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B5=5nE Background and drivers

1.1E4HIE Basic facts of the county

AR EMA IR, EREEEIHE—IEE, EmR1987FHF 28, PEAO11418A, BEAO1.8AA, REFAOEGE3H, MHEETEI1SN
S, MEREFAAK, BPEREFK. #BEFRENRNHEFENERAE, =5 8258 "HMEME" Z3=£E. Suixi County is located
in the northern plain of Anhui Province. It is the only county under the jurisdiction of Huaibei City and covers an area of 1,987
square kilometers. It reports a registered population of 1.141 million, among whom 918,000 are permanent residents and over
630,000 are rural residents. Suixi County has 11 townships and 1 provincial-level economic development zone. It is not only a key
county in the Central Plain Economic Zone, Huaihai Economic Zone and Xuzhou Economic Circle, but also a well-known town rich in
the culture of wine and music.




1.1

1.3

B 55nlE Background and drivers

b BARER
SCRRINE N SEER
LN County
ST Y People’ s
lm:,‘i‘_? | 0"."0 - ‘:“: Hospital;
SRR A County TCM
6 KEiRET ek :;_-”_:‘ MR Hospital
ol (e

>‘U DL P j’:‘

6 cou nty- e® ‘ﬁ‘ﬂ?‘.: ) -’0’ " @ - "0: “":_
level : S ‘
medical i 2V
Sub- B .- * Y
centers el

"FERE" NETRE

Healthcare layout with two

ol

hospitals + 6 sub-centers "

.

township health centers

HARERR County
People’ s Hospital

12RBER (9k) 12

\
BrhEER County TCM
Hospital

6REXEMR (9f%) 6

township health centers

100RFF= (BRSSUE)

170R{=E (BRSSH)

170 village clinics

100 village clinics

/

i
i

1.2P5EEEWVAZREINKX Current status of the health care sector

EZREIREIF24; two closely-
structured county-level medical
communities

EfTiN133983%; 398 healthcare
institutions

-  BREFTIHE3ER; 3 county- level
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- BFARIKEAT2.50A; 2.50
licensed nurses per 1,000 people

o B5F AFK{IE4.59%; 4.59 beds per
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1.387&5]A Drivers of reform
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At the beginning of 2023, the General Offices of CPC Central Committee and the State Council issued " Opinions on the
Further Reform to Promote Health Development of Rural Health Care System” and required to “give priority to the

primary care” and “decentralize resources to the local community” . To address the limited health care resources and

quality at the primary level, increasing burden of chronic diseases, inadequate awareness of self-management, and
insufficient result-oriented incentives, Suixi County started to build a more incentivizing model consisted of health
management units in 2023. )
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2. 1PIRHEE, EENREGFfERBDiscover a new pattern of grid co-governance
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According to the "Implementation Plan for Developing Health Management Units", the county has been divided into 232 health
management units based on township grids and administrative villages. Each unit is jointly managed by five teams from three tiers
(county, townships and villages) including professional public health institutions, county hospitals, township health centers, village
clinics, and public health committees. We have thus constructed a grid-based primary care governance system featuring three-tier
co-management, coordination between top and bottom levels and collaborative governance.
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2. 1PIRHEE, EENREGFfERBDiscover a new pattern of grid co-governance
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2. 1PIRHEE, EENREGFfERBDiscover a new pattern of grid co-governance
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In the framework of health management units, a
collaborative service team is established featuring
three-tier cooperation (county, townships and
villages) and coordination of clinical healthcare and
public health staff. The team investigates into key
populations within the jurisdiction and marks
different health risk levels with “red, yellow and
green”, so as to implement differentiated
management and improve chronic disease

management through well-targeted services.
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2.2F[BFEHE, SLIMEEREIL(EFSZE Sharing resources to build a new system of health co-promotion
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Specialist consultation Central pharmacies for
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EREEPTRAMETRRRE BNEL NS REREETES. TRISTRR. EXRZRSPU. ERFROSHESFERASERE, WBZAGEE. 2R,
2Bk, BNGEERIA. [ERELSZHZAMESHSRR, H—SRERNERMENTRENAFYE, ITEEERPEREBEFR "BRR—28" .

Based on the public health information platform, remote diagnosis and treatment system, specialist consultation service center and central
pharmacies and other resource sharing channels of the closely connected country-level medical community, the health management unit team
has built a full-cycle service system that enables pre-diagnosis management, referral assistance during diagnosis, follow-up after diagnosis, easy
access to pharmacy and information sharing. The system further improves the accessibility and fairness of medical treatment for rural residents

and removing the obstacles lying in the last mile of primary care delivery.
.
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2.3FE&H, LEEFRHESZFHIFIBuild a pooled fund and a new mechanism of benefit sharing
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iafmAtt” @ “UERATRL” HBEHRERN.

We integrated medical insurance funds and public health funds and built a global budget based on the served population in the
jurisdiction. The three tiers (county, townships and villages) of the health management units collaborate and share benefits with
each other to promote the transformation from the treatment-focused care model to a health-focused model.
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3.1

3.2

BALEFREZE8TFAEM, B IIMBESHBNEREIRRTTEZES T Establish an outcome-oriented capitation

payment mechanism for health management units based on lump sum contracts with medical insurance schemes
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Capitation payment by urban
and rural resident medical

insurance funds (based on the
number of people) \
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L[V RFF ; KIR — ~ ZAZ7H

Global budget, monthly payment, year-end settlement, and
savings retention and allocation

LAERREE ST 3F—RABANERESFHOZTHINITZEBARABDERESFIISZHARE, B ERERESREREES 7T, TEZATFETARNITZH
(FRZH (REXFRIG) |, SEESEMmME. ERML. FERE., SREH, BXHERGSE. SRESRBEANNILEI#{TEZIE.

Based on the general population’ s average annual spending from the medical insurance and the chronic-diseases-population’ s average annual
spending at the outpatient department from the medical insurance under the health-management-unit framework over the past three years, the urban
and rural residents’ medical insurance funds are allocated to the health management units in the form of capitation payment. This provider payment
model covers the outpatient and inpatient expenditures of the managed population (excluding critical disease insurance), operating with a global
budget, making monthly advance payments, settling at the year end and retaining savings (or sharing excess cost if losses are incurred) across the
medical community. The savings are verified and allocated according to the corresponding proportions of the county, towns and villages.
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tUERFN N EIInnovative evaluation mechanism
BALEFRESETHEMN, BN BRESHEREETERTTEZEETHE Establish an outcome-oriented capitation

payment mechanism for health management units based on lump sum contracts with medical insurance schemes

EEHFSIMMEER TUEREEE T ARUNEHETREEME, BIYLBIRERMRONERTREEELURIBIRER, #1 "@RFIA" 1 "ER
BEFIIA" BIERENRS.

Based on the capitation payment to the health management units under the global budget framework of the medical community, a health
intervention performance indicator system with three core indicators is established to promote the concepts of "health gatekeeper” and
"medical insurance fund gatekeeper".
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elEMEMNMElInnovative evaluation mechanism

BALIEREEZSTAHEN, B3R SnEREIEEEZE=E T Establish an outcome-oriented capitation payment mechanism for

health management units based on lump sum contracts with medical insurance schemes
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ERy EREFRSEME "XEF" HEM LM JiZERFEFRES "ETF" . KEEIEERETHNCEFESRINLRETER, SR
BECEREREER429E, BTESHDENEEEFIENELIERNE, TR BREERRENIS, Following the "big capitation
package” under the framework of urban and rural residents’' medical insurances, we innovatively introduced the "small capitation
package” to manage chronic diseases at the outpatient departments. We explored to separate part of funding from the medical
insurance schemes to manage the 41 most common chronic diseases and in such small capitation management model, any savings,
once verified, are allocated among the county, townships and villages according to the 4-4-2 formula. Through financial incentives,
we try to encourage primary medical institutions to actively strengthen the prevention and care of chronic diseases and gain a share
of the benefits from chronic disease management.
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3.2 APREESTHEM, EBOIE. Bin. XRINES I SHRREEIEETTESENHNE Build a performance evaluation mechanism for health management

units and pursue a balance between process, objectives and effects in the capitation payment to public health

3.1
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BEE=2E # 10% of the subsidies are allocated
>48% of the subsidies are allocated to the based on effect evaluation
villages

LAERERRTTARHTHEREF AR DEZEEHAT, WTREFARHDESESSIRET2.1RETNEE, EEFARDERSIEEROERDE,
SBUEFLAHDERSHBIFSHRITN, BUIE. Bif. ARMESISHAHBERSSMFMILG. Within health management units, the
basic public health funding is paid at the village level on a capitation basis. The total funding for basic public health at the village
level are allocated with a ratio of 7:2:1 (among process, objectives and effects). While maintain an overall control over the process,
we also want to strengthen the evaluation of objectives and effects of basic public health services.
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3.2 RPEEZSTHEM, EBOIE. Bin. HRiNES | SHRRERETTESEMNNEIBuild a performance evaluation mechanism for health management

units and pursue a balance between process, objectives and effects in the capitation payment to public health

3.1 ¢ T HHIEwork credit calibration
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R RERAHLDPEZTET0%AFIETN, RBREHN (BF2HLPERSHEIDBESREAEERZERLE) #17. UAHPERSHERIISE
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70% of the village-level basic public health funds are allocated based on process evaluation in accordance with the original

“Allocation Plan of Village-level Basic Public Health Service Subsidies according to Performance Assessment”. Based on the two-
card work credit assessment of public health services, quarterly assessments and year-end evaluations are implemented, and the
quarterly (annual) scores are used as quality coefficients to calibrate the work credits. 20% of the assessment scores are assigned to
the first three quarters each and the 40% is assigned to the fourth quarter. After putting together scores of four quarters, the
aggregated sum becomes the annual evaluation score. The deducted scores will be included in the effect evaluation. y
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3.2LARPEZSTAERM, B3R, Bin. XENESISHEREEATTEBITEMNHEIBuild a performance evaluation mechanism for health management

units and pursue a balance between process, objectives and effects in the capitation payment to public health

3 1 1 L F 2R ZEe-health record B F YR B =% Coverage of residents with standard e-health records 64%
[ ]
2 f2EE#{Bhealth education BEREZIETR S Health education credits B E(ESZi8 Eassigned based on annual tasks
3 FRphiEMpreventive vaccination BEMREEER I Immunization program vaccination rate 90%
#tk ) LiB N ewborn visit rate 90%, ERXHIN0-6% )LEFELAIMIRA S Eno allocation in cases of death of
0-6% )| B 2R Ehealth management of children children aged 0-6 within the jurisdiction
4
aged 0-6 = -
. . 90%, ERXHIN0-6% )LEFELAIMIRA S Eno allocation in cases of death of
0-6% JLEEBREEZE. % of children aged 0-6 years under health management children aged 0-6 within the jurisdiction
5 | 90%, FERXHIMPFEEFEAILLIRA S o allocation in cases of death of children
m ’
F=RiB#EEPostpartum visit rate aged 0-6 within the jurisdiction
5 B EEmaternity management
- . 90%, FERXHIMPFEEFERILLIRA S Hno allocation in cases of death of children
m ’
BRI RSB EIEZE % of pregnant women and women in childbed under systematic management aged 0-6 within the jurisdiction
.
6 65?L}J:%ﬁkﬁi%%l;iael:zsmanagement G EFAEEBEEEE Proportion of the elderly under standard health management 64%
BMEESEFBEEEE Proportion of hypertension patients under standard management 64%
o EHEEEEBEEEhealth management of chronic = e oL a g
disease patients
I BB pRIm B = E E 12 Proportion of type Il diabetes patients under standard management 64%
FEEEHEIS B & ERETEhealth management of - . . 80%, ERAEFEEHEHEISEEEEERIIRAS Eno allocation in cases of
E patients with severe mental disorders FREHRHHIRIS B EGEREIEE % of severe mental disorder patients under health management accidents caused by patients with severe mental disorders within the jurisdiction
bz B E R EEEhealth management of it . . 90%, BERALZMER. BERILIRASHEino allocation in cases of unreported or
9 tuberculosis patients B E R REEE= R Proportion of TB patients under health management e
6sH LA LEF ARELRREERSE
% of elderly over 65 under health management using traditional Chinese medicine 74%
10 REZSEEEEhealth management with TCM
0-36BILEREBGEEEEIRSZE % of children aged from 0 to 36 months under health
management using traditional Chinese medicine 84%
11 ealth coordination [ = B3 % of event reporting by health supervision and coordination sta 90%
PHEBEhealth dinati PAEEENEESREE % of ing by health isi d dinati ff
12 AP PHEZE{HL I response to public health events (EmIsR R AP AR RS Report on infectious diseases and public health emergencies 95%

REVIREF NP EERTE20%BAFEIFTH, BR12BEFAHPERBNBIFRMRER, EFESREENTNEREHRT. HNSREFIHPERSFREIREHENE EBTR
8, RFREIFAEEEERER ENUSEREANFRENSIMEE, RTFEERFERAS5SE. SZINEIHERMNGRITFMN. 20% of the village-level basic public
health funds are allocated according to evaluation of target attainment. The attainment of 12 targets in basic public health delivery is assessed after the
annual process performance evaluation. Corresponding benchmarks are set for sub-projects under each basic public health service. When the benchmarks are
reached, the corresponding service will be fully funded. In cases of failure to reach the benchmarks, no payment will be made. The shares deducted in the
objective evaluation will be allocated in the effect evaluation.
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3.2 RPEEZSTHEM, EBOIE. Bin. HRiNES | SHRRERETTESEMNNEIBuild a performance evaluation mechanism for health management

units and

pursue a balance between

process, objectives and effects in the capitation

payment to public health.
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10% of the basic public health funds at the
village-level will be allocated based on effect
evaluations, which will be carried out after the
annual process performance evaluation. The
deductions from the process and objective
evaluation will also be allocated during the
effect evaluation.

The year-on-year changes in the annual total
medical spending per person within the health
management unit framework is used as the
indicator for effect evaluation. The units are
ranked based on their year-on-year
developments (declines or reasonable growth in
per capital spending) in the ICT system.

The top 50% health management units
participate in the allocation of effect evaluation
funds according to their rankings. The top
12.5% take 40% of the funding; the units ranked
12.5-25% take 30%; the units ranked 25-37.5%
take 20%; and those ranked 37.5-50% take 10%;
the bottom 50% units shall not participate in
the allocation.
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3.2LARBEESTFHEM, BiidiE. BiR. MRibESISHERERRTGIGEMLEIBUil a performance evaluation mechanism for
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Objective evaluation as the
orientation

Effect evaluation as the
incentive

BEEREEPETAPETERSEH=- (BFHEX70%-TERHHIRGE) + (ETFHEX20%-BIFTMHIREGE) +BRiT 5 ERIDEH
In the capitation payment model to fund public health delivery, the final payment to the health management units = (lump sum of

packagex70%-deductions in process evaluation) + (lump-sum of packagex20%-deductions in goal evaluation) +allocations in effect
evaluation

BZFEMEES AR BPERSSBTNING, (REEEAXPERSHEHIEBTMELERIRE. Bir. IRHMESS, #—2Ek "LUERA
Rl TESM, HEIEEPANMEIIIRSEEEH—SIRH. By continuously optimizing the performance evaluation mechanism for basic
public health services, we gradually upgrade the evaluation model of primary care from process evaluation to an integrated

evaluation of processes, objectives and effects; further prioritize the “health-centered (instead of treatment-centered) ” concept
and further improve the efficiency of primary care,
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4. 18N8 k3 Achievements

4.1 EFRETFEELS Savings from capitation payment (ten thousand RMB)
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BEAEAMMEEETNGE, NEXFETREFEEESTETHRR. M2 EREFASTRIIZEHFEFRNMETFRSR, ERSIFRSBERTEET RS HEEMET
RRIERERISEEM, STESN2017FREEIMELTFER, EFRESHFRENZEMIZE. We have continuously deepened the application of
capitation mechanism in paying health care delivery. Our reform began from using health management units and paying them lump sum fees
based on the number of managed population( “big capitation model” ), then we developed the model of paying the units in managing a group
of chronic diseases at the outpatient departments(” small capitation model” ). Setting a global budget for the health service delivery has played
a lasting role in the health insurers’ strategic procurement of medical services. Such innovative payment models have generated savings for
seven years in a row and the potential benefits that medical insurance schemes can provide are more solid than ever.
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4. 18N8 k3 Achievements
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B REEGHTNNGE, FREER. BEETRPENE. SUAHPENGZEREY T Bir—HBSBITEN SEELRIG, FERKERNSEEREEDIAEHESN,
Edz OIS =NEE—SRE, "Embs. LdB. MER" NERMSIRSESH-PARE, B2 ERBRIBMHHTERIKE, EXIENHRIRFTRERET
f##5#5. By improving the performance evaluation mechanism, we managed to set up a mechanism in which county-level hospitals, primary care
institutions and specialized public health institutions are teamed up and share goals and benefits. An effective synergy has thus formed in the
seamless health delivery for the residents in the jurisdiction. The concept of medical care-prevention integration is further enhanced. Greater priority is
given to the prevention so that people can suffer from less illness and have less chances of hospitalizations. The overall hospitalization rate in the
county has maintained low for a long time, and the premature mortality rate from major chronic diseases has steadily declined.
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4. 18N8 k3 Achievements

- EﬁﬁRIMSJﬂEIISIf)\h (T::)h ) HEABEHEIEBAN (B7T)
g )
125000 nnual per capita '"°°I;"h:;° ca 1care W°r4ers Annual per capital subsidies for village doctors (ten thousand RMB)
4.2 123763.6 (RMB) ;
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ESARMEHR—EBI, 2023FSAPERABDFUNSBRERAIFIWALLEE9.16%, FHEAIFLENHEIINM2017F4.157TiB1KEI2023
££6.657c, F19181K17.20%, The value of healthcare workers is further recognized. In 2023, the annual incomes of healthcare
workers in townships were 99.16% as much as the county hospitals’' working staff, while the village doctors were granted 66,000
RMB subsidies per person in 2023 compared with 41,000 RMB subsidies in 2017 (with an average annual growth of 17.20%).
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4.2 F—% T {EThe following steps

4.1 ¢ H—EIEEEEKREE$IFurther enhance quality control
KIEEL AR DEEEDD, HEEFAHDERSRSIEHER, BEEFAHDERSRSEFTE, E2REERS
B\ EREERTITMING, IEFREEBRSEE. 5.

The quality control team for basic public health services will be established by the medical community’s
public health management center. The quality control of basic public health services will be strengthened,
and the quality control results will be reasonably incorporated into the evaluation mechanism for health
management units. Thus, primary care will be ensured to be real and effective.

.
TRE

¢ iH—

{EB24t3z#2Enhance ICT support

MiR=EEN L RERESFREMTMERIDGEER, HEMERSERTITNMERRN. TNHERNAE. 8TSE52F
FHEEEZTNHHRMSEMTZIE, Accelerate the development of functional modules of performance evaluation
in the county-level public health information platform, so as to provide ICT support for the extraction of
evaluation indicators, application of evaluation results, and settlements of capitation payment and funding
for health management units to provide public health services.

¢ H—ERLERERSSM Prioritize primary care

B2 RERGEFSBEREEEREEEXNTNNITIEMESERILE, ERERESEER, HiRERREEESETTEPAR
fEETITED, SEMEESBRIIESI TEFEHREIRSS. Based on the public health information platform, we will

systematically compile a list of key tasks which need special attention from health management units, and the
unit teams will be automatically matched with key tasks according to their functions. We will manage to
provide services in an orderly way under the guidance of the task list.
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We are committed to safeguarding public health,
and determined to collaborate on the new journey to greater wellbeing

RIS
WX DL S IE

Thank you for your listening and your
critical comments are welcome
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