Social Health Insurance Fund (SHIF) create another major problem,
especially in rural and financially constrained regions. Late payments pressure providers, making it
hard to pay staff salaries and cover basic supplies. The state effectively shifts insolvency risk to
healthcare organizations - exactly the opposite of what capitation should do.

Under financial pressure, capitation may push providers to avoid complex, multimorbid patients
who consume more resources. This contradicts equity principles in Kazakhstan's healthcare law.

Pay-for-Performance in Kazakhstan

The P4P system adds bonuses for meeting targets in four areas:

1. Preventive coverage (vaccination, NCD screening)

2. Chronic disease management quality (diabetes, hypertension)
3. Patient satisfaction

4. Resource efficiency

The concept is sound: link pay to care quality, shifting focus from volume to outcomes.

But implementation reveals serious flaws. Many indicators don't actually measure quality well.
They're proxies that can be manipulated. Vaccination rates get inflated by counting people with
contraindications - unethical and clinically inappropriate. Chronic disease indicators depend on
patient adherence, socioeconomic factors, and hospital care quality - all beyond PHC control. This
creates unfair payment distribution and demoralizes staff working with disadvantaged populations.

Worse, the system offers no support for underperforming facilities. Without technical
assistance, training, or resources, P4P just widens existing quality gaps between regions and urban-
rural areas.

Discussion. Our analysis of remuneration models in primary health care exposes a fundamental
tension between theoretical premises and actual implementation outcomes in Kazakhstan's healthcare
system. The four main models - Fee-for-Service, capitation, Pay-for-Performance, and hybrid
approaches - each have inherent advantages and critical limitations requiring targeted adjustments for
Kazakhstan's specific context.

Kazakhstan's healthcare financing structure shows substantial growth: public investment stands
at 2.6% of GDP, with per capita expenditure rising from USD 50 in 2000 to USD 273 in 2018 [13].
This represents a genuine expansion of the resource base. Yet a significant mismatch exists between
increased funding and system performance, pointing to structural inefficiencies in how resources get
allocated and used.

Capitation financing, introduced in 2009, was a well-founded strategic decision based on
international experience. But our analysis reveals something deeper than implementation
shortcomings - it uncovers a systemic paradox [20]. A model designed to enhance equity and
efficiency has produced the opposite effect in practice.

Paradox One: Demographic Reductionism in Socially Determined Health. The first
contradiction stems from "demographic reductionism." Current adjustment systems rely on age, sex,
and place of residence - factors chosen because they're easy to formalize statistically [21-23]. The
underlying assumption was that these demographics could capture major differences in healthcare
needs. They can't.
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Key determinants of primary care demand in Kazakhstan - socio-economic status, education
level, ethnicity, degree of urbanization - aren't incorporated into adjustment coefficients.
Organizations in socially deprived regions end up chronically underfunded relative to their actual
workload [24].

This exemplifies a broader problem: transplanting international adjustment methodologies
without adapting them to local epidemiological and social contexts inevitably redistributes deficits
rather than resolving them. The system punishes providers who serve vulnerable populations.

Paradox Two: Predictable Financing as a Source of Operational Unpredictability. Here's the
second paradox: a system designed to ensure predictable budgets has instead created financial
instability. Chronic payment delays from the Social Health Insurance Fund (SHIF) reflect a
fundamental problem in Kazakhstan's budgetary system - setting expenditure plans doesn't guarantee
adequate cash execution [25-28].

Rural institutions are particularly vulnerable. They have smaller financial buffers to absorb
delays. The capitation mechanism has shifted from a tool for reducing financial risk to a means of
redistributing it in favor of the state and to the detriment of healthcare organizations. This contradicts
the basic principle of equitable risk distribution within financing systems [29-30].

Paradox Three: Creating Structural Incentives for Unequal Service Provision While Pursuing
Universality. Under conditions of inadequate capitation - especially with payment delays -
organizations are forced to adapt. They focus on patients with predictable costs and avoid complex
cases. This illustrates a theoretical principle: externally imposed incentive systems, when combined
with resource constraints, inevitably generate adaptive provider behaviors aimed at minimizing risk at
the expense of care quality.

The paradox cuts deep: incentives originally intended to promote universal coverage and equity
structurally produce the opposite outcome [31]. Providers aren't being irrational or unethical - they're
responding rationally to perverse incentives.

Our findings gain depth when compared with regional and international experiences.
Kyrgyzstan introduced a mandatory health insurance fund with capitation payments in 1996 but
abandoned the Pay-for-Performance system by 2021, reverting to basic capitation financing [32-35].
This provides an important lesson: even after long-term implementation, P4P may prove insufficiently
effective.

Kazakhstan, like Uzbekistan and Kyrgyzstan, has chosen hybrid financing models. But
Kazakhstan possesses a larger resource base - public healthcare expenditure at 2.6% of GDP ranks
among the highest in the CIS [36-40]. This creates both opportunities for more ambitious reforms and
a responsibility to utilize existing resources more efficiently.

The U.S. experience offers an alternative approach worth examining. The Affordable Care Act
and National Health Service Corps integrate financial mechanisms with systemic human resource
support, including student loan forgiveness programs and incentives for working in underserved areas

[38]. Our results show that Kazakhstan's system insufficiently incorporates such non-financial
motivational components.

These results demonstrate that Kazakhstan's current primary health care financing system,
despite substantial investments and theoretically grounded mechanisms (capitation with P4P),
contains structural problems hindering the achievement of equity, efficiency, and quality objectives [4
1].

Critical dysfunctions relate to:

o The adequacy of risk-adjustment mechanisms
The reliability of financing
The validity of quality indicators
The lack of integration of non-financial motivational components
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Recommended optimization strategies draw on international experience, theoretical
foundations of human resource management in healthcare, and practical lessons from Kazakhstan's
system [42]. Implementing these changes requires coordinated engagement across all levels of the
healthcare system and corresponding adjustments to the regulatory framework, aligned with
principles in Kazakhstan's State Programs for Healthcare Development [43-45].

A systemic approach can facilitate the transition from mechanical application of financial
instruments to creation of a genuinely equitable, efficient, and professionally rewarding primary
health care system.

Limitations of the Study and Directions for Future Research

This study focused on analyzing financing systems and remuneration models but didn't directly
examine healthcare workers' perceptions of existing mechanisms and their influence on practical
behavior. Quantitative data on the actual relationship between applied financial mechanisms and
quality-of-care indicators require further analysis.

Future research should incorporate qualitative components - in-depth interviews with
healthcare providers and facility administrators - and analyses of healthcare institution data from the
Social Health Insurance Fund and statistical systems. This would document the real-world impact of
these mechanisms on care quality and accessibility. Comparative studies examining reform outcomes
in neighboring regional countries would also provide valuable insights.

Conclusion. Incentive payment management in primary health care is critically important for
sustainable healthcare system development. Effective systems need to integrate multiple
remuneration mechanisms - combining financial and non-financial incentives - while remaining
transparent, equitable, and quality-oriented.

Kazakhstan stands at a pivotal point in its healthcare transformation. Mandatory social health
insurance (MSHI) implementation, the shift to capitation financing with P4P elements, and the focus
on strengthening primary health care create real opportunities to build an effective motivation system
for healthcare workers. But significant challenges persist: inadequate funding, uneven resource
distribution, and gaps in monitoring and evaluation.

Reform success depends on comprehensive approaches that go beyond financial mechanisms.
Organizational culture matters. Professional values of healthcare workers matter. Population needs
and system capacity matter. International experience shows there are no universal solutions—each
country must adapt best practices to its own context.

To achieve the Sustainable Development Goals and universal health coverage, Kazakhstan
needs to continue these reforms. Three priorities stand out: strengthening primary health care,
ensuring equitable resource allocation, and creating a genuinely motivating environment for
healthcare professionals.
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