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Abstract

The health services tariff system is a cornerstone of every nation's healthcare system, with
direct implications for resource allocation, service quality, and public access to healthcare.
With the enactment of the Universal Health Insurance Act in November 1994, efforts were
made to establish a scientific, structural, and legal foundation for setting tariffs for
diagnostic and therapeutic services. This initiative aimed to enhance efficiency and equity
while increasing stakeholder satisfaction within the healthcare system. Since then,
government oversight and interaction between service providers and consumers have
determined health services tariffs (diagnostic and therapeutic services). However, the
tariff-setting mechanisms and the resulting tariffs have consistently faced criticism from
healthcare stakeholders. Evidence suggests that, despite 30 years of implementation, the
Act has fallen short of achieving its legislative objectives. Both the supply and demand
sides of healthcare services remain dissatisfied with the approved tariffs under this
framework. Service providers, particularly in recent years, argue that the tariffs are
unrealistic and fail to cover service costs. Concurrently, patients and insurers express
dissatisfaction with the financial burdens imposed on them.
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Introduction

In Iran, healthcare services are provided through
public and non-public sectors, including semi-public,
charitable, and private entities. One of the longstanding
challenges in the Iranian health system, which has
existed for over five decades, is the issue of tariff-setting
and pricing healthcare services.

Since the enactment of the Universal Health
Insurance Law in 1994 and the subsequent efforts to
reform the healthcare tariff system, annual debates
emerge toward the end of each year, coinciding with the
approval of the national budget law. These discussions
focus on the tariffs for the upcoming year and their
implications for equity, efficiency, quality, and
accountability in healthcare service delivery.!

The medical community expresses concern over
unrealistic tariffs that fail to align with inflation rates and
rising national healthcare costs. Meanwhile, the public
voices dissatisfaction with the limited financial coverage
provided by insurance schemes and the high out-of-
pocket expenses. On the other hand, policymakers
highlight challenges such as induced demand, informal
payments, physicians' preference for private over public
sector practice, declining service quality, and workforce
migration. These interconnected issues collectively
constitute significant dimensions of the healthcare tariff
challenge.

In 1982, the California Book was published. This
book introduced a coding system for diseases and
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assigning specific units for medical services. This book
laid the foundation for tariff-setting and price regulation
of healthcare services in Iran.

Following the enactment of the Universal Health
Insurance Law in 1994, efforts were made to achieve
universal insurance coverage within a maximum of five
years while also establishing a clear scientific and legal
basis for determining healthcare tariffs. As a result, the
definitions in Clause (8) of Article (1) and the principles
set out in Article (8) of the same law are still the only
legal foundations for setting tariffs in the country. Based
on these provisions, the tariffs for diagnostic and
therapeutic services in public and non-public sectors are
proposed annually by the Supreme Council of Health
Insurance and subsequently approved and announced by
the Cabinet of Ministers.

In 1996, the first translation of the California Relative
Value Book was introduced in Iran, forming the basis for
tariff-setting of commonly performed healthcare services.
This revision, undertaken by the lranian Ministry of
Health, was intended to standardize the valuation of
medical services nationwide.? Between 1996 and 2010,
the book underwent three revisions in 2005, 2009, and
2010 through translations of updated versions of the
United States Relative Value Scale (RVS), albeit with
certain modifications. However, none of these revised
editions were officially adopted as the standard reference
for tariff-setting.

In 2014, with the implementation of Iran’s Health
Transformation Plan, the Relative Value Scale (RVS) for
Medical Services and Care was revised to ensure more
realistic tariffs and to address issues such as informal
(under-the-table) payments, inter-specialty inequalities,
and high out-of-pocket expenditures. As part of this
revision, the number of relative value units assigned to
medical services was significantly increased compared to
the previous version of the book. According to the
resolutions of the Supreme Council of Health Insurance,
the financial impact of this revision was expected to be
capped at a maximum of 2.2 times the previous version.

While the initial years of the Health Transformation
Plan appeared to achieve these objectives to some extent,
recent observations indicate a significant resurgence of
informal payments to healthcare providers.® Some
experts attribute the failure to sustain these reforms
primarily to the widening gap between diagnostic and
therapeutic service tariffs in the public and private
sectors.

Historically, before the 1990s, no disparity existed
between the tariffs for medical services in public and
non-public sectors. However, at the beginning of that
decade, a differentiation process began: in 1991, tariffs
for hospital accommodation services (hoteling); in 2000,
tariffs for outpatient physician visits; and in 2004, tariffs

for relative value-based services (K coefficient) were
separately defined for the public and private sectors.
Over time, this gap expanded substantially—from less
than 25% to multiple times the original difference. This
trend contradicts Clause (8) of Article (1) of the
Universal Health Insurance Law (1994), which stipulates
that the difference between public and private sector
tariffs should be limited to the cost of capital investment
(fixed assets) and depreciation.

Other experts argue that the lack of sustainable
financial resources for the Health Transformation Plan
and the low share of the healthcare sector in the country’s
Gross Domestic Product (GDP) have undermined the
long-term success of these reforms.

But why is determining diagnostic and therapeutic
service tariffs in Iran such a complex and ambiguous
challenge?

A review of the resolutions of the Supreme Council
of Health Insurance since its establishment reveals a vast
array of fragmented, ad hoc decisions, often lacking a
strong scientific foundation or empirical evidence. Some
of these decisions include:

e In 1996, 50% of surgical fees were designated as
depreciation costs for operating rooms, covering the wear
and tear of standard equipment such as surgical lights,
operating tables, and anesthesia machines. However, this
decision contradicted Clause (8) of Article (1) of the
Universal Health Insurance Law (1994), which explicitly
excludes depreciation from public sector tariffs. After
2014, this share was reduced to 40% and rebranded as
the "technical component,” a classification that remains
in effect today.*

e Before 2014, when relative value units (RVUSs)
were divided into professional and technical components,
the entire RVU of a service was considered the surgeon's
fee (professional component). However, healthcare
facilities deducted a portion of the tariff as performance-
based pay (per-case compensation) for their employed
physicians. This practice persisted even after the formal
distinction  between  professional and technical
components, even though the professional component
represents the physician's expense. To address this
inconsistency, the Comprehensive List of Adjustment
Codes within the Relative Value Scale (RVS) for
Medical Services and Care defines the professional
component as follows: The professional component is
intended to reflect the effort, skill, and risk involved in
providing a service for the healthcare delivery team.’
However, including the term team appears to justify
allocating a percentage of the tariff to non-physician
providers. This raises several unresolved questions, such
as: Who exactly are the non-physician members of the
service delivery team? and How can their skill level,

Depiction of Health. 2025; 16(1) |6



Doshmangir & Kouhi.

effort, and risk be quantified and incorporated into tariff
calculations?

e Following the establishment of the Ministry of
Health and Medical Education (MoHME) in 1986, the
outpatient visit tariff for faculty physicians at medical
universities was initially set 25% higher than that of
other physicians. However, in 2000, when the private
sector outpatient visit tariff was set 50% higher than in
the public sector, the term full-time geographic faculty
member visit was introduced. This policy aimed to
strengthen the academic sector by ensuring that faculty
physicians exclusively committed to working within
university-affiliated medical centers received outpatient
visit tariffs equivalent to those in the private sector.

¢ In 2003, it was further decided that relative value-
based service tariffs for this group of physicians should
be set at twice the public sector tariffs. However, in
2005, when the private sector visit tariff increased to 2.8
times the public sector rate, the visit tariff for full-time
geographic faculty physicians—which had previously
been equivalent to that of private-sector specialists—was
adjusted to 1.3 times the public sector rate.

e This ratio was further modified in 2008, setting the
outpatient visit tariff at 1.6, 1.45, and 1.35 times the
public sector rate for professors, associate professors, and
assistant professors, respectively.

e In 2014, with the approval of the 2K Payment
Regulation for Clinical Physicians and Full-Time
Geographic Faculty Members, this ratio was increased to
twice the public sector tariff and was extended to include
non-faculty physicians as well.

e According to Clause (3) of Article (1) of
Resolution No. 56728 (dated August 24, 2021) by the
Cabinet of Ministers, the twofold limit on full-time
geographic faculty physician tariffs was removed,
making them subject to annual Cabinet approvals. As a
result, the current relative value-based service tariff
coefficient for full-time physicians is 3.25 times the
public sector rate, while their outpatient visit tariff is 1.84
times the public sector equivalent.

o Following the revision of the Relative Value Scale
(RVS) in 2014, certain services were marked with a
hashtag (#), indicating that their professional and
technical tariff coefficients in the private sector were set
lower than their base tariff coefficients. However, this
differentiation was not applied to the public sector. Since
2021, however, it has been observed that the technical
component coefficient for hashtag-marked services in the
public sector has also been adjusted and set higher than
the base technical tariff coefficient.

e The Nursing Services Tariffing and Adjustment of
Nursing Incentives Act was passed by the Islamic
Consultative Assembly on June 27, 2007. Following the
COVID-19 pandemic and directives from the Supreme

Leader emphasizing attention to the demands of the
nursing community, the executive bylaw of the act—
despite significant criticism—was issued through Cabinet
Resolution No. 48958/T59001H on July 31, 2021. Some
of the key criticisms include:

Certain costs that lack specific tariffs—including
salaries and benefits for non-physician personnel (such as
nurses, technicians, administrative staff, and service
workers), overhead expenses for hospital support units
(finance, administration, facilities, nutrition, laundry),
energy costs, non-medical consumables, and other
expenses—are already included in operating room fees
(equivalent to 40% of the surgeon’s fee in the public
sector and 25% in the private sector), hospital stay fees
(hotel services tariff), and the technical component of
medical services. Therefore, implementing separate
nursing tariffs without deducting them from these
existing tariffs effectively leads to double-counting costs
in service pricing.

Unlike the professional component for physicians,
the nursing tariff structure does not allow for service-
specific differentiation based on the type of service
provided or the qualifications of the nurse delivering the
care.

Without a clear calculation of the actual cost of
nursing services, the nursing tariffs in 2023 and 2024
have increased across three dimensions:

e The relative value units (RVUs) for nursing
services were increased by 35% in 2023 and 15% in
2024.

e The range of services covered under nursing tariffs
was expanded.

e The tariff coefficient for nursing services was
adjusted annually in line with overall tariff increases.

In the revenue redistribution guidelines for nursing
tariffs, a portion of the revenue similar to the
professional component for physicians has been allocated
to non-nursing staff, including personnel not classified as
nursing professionals.

Over the years, separate tariffs have been
established for non-governmental public and charitable
healthcare facilities, in addition to those set for public
and private sectors. However, the methodological basis
and rationale behind these tariff determinations have not
been officially published and remain inaccessible.

[] The basis for determining higher consultation
tariffs for general practitioners (GPs) with more than 15
years of experience is unclear. For instance, if experience
enhances skill and justifies a higher professional
component in physician fees, it is unclear why this
adjustment is not applied incrementally every five years
or even annually. Furthermore, the exact calculation
method leading to the 15% increase in consultation tariffs
for GPs with over 15 years of experience remains
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undisclosed. Additionally, the impact of higher patient
volume and increased consultations—resulting from a
physician’s growing expertise and reputation—on the
actual cost of service delivery has not been explicitly
addressed.

[1 According to Clause (3) of Resolution No.
37995/T54240H, dated June 24, 2017, issued by the
Council of Ministers, public and government hospitals
were allowed to allocate up to 10% of their bed capacity
for contracts with supplementary insurance companies, at
a rate equivalent to the approved private sector tariffs set
by the Council of Ministers. In the following years, this
10% capacity provision was redefined to include beds
with special amenities.

O Additionally, under Resolution No.
11933/T57639H, dated May 2, 2020, top-tier private
hospitals were authorized to convert up to 10% of their
beds into special amenity beds, charging up to twice the
single-bed room tariff applicable to their respective
departments.

[1 No publicly available studies have assessed the
alignment of these resolutions with higher-level legal and
regulatory frameworks, nor their impact on key
indicators such as equitable access to care, out-of-pocket
expenditures, or financial sustainability of healthcare
facilities.

Issues such as 6% surcharge added to hospitalization
tariffs to cover nursing supplies, capitation rates for
urban and rural family physicians, the methodology for
determining the professional and technical components
of relative value units (RVUSs), co-payment levels for
insured patients, dental service tariffs, and increased
consultation fees for outpatient visits for children under
seven have all been approved and implemented in recent
years despite numerous ambiguities.

Conclusion
The results indicate that the root cause of the
challenges in the pricing system for diagnostic and

therapeutic services in Iran is the lack of clear, codified,
and approved guidelines from the Cabinet and the
Supreme Council of Health Insurance. This absence has
hindered the establishment of tariffs agreed upon by all
stakeholders, precise monitoring of their proper
implementation, and the provision of necessary financial
resources. For instance, like the professional component,
hotel services (hoteling) and outpatient visits are loosely
defined. Additionally, the formulas used to calculate
tariffs have not been transparently published, limiting
stakeholders’ ability to participate and provide feedback.

To address these challenges and untangle the
complexities of the tariff system, targeted policy
interventions are essential. One such measure is
developing and approving clear and comprehensive
guidelines that specifically outline the methods,
assumptions, and formulas for determining tariffs for
diagnostic and therapeutic services. These guidelines
should be prioritized by the Supreme Council of Health
Insurance to address key ambiguities, including the
financing mechanisms for the Supreme Council of Health
Insurance and its secretariat, the precise definition of
services subject to tariff setting (such as outpatient visits,
hotel services, and the K coefficient), the responsibilities
for cost assessment and scientific and executive
overseers, cost assessment methods, the sample of
healthcare facilities to be studied (including public and
private institutions), and the scope of cost assessment.
Furthermore, clarification is needed on data validation,
expected incomes for physicians, capital profit margins,
asset valuation methods, tariff calculation formulas, the
government’s share in financing healthcare costs, the
scheduling of expert and council meetings, voting and
decision-making  procedures, the  selection of
representatives from member organizations, and the
oversight process for tariff implementation. A fair,
transparent, and efficient tariff system can only be
established through such a framework.
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