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M Objectives: enhance the equity and accessibility of basic public health services
BMIimplementation bodies: Services are mainly provided by primary health care institutions, while specialized public health
institutions provide technical guidance, training and evaluation.

1.In 2005, the rural public health service program consisted of "three categories and 12 sub-categories " was implemented.
2.In 2008, the urban public health service program with "three categories and 12 sub-categories" was launched.
3.In 2009, it was included in the “five priorities in three years” of the new national medical reform, becoming a long-term and fundamental

institutional arrangement in public health.
4.In October 2009, Zhejiang province unified urban and rural basic public health service programs and made according adjustments.
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M Organizational management
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Government departments
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Enhance government leadership and coordination across departments

a county-based management system; performance related to basic
health services is a compulsory criteria in the Healthy Zhejiang

evaluation

coordination across departments: health departments shall closely
cooperate and communicate with finance and public security

departments
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TARNE R
Within the health sector
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It was necessary to establish an effective coordination mechanism within the Health Department. Divisions of primary health care, maternal and

child health, disease control, supervision, planning and finance, and the information center actively participated and performed their respective

duties.

» In January 2012, the Provincial Management Office of Basic Public Health Services (BPHS PMO) was established. Deputy Director General of
the Provincial Health Commission was appointed as the BPHS PMO Director and the PMO set in the Provincial CDC. Full-time staff and special
work funds were allocated to the PMO; 18 member units or divisions were assigned with clear responsibilities; mechanisms of quarterly
meetings and work coordination were established

>  All 11 prefecture-level cities and all counties (cities and districts) in Zhejiang have established their offices to manage basic public health

services and provided organizational management, technical guidance, training, supervision and evaluation
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neER&EH, % EREIFEAE I KRigorous fund

management with increasing financial support

(LA A THHLE MBUT X THiF2013FEE A AL PA RS E TERER) (WILK[2013]1505) H@NKEEEE 1E, BEREXTH, &
BEHEZRHATEREET TANEARERETRSITFHOAR . & LKEXHGYEIE X H . The Notice by Zhejiang Department of Health and
Department of Finance on Facilitating Basic Public Health Services in 2013 (Issued by Zhejiang Department of Health [2013] No. 150) clearly
requires to strengthen fund supervision to ensure that special funds are used for their intended purposes. Special funds shall not be used by

primary medical institutions for personnel, equipment, basic medication subsidies or other expenses required for basic medical services.

SR L NN S A
Labor costs incurred
In perrormance-based pay

HE A HiDirect costs
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Funds for village clinics to perform tasks
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& & Fund management
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O Reform the BPHS procurement mechanism
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The primary care compensation reform has been supported by the Primary Care Department of National Health Commission and the Social Security Dept of

Ministry of Finance.

On October 12, 2015, Zhejiang Department of Finance and Zhejiang Health Commission jointly issued the “Guiding Opinions on the Reform of the

Compensation Mechanism for Primary Medical Institutions" --Zhejiang Department of Finance [2015] No. 133

On October 30, 2017, Zhejiang Department of Finance and Zhejiang Health and Family Planning Commission jointly issued the "Implementation Opinions on

Comprehensively Promoting the Reform of the Compensation Mechanism for Primary Medical Institutions” --Zhejiang Department of Finance [2017] No. 63



32 A 12 L &1 2t % Reform of the primary care
compensation mechanism

S B Thoughts
behind the reform
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One balance: the government shall perform its
responsibility to guarantee basic services delivery and
public welfare; leverage the market to incentivize and
mobilize various players and establish a new compensati
mechanism that links funding support with.;lgervice

performance.
BEES

Government,
leadership
1
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Two markets: In the near term, focus on the internal market
of government-provided primary medical institutions; in the
long run, develop the external market by encouraging the
procurement of services from non-public village clinics and

other public health providers.
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32 A £ M1 1) 2% 2E Reform of primary care compensation

mechanism
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mechanism

(WL B = BT AN AMET L] SR R
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| "Reference of Standardized Care Units for
| Basic Services in the Pilot Reform of
| Compensation Mechanism for Primary
| Medical Institutions in Zhejiang Province"
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length of stay in hospital70

{& FE# B health education0.2

A

H B
follow-up visits
after discharge

are unpit TS EHE
219480 ealth supervision and coordination0.03
15-minute outpatient

k%

home visit services3.0 /

4 \ 5 % \ Tips EMvaccination1.5

B PRI RE i
& I R BE 5 follow-up visits of
follow-up visits of diabetes patients2.75

hypertension patients 2.5
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32 A £ M # 2 F Reform of primary care compensation

LML 8] 75 FHLiH|Establish a competition
mechanism among institutions
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funds available for procuring basic public health services in

9?hengzhou in per capital terms
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As compensation to the providers is paid
according to the provision of standard care
units/equivalents, the funding for BPHS has
essentially transformed from “package
compensation” to the “work-more-receive-

more “model. As a result, the gap among
different towns in per capita care funding in
Shengzhou has widened (left picture).

The reform has promoted primary medical
institutions to provide more services with higher
efficiency. The government’s role in providing the
security net is stronger, the primary care
institutions and personnel are better managed, the
public enjoys a higher satisfaction level, and the
care services are more accessible.
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RS AE B, T H Lt — P TEenhance performance evaluation to ensure project activities
are better implemented

O TRIERERFEZA B R ITH % Strictly follow the

national criteria for performance evaluation

MBHEZRE T2, BSREB/MMBRIEE. BRERAM, FHFNHEHRES i EHensure

evaluators assess all activities and have access to complete data/ archives, and
results are publicized and linked with subsequent fund distribution O
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INsRSAEE, T H SLii# —P#iienhance performance
evaluation to ensure project activities are better implemented

O PEERRERSGNEZR RERHITHZStrictly follow the

national criteria for performance evaluation
¢ ERERITES5NA
(=) BIDABEER. EVBUTHEZRERESEERY FRHELZLERKT5045KE (. X) , BVBURIERE AR INRE ZEBITHE.
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€ The application of evaluation results

)] The provincial health commission and finance department publicize the evaluation results. For counties (city or districts) with a
score below 850 in the evaluation, the provincial finance department deduct provincial transfer payments accordingly.

1)} The county-level (city, district) evaluation results serve as the basis for allocating funds for primary medical institutions,
assessing the annual performance of leaderships, and determining the performance-related wages of health practitioners.

({11)} Health and finance departments at all levels are required to carefully investigate the causes of problems and promptly supervise
the rectification.
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2] fAlx 5% il B 2 fF The arrangement of contracting

service system

20144 _FLFEF R AR E S BUFEZ IR 5 30
2015F6 A8H, WL ARBURH AT TR CRTHE#FMIEEEZLARS TIEFFESENL) (WEU & [2015]655)

In the first half of 2014, Zhejiang undertook research and developed a draft regarding contracting service for the provincial

government.

On June 8, 2015, the General Office of Zhejiang Provincial Government issued the "Guiding Opinions on Promoting

Contracting Services by Accountable Doctors" (Zhejiang Government Office [2015] No. 65)

BRI IthiE
Coordination across
departments

BiFE£S

Government

leadership




2] Bk 45 ) %5 & Features of contracting services

B BNER HITHE BHWE. BER. D0 .
ALsEE Not included in performance-related wages

B RFNE BHRES UFTRAZE MEARS
B RBFEX REEEEL BIRS
B EVERBENS TERS ARRSE
m [P ARST RN SRR
| Government leadership and coordination across departments provincial departments of finance, medical

insurance and pricing authorities

FNNGHTEEH

| Set up contracting service fees Not included in performance-related wages
| Service content prevention-treatment integration; demand-oriented; personalized services
B  Service model signing with accountable doctors; team services
| Set up a mechanism of evaluation and incentives standard and effective services
B Simultaneously promote a tiered healthcare provider structure; decentralize resources to primary care

institutions; develop the ICT system
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' KL RS AR 55 Well-targeted contracting

services

o R FEEEZARFNZATRELAR (BFEAN. F7E. JLE. BREA HIAE
% ?’} FRHRRRE. WEANR, SILE. BRK. SERSREERA ERE MR EE)
_;" 5 F1—f AN#The contracted GPs serve ten key target populations (the elderly,
_g % pregnant women and women in childbed, children, the disabled, special

c< families under family planning, people in difficulties, patients with chronic
g’.é. diseases such as hypertension, diabetes, tuberculosis or with severe mental
3 disorders), and the general population.

B “10+1” AR “B A RS R, HBARELIIRS Pt FARHE T K “E L RSB N
BHAFHARAT, NAFANBEITHREH, BFehieRAReReEsERs
---}51E k%5 Design a "contracting service package" for the "10+1"

population groups; clarify services and fees of them in the "contracting

service package" and publicize such information; provide differentiated

management for different population groups; and develop all-round and

obeyoed aoinlas
Bunoesjuo @Y EE N

full-lifecycle health management services by providing well targeted

services
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S H frReform targets

SAAERFIEE HirGeneral goals and main objectives

PARMLE . BEPR 4 A R R E AR O, KL EHEILERIE T EBRE, %8
HHERSATMEEIMEN R SRS ER R, WREENRE . BEDFEMBIEZEFH
IR, 51 SWIERBE B EER SN EREE

R E R R
Starting from the full-life cycle health management of hypertension and

diabetes patients and leveraging county-level medical communities and

medical insurance payment and primary care compensation mechanisms,
to build a scientific and orderly tiered healthcare provider structure that
provides integrated, seamlessly connected medical services and

prevention services and guides patients with the two chronic diseases to

urban medical alliances, we comprehensively promote the reform of |
seek medical treatment and health management at the primary providers. |

Strengthen public health levels



2= 5 Fil & Medical care-prevention integration

UERBEAASLTERESATN (EREEZROEHREERRRE) (EXREEBREREERERE) AMKE, BEAAFLTAERSSH
WTTIRGSHES, Hle P8R KT 7 RRRSHE

Based on the national basic public health service standards and the National Hypertension Prevention and Control
Management Guidelines at Primary Level and the National Diabetes Prevention and Control Management Guidelines at
Primary Level, we combine basic public health services with daily diagnosis and treatment services to develop standardized
diagnosis and treatment plans and service processes for the "two chronic disease" patients.

EEVMERS, ME ISR STBRENEERE, BRSNS REY I Ra Rk
ZHER, REFER"EBELABEY A Primary medical institutions should integrate
and standardize the diagnosis pathways and management pathways of the "two
chronic diseases", establish a service model featuring care-prevention integration
EA by providing follow-ups during care, and increase the follow-up coverage of the

=]
“two chronic diseases” patients during care.

5
#%Integration

and coordination

FHEGEERB IR TSR, WRZHRS. 29 RE. 2EEERNRS
WREFMER, AP BE R —u XML AR Al localities promote the
development of integrated outpatient services for chronic diseases patients,
clarify the processes and requirements for pre-diagnosis services, in-diagnosis
services, and post-diagnosis management, and thus patients have access to the
one-stop standard services.




%= |77 fi 5 Medical care-prevention integration
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Medication adherence
Adverse reactions

Laboratory tests
Complication screening

igs igs

4 o . \ , (Bl 37 IBERT R
AR AAE AWETTR FHBIR A BiRE LRETHE #iz Follow-up tracking
EFHERE symptoms | | Vital lifestyle Auxiliary Medication Comprehensive referral Shiion
Management ighs fon justmen smen
i — — — —— —— — —— — — A — — A — —
pathwav 3 %f ;Cis “@ _jé}_ A= AT :55 >
LI RAE h v £y 2y y £y 2 AYA )
Diagnosis & treatment |\l R _

pathway

i

In-diagnosis

2 B ERA
management pathway >

HHEER _ V/
Management pathway

&R ILIT et A B EIsrAE 2 RIBT AR &
care indicators are naturally integrated with management
indicators during the care for the chronic disease patients

pathwa
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Symptoms and signs

meE. EE
{s=E/BMI
EB5AR2
WA, SRiE

mh, Rl
=z
Blood pressure, waist
circumference Weight/BMlI
Food dorsum A palpation
Smoking, drinking

Salt and oil intake Exercise

BT
Indicators every
time

GXEEILD

Biochemical indicators

=hE. EF2hniE

EMOTER. MEHR

FRUERER. RER

MmBg. BEF, FRER

B/ C ARz IS/

OGTT, M

MEEEREES

Fasting and 2-hour postprandial blood sugar levels
Glycated hemoglobin, full blood count
Urine microglobulin, clinical urine test
Blood lipids, creatinine, urea nitrogen
Islet/C-peptide release test/ OGTT, blood
potassium

Blood homocysteine

s
Quarterly
indicators

2% 5 il 4 Medical care-prevention integration

HEEER RG2S EHESOPIREE B The SOP service list for standard care

and management of the two chronic diseases

FE A 1

Organ damages

L B b

KB BHA L

B IKEEALAL I

ARIEEEAE . BhAS 1L E

PR R e i A

bt 2 A% A

LB ERE

Electrocardiogram, chest X-ray/cardiothoracic ratio Carotid
ultrasound, dynamic electrocardiogram Arteriosclerosis
test

Fundus photography, dynamic blood pressure

Visceral fat test

Peripheral nerve conduction test

Echocardiogram

FEREFEFrannual
indicators




2= FL 4K A 35 ik 45 Close-looped services provided by

medical communities

BIUEMANERETRME SRS EEARRTE”
Establish a “big platform” within the medical community, featuring close-looped management that integrates GP and specialist
services for chronic diseases

e ———_ ——————
—_— -~ —_ ~ -

/ WyER AR W AN
/ Physical indicators Diabetic retinopathy \
/ monitoring treatment \\
/ “nswmBiochemical  WEET
indicators testing Diabetic kidney

treatment

I RIETE N
ARIEH Complications WRIRIT ‘E‘%—PEE
=itk B screening Diabetic foot ek = 3tik
=4 2 o .
BN SN G iagnosis, | 0 0 B LGN Comprehensive S BB
Medical community br - —— services by Medical
management specialists community
e FEBEIRT General
Blood pressure hospitalization .
mﬁﬁ%fntrd RS , Hospitals
\\ Blood sugar HT //
\ control surge /
AN if g Fi5i ‘ gery Y,
AN Blood lipid intervention DRSS B ,
N Comprehensive //
AN control prevention and treatment il
AN of cardiovascular and il

~< cerebrovascular diseases _ -~
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ik ER RS R ANETHHMELER B /T A? How to make medical institutions and

doctors want to integrate medical care and prevention?
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A positive evaluation mechanism that supports care-prevention

integration

An evaluation mechanism that aims to transform the service model
A result-oriented performance evaluation system

Care-prevention integration coverage rate of the managed
population

% of follow-ups during care

% of project implementation

Project management effects----



i = Y Significance of reform
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OShift of the focus: from process to results

OShift from delivering tasks to the public receiving

benefits

OPeople-oriented and care for quality of life
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ICT system support




5 BAL L H#ICT system support

FEREIEHE

Information connectivity and

sharing
BT RS ERBRERTFS
Diagnosis and treatmen ‘ublic health information platform

system

L. BieT e '

Appointment and referral platforn

LR S E S

E-health record system

IMENFIRE RS

Compensation mechanism reform

& Lerr. RERSG

snline diagnosis, treatment and service

t
Rl system



B EDigital reform EEIT P

Reform content

(=) BREFEETRRERRS
BEE—HeH . E2ER{EER, BEREGARBRERVE RR, BHRI6MEL AL TERSY
(=) BESTHIMHIS SR Bl
ITEEST RFEBIESR RERBEE, FRITS. AT FBIEEAMTENRE, EREGE
(=) RFImMA
> HHER: £ “WERH” ER “WEEReE” BaimMA, MERMATFBERER, TESEESERRS
> HEEELE: #RBFRE, AREEEERE N, LRETRREEREEEZRZHIEEHN
() ¥4 A
WL HRRE N NEAE, . XEBRRER, ABURHIE. WHEH., RfeIFRESE. B, EHSRRI#
(I) Developing a unified provincial e-health record system
Through piloting in one place and then scaling-up the experience across the province, Zhejiang has built a unified provincial health record system, covering 16 basic public
health services
(Il) Real-time HIS connection with medical institutions
Enables real-time collection of medical service data, standardizes the collection format of outpatient, prescription and other data, and strengthens data governance
(lll) Service-side application
>  For public: the province launched the "Zheli Healthy e-Life" mobile application on "Zheliban", authorized public to access health records, and provides seamlessly
connected health services
»  For doctors: the province launched digital GPs, upgraded the application for doctors, and enables the authorized sharing of e-records among doctors
(IV) Governance-side application

Has developed preliminary health profiles of individuals/groups, institutions and regions and provides data, algorithms, computing power and other technical support for

policy development, technical management, and scientific research and innovation



5 B kb £ ML 1 £ Reform of primary care compensation mechanis

EMBATHRENEEEREERGRR
B -G — TR EDNLFBRER T &, CRBIRR/DNIRE FIRE 74, XTI HERFET IR

Provincial finance department develops a primary care information management system

3.5(Z
0.35 billion

Local governments - unified and open platforms for service data integration that enables

data collection and storage at the smallest granularity, so as to better evaluate service
performance

B EBRAMERERE B ARG, LA RSN B SMLRE . BRI E AN, TEE RN,
BEMNMATER

Establish a primary care compensation information system to realize the automatic local

data collection, data reconciliation, audit and verification; the system contains information
regarding workload of institutions, departments and individual healthcare staff

KIS B RGERENBIENKE, TREIFELEHRNMBIGLRE, #-BREARNS
PLEMALE], 52w =T BUEE &0 A 5T

Based on the data collected by the information system, the workload equivalents are

calculated, and the fiscal funds are allocated accordingly; the payment mechanism is
based on workload and effects to improve the performance of fiscal resources.




5 B SCHEICT system support

LHIEENA:

1. BRKE (B5. BE. I/E. 0. E2E3KMEE)
2. GERANAE TS 2

3. HMRTEMBLSEBIER

Pre-diagnosis management:

&R NBEA— B AR 2K
FARRNESASER
registration

l

Population with chronic diseases vs general population
Contracted vs non-contracted residents

1. physical examination (height, weight, blood pressure,
blood sugar, foot dorsum artery palpation, etc )
2. inquiry of symptoms and lifestyle

3. record completion and diagnosis information filing

|

CHEERS
1
REFREMTEEER s B
Pre-diagnosis management system . 1z A
l / Pre-diagnosis

Reminder for follow-up management is needed or not



& B FEICT system support

2§
In-
diagnosis |
& HRERZHEHERER
¢ MEBRRUEEFRERST (BREMSITRS)
1. AAMELTRARERAE (BHER)
2. ARMIHARTBHRIRRAE ()
3. ARFEAEMRKBRE (SLHD
4. YT AEAE
RALE R EE L7 I B iR
L) T —KiZyT B [A]

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

. . . . . 1

Review information from pre-dlagn05|s management 1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

* 6 o o

Complete diagnosis and treatment according to the management pathway (intelligent
auxiliary diagnosis and treatment system)

1. Tests and examinations completed in this cycle (review)

2. Tests and examinations not completed in this cycle (implement)

3. Tests and examinations that need to be repeated this time (implement)

4. Medication prescription or adjustment

€ Provide health education prescriptions/ evaluation report of the current stage

€ Make appointment for the next visit

___________________________________________________________________________




& B FEICT system support

BB S LR BELITER

B2 E TR REELSR

R A& R B2 TT R A LR & 0 HT IR

il E BUR R T — BB E TR
BENTTRZ2EEEEE - MANKEE
R SR A MERE RS
BeEEENSITEREGRRAPIRREHERR

2 g
Post-
diagnosis

Review the diagnostic information of the patients already received

Check the test results completed after the visit

L R R JNR R N N JNE JNR BN 4

comprehensive analysis and evaluation

*

Formulate or adjust the management plan for the next phase

*

Carry out post-diagnosis follow-up management when necessary — Make an
appointment for special examinations

€ Provide services such as making appointments for

referrals/examinations/hospitalization
€ Synchronize the verified diagnosis and treatment management information to

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
i
Use the intelligent auxiliary diagnosis and treatment system to conduct i
1
:
1
1
1
1
1
1
1
1
1
1
1
1
1
1
|
the chronic disease management system i

|
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