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Welcome to the provider payment mechanisms pilot training program. Five training
sessions have been prepared to support the initial training of the provider payment
mechanisms pilot teams. The training sessions are intended to be watched in sequence.
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Session one will provide an overview of the different types of provider payment
mechanisms used to allocate resources in different health systems across the world.
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Session two will provide a description of the proposed provider payment mechanisms for
Sudan.
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Session three will provide a checklist of issues and steps that need to be considered by the
provider payment mechanisms pilot teams in the development of their plans.
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Session four will involve taking a closer look at the information requirements for the
development of provider payment mechanisms; and
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Session five will provide a checklist of good practice for the evaluation of the pilots.
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This is session one so, just to remind you, this is going to provide an overview of the
different types of provider payment mechanisms used to allocate resources in different
health systems across the world.
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The session will begin with an introduction to show how provider payment mechanisms

work in the context of universal healthcare. We will then move on to look at the organising
principles for deciding on different types of provider payment mechanisms, and then finally
we will discuss the types of provider payment mechanisms that might work well for Sudan.

Gl ey Jiii ALl daal) Aarill (Sl 8 Aeadll edial adall L Jae 43S ledaY dediag sas gl lasias
LY ) sl Gl o Al ol cadall Y ddlisa) g1 ) olay )8 SAsY dabaiall goabaall b kil )
O YV R L

So, what is a provider payment mechanism in the context of universal healthcare?
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A provider payment mechanism is the means by which money is transferred from a payer of
healthcare to a provider of healthcare as a fair and sustainable compensation for the costs
faced by the provider for the delivery of population health programs, patient care and
patient treatments. The optimal method will depend on the priorities and objectives of the
payer and the capacity and capability of the provider.
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Good quality provider payment mechanisms ensure that the funds flow from their source to
their destination quickly efficiently and fairly. As you can see from this diagram, the
national payer will need to transfer funds to the state payer and the state payer will need to
transfer funds to the state provider who in turn will need to transfer funds to each of the
provider outlets. This will need to happen quickly, efficiently and fairly to ensure the right
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amount of funding goes to each outlet to enable them to meet their costs and provide safe
and effective services without delay or interruption.
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What is most important is that the funds are available to pay for the right resources. These
funds are needed to pay for staff, supplies and facilities, in the right geographies and in the
right outlets, and at the right time to meet the needs of healthcare professionals and
patients. Funds will need to be distributed across geographies, across and within each of
the states. Funds will need to be distributed across different care settings such as tertiary
care secondary care and primary care, and across different care pathways such as maternity
care, care for people with chronic conditions, and care for people with communicable
diseases. Most importantly, the money will need to be used to pay different types of
healthcare professionals at the front-line, to deliver different treatments for people with
different conditions, and also to fund programs to support patients with self-care-and
wellness programs.
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Provider payment mechanisms can also be used to influence strategic changes for
population health and for the health system, helping to coordinate value at a national, state
or local level. For example, if there is a proposal to develop strategic tertiary care centres
that are available for multiple states at key geographical locations across Sudan, provider
payment mechanisms can support this. If there are strategic decisions to develop
population health systems within each of the states, centred around localities, again
provider payment mechanisms can be used to influence this. If there are decisions to create
strategic changes to the way in which outlets work collaboratively within a local place to
deliver a program of care for a particular patient group, this too can be influenced by
provider payment mechanisms. Provider payment mechanisms are a very important policy
instrument for population health.
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To help the strategic decision-making process it is useful to frame your design of provider
payment mechanisms using five organising principles; these are need, capacity, activity,
performance and outcomes. The next few slides will look at each of these organising
principles and how they relate to provider payment mechanisms.
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The first organising principle is based around need. This principle is designed to reflect the
need to meet population presenting need, or perceived risk of population ill health. Using
this principle money is distributed according to the size of the population need and
associated costs, arising from the impact, or the illness impact, of an annual incidence or
overall prevalence of a disease, or the perceived risk of a disease or risk of injuries.
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The second organising principle is capacity. This principle is designed to reflect the need for
human and physical capacity. Here money is distributed according to the number types and
costs of physical facilities such as inpatient beds or theatres or the numbers and costs of
clinicians, and other staff, in a hospital or a primary or community outlet.
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The third organising principle is activity. This principle is designed to encourage the delivery
of required activity levels. Here money is used to cover the costs of the number of patients
admitted or discharged from hospital, or the number of patients operated on, or the
amount and types of costs of medicines administered and treatments delivered.
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The fourth organising principle is performance. This principle is designed to reflect the need
to improve performance. Payments could be made to reward the achievement of defined
and measured levels of patient reported experience or organisational effectiveness or
efficiency.
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Finally, the fifth organising principle is outcomes. This principle is designed to reflect a need
to achieve intermediate or final outcomes. Here payments could be made to reward the
achievement of treatment outcomes or improvements in population health.
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So, when should you use each of the organising principles? Let's start with the development
of provider payment mechanisms based on needs. You would use this as your organising
principle when you want to direct money to where it is most needed in an equitable way. It
is appropriate when the priority is to reduce the gap between needs or entitlements and
capacity, and where the system has the capability to respond to being given extra funding
by increasing care delivery.
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Provider payment mechanisms based on the organising principle of capacity are useful
when you are looking to create or protect the capacity of the system to deliver a range of
services. Provider payment mechanisms designed around this organising principle provide
financial security to new and existing providers and it is appropriate to use this where your
capacity is developing and it's potentially fragile, and you want to provide security to those
providers by paying for their capacity directly.
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Provider payment mechanisms based on the organising principle of activity are useful when
you are trying to incentivize an increase in healthcare outputs. This is useful when capacity
is actually quite secure but it's underperforming, maybe it's not being used very effectively,
and you want to encourage greater volumes of care to be processed through the health
system.
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Provider payment mechanisms based on the organising principle of performance are useful
where you're trying to change or improve practice or to achieve tactical objectives such as
reductions in waiting times, or investment in information technology. You would use this
organising principle to design payment mechanisms which reward achievements such as
improvements in activity or improvements in efficiency, or improvements to quality and
safety. Itis appropriate to use this where the capacity itself is secure, but the system may
not be performing as well as it can.
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Finally, provider payment mechanisms based on outcomes should only really be used when
you want to empower the system to design and deliver transformation and change at the
front line of care. This type of payment mechanisms provides a really intense focus on the
value of the system. So, where you have confidence in the providers’ ability to deliver and
innovate to improve population health and to deliver high-quality treatment and care
outcomes, you would want to give them the freedom to do this and reward them on the
basis of the outcomes achieved.
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There are challenges associated with provider payment mechanisms that are designed
around any one single principle. So, for example, if we look at the organising principle of
need, one of the biggest challenges is how you then mobilize supply. If you allocate a fixed
budget on the basis of need without aligning the parallel development of capacity such as
workforce or physical infrastructure you risk wasting resource. It can also take time to rely
on growth of overall funding to address historic inequity in resource allocation. It would be
hard, for example to move resources from Khartoum where funding may have been
relatively high, to other states where funding has been relatively low. Instead you might
want to target growth funding to previously underfunded states. It may take a number of
years to secure equitable allocation based solely on need.
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When looking at provider payment mechanisms designed around capacity one of the
biggest challenges is increasing output and mobilizing improvement. Simply paying for staff
or physical infrastructure can result in under-use and inefficiency. It is also difficult to
stimulate improvement in performance and outcomes.
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One of the challenges of using provider payment mechanisms that focus solely on activity is
managing financial constraints. Paying for activity can risk overtreatment and unnecessary

intervention. It also risks overspending which means money will run out before the end of

the year if activity targets are exceeded.
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Provider payment mechanisms that rely solely on rewarding performance can create
perverse incentives. These are incentives that encourage providers to take the wrong
actions. Payment for performance can result in too much focus on a few measurable
outputs at the expense of good patient care. General targets to reduce waiting lists for
example can result in urgent cases waiting too long.
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Finally, provider payment mechanisms based solely on the organising principle of outcomes
risks compromising the sustainability of small organizations. Paying for outcomes requires
the provider to be sufficiently large to manage or pool the risks across a population where
needs are not individually predictable. The provider also needs to be financially secure.
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There are also different information and skills requirements associated with provider
payment mechanisms developed for each of these organising principles.
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The information requirements for payment mechanisms that have been developed around
the organising principle of need include, accurate information regarding demography and
epidemiology, as well as information about unavoidable differences in cost. Skills
requirements include, medium to high level accounting skills, clinical skills and
epidemiological knowledge, actuarial skills and management and information technology
skills.
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Provider payment mechanisms that are designed around the organising principle of capacity
rely on up-to-date information regarding the built, material and human capacity of
providers and associated costs. Skills requirements here include basic accounting and
managerial skills.
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Provider payment mechanisms that are designed around the organising principle of activity
require accurate information about provider activity and costs. Skills requirements here
include medium level accounting skills, clinical skills, actuarial skills, managerial skills and
information technology skills.
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Provider payment mechanisms designed around the organising principle of performance
need accurate information relating to those selected performance metrics that are being
used to drive the payment mechanism. The skills requirements here are generally high-level
clinical skills, managerial skills, financial analysis skills, human resource and information
technology skills.
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Provider payment mechanisms designed around the organising principle of outcomes, need

accurate information relating to final outcomes at individual and population levels. This will
include epidemiological risks. There is also a requirement for information about delivery
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costs. The skills requirements here are very high-level clinical skills, managerial skills,
financial skills, actuarial skills and information technology skills.
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There are different practical considerations associated with provider payment mechanisms
designed around each principle. For each organising principle there are issues relating to
the timing of the allocation of the payment, and who holds the majority of either the
volume or financial risk.
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Provider payment mechanisms designed around the organising principle of need are
generally paid on a prospective basis, namely in advance, with potentially a retrospective
adjustment if information comes to light which changes what the allocation would have
been. The risk is generally held by the provider who has to manage all their resources
within an envelope of funding that they've been allocated.
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Provider payment mechanisms designed around the organising principle of capacity are
generally also paid on a prospective basis. Here there is more of a balance of risk between
the provider and the payer in terms of sufficiency of funds to secure the required capacity.
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Provider payment mechanisms designed around the organising principle of activity are
generally paid either on time or near time after the delivery of the activity. Here the risk is
shared again between the payer and the provider, the payer takes the risk of having to pay
more than they planned if activity is higher than expected, and the provider takes the risk of
not being paid enough if activity is lower than expected.
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Provider payment mechanisms designed around the organising principle of performance

again are paid on time or near to the time of achievement of the targets. The balance of
risk is generally borne by the provider for failure to deliver against performance targets.
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Provider payment mechanisms designed around the organising principle of outcomes is
generally very retrospective, and the balance of risk is largely borne by the provider. Failure
to achieve outcome measures will result in lower than expected funding levels.
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Payment rates for all of these types of provider payment mechanisms, within a single payer
system, are usually set by the payer based on clinical practice guidelines and estimates of
what it should cost to deliver the service. It is not in the interest of the payer to set rates
too low as providers need sufficient resources to deliver services to a given level of quality
and safety standards. Equally, providers can't be expected to receive funds for resources
that are not used, or which do not add value.
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There are different provider payment mechanisms associated with each organising
principle.
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Here are some examples of provider payment mechanisms. Capitation is generally
associated with the organising principle of need. Payment mechanisms based on setting
global budgets or line item budgets are associated with the organising principle of capacity.
Payment mechanisms that pay on the basis of fee-for-service or a price-per-episode or a
case-based payment such as a diagnostic related group are linked the organising principle of
activity. Pay for performance does what its name says, it is a payment mechanism designed
around the organising principle of performance. Finally, outcome-based payments are
designed around the organising principle of delivering improved outcomes.
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The remaining part of the session will look at each of these provider payment mechanisms
and how they might be used in Sudan in a little more detail. The exception is outcome-
based payment mechanisms as this is unlikely to be a useful payment mechanism for Sudan
in the near-term.

O saall 3 Lgalaiind ¢Sy oS g Aaadll casial adall gl (e IS 8 et Cogus cBan gl) (g iiall ¢ 3ol b
O gl Bk a8 A1 () 65 O il e (e G il e AN pdall ] g oY) Jaaldll e 3 e
Ll sl e

Let's start with capitation or per capita. Here providers are paid a fixed amount in advance
to provide a defined set of services for each enrolled individual for a fixed period of time.
Payments can also be linked to predefined key performance indicators.
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An advantage of this payment mechanism is that it helps to shift the financial risk from the

payer to the provider, especially when linked to the achievement of objective performance
measures. It also encourages efficiency and optimal resource allocation. It does encourage
the provider to attract enrolees.
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A disadvantage is that it can result in service fragmentation for those services which are not
part of the capitation allowance. These could include, for example, specialist services or
treatments which are rare. Another disadvantage is that providers may under-provide
services for specific patients and redirect needy patients to other providers, this is known as
care shifting and cost shunting.
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It does require strong financial management capability on the part of providers but that's
not necessarily a disadvantage. It is moderate in terms of its information requirements for
the purpose of payments but will require the provider to use information to optimize
outcomes for each enrolled individual.
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It has the potential to be very useful in Sudan especially when payers and well-established
providers want to increase equity of access especially to primary care and prevention
services.
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With payment mechanisms based on a global budget, providers receive a fixed amount for a
specified period to cover the costs of an agreed upon set of services. The budget is flexible
and not tied to individual episodes of service delivery. Elements here can be linked to the
achievement of key performance indicators.
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This payment mechanism is very helpful when the payer wants specific types of services to
be provided and are confident that the provider has the capability to allocate resources
effectively within their organization to deliver these services.
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Disadvantages are that there is no emphasis on, or incentives for, the provider to optimize
outputs, improve outcomes or to improve quality and efficiency. Providers may also under
provide services for specific patients and redirect needy patients to other providers.
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It requires moderate financial management capability on the part of the providers, but it is
light on information requirements and, if not linked to outputs or outcomes, may not
require clinical activity coding for the purpose of payment.

s ye (S0 ol 1315 ecila glaall cilillaia e ot 4315 chaddl) edie caila (e Aline A0la 5 1) 5 508 bl
& (i a5 e JalES e 5 llay Y a8 ¢ il s il
It's potentially a very useful mechanism for Sudan where there are established providers

who require financial security and who can be relied upon to respond flexibly to local
circumstances and where information is scarce.
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Payment mechanisms based on line-item budgets involve providers receiving a fixed
amount for a specified period of time to cover specific input expenses. These include, for
example, the costs of hiring clinical staff, the costs of buying medicines, the costs of buying
consumables and the costs of paying for and maintaining infrastructure.
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It is a very helpful mechanism for a payer when they want specific services to be developed
to accelerate access and availability of services, when cost control and direct oversight is
required.
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There are however no incentives for the provider to optimize outputs, improve outcomes or
improve quality and efficiency. Budgets tend to be inflexible and can constrain local efforts
to improve the allocation of resources in response to local needs. Providers may also under-
provide services for specific patients and redirect needy patients to other providers.
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It requires limited financial management capability on the part of the providers. Itis also

light on information requirements and doesn't require clinical or activity coding for the
purpose of payment.
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It has the potential to be useful for Sudan when resources need to be targeted to the
development of a new service in a specific locality and where information is scarce.
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With fee-for-service payment mechanisms providers are paid for each individual service

provided. Fees are fixed in advance for each service or group of services. These are often
paid on the basis of providing service for a fixed volume of patients.
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This is very helpful for a payer when they want populations to have access to specific
services, where they want these services to be increased, and when they are confident that
the provider has the capability to expand service availability accordingly.
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However, it can result in service fragmentation when it's not developed as part of a pathway
of care. It also encourages outputs and volume, rather than outcomes or quality and safety
and hence can encourage unnecessary treatments for individual patients.
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It does require moderate financial management capability on the part of the providers and
is moderate in terms of its information requirements. It may require clinical or activity
coding for the purposes of payment.

Aalal) e haal) e Cum (pa Ylina e s asdl) padie ila (e e Zulle 3512 5508 callay oL 134
8l Gl e s Sl GSaS) 1ia 5 el il 5 o,

It has the potential to be useful in Sudan when payers want established providers to
increase access to specific services, e.g. accident and emergency services.
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Payments based on price-per-episode are used to reimburse healthcare providers based on
expected costs for delivering episodes of care. It helps to target payments relating to the
numbers of patients receiving an episode of care for a specific treatment or condition.
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One of its advantages is that it encourages activity within a secondary care pathway. So if
the payer wants to increase use, by paying on the basis of each episode of care, providers
are directly encouraged to increase activity levels and can treat more patients knowing that
they're going to get paid for each episode of care.
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Price per episode payment mechanisms can result in service fragmentation of the services
that are not part of a secondary care pathway. By paying for episodes of care sometimes
patients who would have been better treated in the community are admitted to hospital. It
encourages outputs and volume, rather than outcome or quality and safety or
appropriateness and can discourage investment in prevention.
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It requires strong financial management capability on the part of providers who have to
manage variations in funding, linked to the delivery of individual episodes, against the need
to cover fixed or semi-fixed costs. Information requirements are moderate depending on
the level of clinical coding required.
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It does have usefulness for Sudan when the payers want to efficiently reduce waiting lists
and waiting times and encourage providers with the capacity to increase treatment rates.
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With case-based provider payment mechanisms such as those based on diagnostic related
groups, hospitals are paid a fixed amount per admission or discharge depending on a
combination of patient and clinical characteristics and the associated resource use. This
might include, for example, age, condition code, treatment code, and length of stay.

A yall ) e 2l olls Jie (case-based payment) sl Jilie adall ) satieall adall Gl J3A o
e Blie) 5 A3 ol Jsan J8 clidinal culs alue 2 o4 «(diagnostic-related groups) gass-ill
Sass ¢ sl Qi s e Gl Jay 38 Ly syl 3 ) sl alaiiiad 5 4 syl s sall Gailiad (e e sane
M\A‘}[\ 3 g ch\ BYSY Al

This mechanism really helps to target payments for patients according to the intensity of
the resources that are needed to deliver care for those patients. It encourages efficiency
and optimal resource allocation within a secondary care pathway.
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One of the disadvantages of this payment mechanism is that it can result in service
fragmentation for those services that are not part of a secondary care pathway. In this way
it's very similar to the price per episode or fee for service payments we spoke about earlier.
Like them, it encourages outputs rather than outcomes or quality and safety or
appropriateness and also like them, it can discourage investment in prevention.
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It does require strong financial management capability on the part of providers and is
relatively high in terms of information requirements and will require clinical or activity
coding, and, in the case of diagnostic resource groups, accurate diagnosis coding, for the
purposes of payment.
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It does have the potential to be very useful for Sudan when you have established providers
and you want to increase access to secondary care services for people with specific
conditions. This is especially the case for people living with chronic conditions that need
hospital treatment.
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Performance based provider payment mechanisms enable providers to receive a financial
reward for delivering predefined performance improvement targets. Providers can also be
penalised for not hitting performance standards.

1Y) pentl e Badae Calaal il dlla slilSe e J geaal) et cesial ¢laY1 ) sasiesal) adall il i
I leay oli gl aded deadll cadie dlae Uyl (Say

This mechanism is very helpful when payers are trying to achieve tactical objectives related
to for example workforce development plans, the implementation of new information
technology systems, the redesign of care pathways, compliance with clinical practice
guidelines, safety improvements and so forth.
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It is a complement to other provider payment mechanisms.
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The main problem with this payment mechanism is that if it is designed badly it can distort
behaviours and encourage providers to focus on activities that are not in the overall best
interests of patients. Providers may also find themselves under funded if the basic service
provision is tied in too much to the performance targets and targets that are set as or
unachievable.
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This payment mechanism has the potential to be useful for Sudan when payers want to
tackle particular tactical objectives such as reducing waiting lists and waiting times.
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And that brings this session to a close. Thank you so much for participating we hope you
enjoyed it. Just a reminder this was the first of five training sessions that we've prepared to
support the initial training of the provider payment mechanism pilot teams. We've
provided an overview of the different types of provider payment mechanisms that could be
used to allocate resources in different health systems across the world. We've developed a
set of multiple-choice questions to help you test your understanding of the session these
will be available after the session is completed. In the next session we'll explore the
proposed provider payment mechanisms for Sudan. Thank you again for joining. See you
next time.
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Welcome to the provider payment mechanisms pilot training program. Five training
sessions have been prepared to support the initial training of the provider payment
mechanisms pilot teams. The training sessions are intended to be watched in sequence.
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Session one provided an overview of the different types of provider payment mechanisms
used to allocate resources in different health systems across the world.
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Session two, this sesion, will provide a description of the proposed provider payment
mechanisms for Sudan.
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Session three will provide a checklist of issues and steps that need to be considered by the
provider payment mechanisms pilot teams in the development of their plans
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Session four will provide an overview of information requirements for the development of
provider payment mechanisms; and
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Session five will provide a checklist of good practice for the evaluation of the pilots.
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This is session two so, just to remind you, it will provide a description of the proposed
provider payment mechanisms for Sudan.
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The session will begin with a short introduction to the objectives for the provider payment
mechanisms for Sudan.
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We will then go on to look at the proposed provider payment mechanisms for Sudan. The
payment models that can be used for allocating resources from federal to state level will be
looked at in more detail, together with a description of related questions that will need to
be considered as part of the pilot phase. A separate approach has been proposed for
payment models to be used for allocating resources within the state. We will describe these
and the associated questions that will need to be addressed by the pilots.
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This session covers proposals for how funding should flow for the Sudan health system. If
we move from the left to the right of the slide you can see that the funds need to flow from
the federal payer to the state provider, and then from the state provider through to the
provider outlets where monies can be used to fund resources that are needed to deliver
patient care.
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When designing the proposals for the provider payment mechanisms, we have taken as a
starting point, the reform objectives for the health system in Sudan. Listed here are the
reform objectives that have been worked through with stakeholders for this project. They
include:
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e increasing financial protection for citizens so that the proportion of healthcare that
they have to pay for directly is reduced
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e increasing the number of people covered in terms of insurance and universal health
coverage
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e improving the quality and safety of the service
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e increasing the equity, particularly around access to the service for the population
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e ensuring sustainability of the system in the medium term
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e increasing the range and scope of services that are covered by the health system in
Sudan
sl 8 sl Uail) Ldary i) ciladdll e g (3ai saly

e improving the efficiency of the health system in Sudan
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e improving the measurement of health outcomes, improving health outcomes, and
reducing unwarranted variation in health outcomes
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e anincreasing emphasis on primary and secondary disease prevention
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e implementing the political or legal mandate for health systems so that it becomes a
right and
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e respecting consumer and professional preferences in terms of the delivery and
service
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Where trade-offs exist between different options for provider payment mechanisms the
highest priority should be given to improving

O] (5 paalill 35 515V lae) oy Aeadll casial adal) Y Adbiaall el JLall (s OBl 3 ga g Al b
e access to services

leadll ) Jgea sl
e the quality and safety of services



cilaadll dadlu 5 32 52
e the efficiency of services
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That's not to say the other health system objectives are not important. They should all be
considered when reviewing options for provider payment mechanisms. However, these are
the priority goals for provider payment mechanisms.
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In addition to the health system reform objectives we’ve also developed some tactical
objectives which will also influence the choice of provider payment mechanisms and the
amounts paid in Sudan. These relate to workforce, information technology, facilities, clinical
practice, prevention and health delivery system.
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The first of these relate to the workforce.
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It is very important to ensure consistent payments are made for health professionals
working in the same healthcare facilities and across the same healthcare settings.
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It would be helpful if we could address staff shortages by providing competitive salaries for
health professionals.
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Another tactical objective will be to ensure at a local, facility level, investment in
information technology, infrastructure, and manpower including systems to support good
operational practices, electronic health records, information specialists and financial
management.
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Investing in facilities and equipment to address specific gaps within each state are also
important tactical objectives. There are many areas without the basic infrastructure needed
to deliver health promotion and treatment activities. Strategies will need to be developed
to find the best solutions for meeting these needs, taking account of digital health solutions
as well as physical buildings and workforce development priorities. Funds will need to be
well targeted to local areas to enable these investments to take place.
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The development of clinical practice is another important tactical objective. In particular
there is a need to promote and encourage the adoption of, and consistent compliance with,
defined clinical standards and protocols. There is an urgent need to incentivise the
development of laboratory services and diagnostic capabilities. There is a need to optimise
compliance with medicines protocols. Another priority goal for clinical practice will be to
improve medicines supply chain management. Improving the quality and safety monitoring
process generally is an important goal and then finally there is a requirement to reduce
waiting times and numbers on waiting lists for planned procedures.
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Effective population health and prevention programmes are a vital component of universal
health coverage and an important tactical objective is to ensure alignment of adequate
funding between health treatment, health prevention and addressing the wider
determinants of health. It will be imperative to ensure adequate and protected funding for
these activities.
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Finally there are some objectives relating specifically to the development of the health
delivery system. These include investing in the administration of health delivery systems
which cluster health outlets into different coherent delivery units to integrate vertically and
horizontally across a care pathway and embrace clinical networks. There is also a need to
develop and implement a strategy to minimise fraud, waste and abuse.
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These tactical objectives are not intended to be an exclusive list. It will certainly be the case
that additional tactical objectives will be identified in each state which need to be
considered when designing and deciding on local funding allocation and provider payment
mechanisms.
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The proposed provider payment mechanisms for Sudan will involve the establishment of a
common description and standard set of metrics for provider payment mechanisms which
should be provided through policy briefs and accompanying booklets and data dictionaries,
and adhered to nationally.
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There will be standard and consistent provider payment mechanisms used to pay the state
ministries of health for different types of services. Each state will receive payments for
specific services based on the same mechanisms.
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Within each state, there will be a mixed payment model so that state ministries of health
have flexibility to match solutions to specific local challenges when funding their healthcare
outlets. This would be set within a “bounded choice” so state ministries can select from a
predefined menu of payment mechanisms, following approval from the National Health
Insurance Fund and the Federal Ministry of Health.
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Finally, the provider payment mechanisms will need to include targeted performance
components to reward achievement of objectives, this would include the tactical objectives
mentioned earlier.
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The need for performance payments will vary state-by-state and can also be used with
discretion within the states.
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Before going any further, let’s remind ourselves of the five organising principles.
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The first organising principle is based around need. This principle is designed to reflect the
need to meet population need, or perceived risk of population ill health. Using this principle
money is distributed according to the size of the population, need, and associated costs
arising from the impact, or the illness impact, of an annual incidence or overall prevalence
of a disease, or the perceived risk of a disease, or risk of injuries.
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The second organising principle is capacity. This principle is designed to reflect the need for
human and physical capacity. Here money is distributed according to the number, types,
and costs of physical facilities such as inpatient beds or theatres, or the numbers and costs
of clinicians in a hospital, or a primary or community outlet.
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The third organising principle is activity. This principle is designed to encourage the delivery
of required activity levels. Here money is used to cover the costs of the number of patients
admitted or discharged from hospital or the number of patients operated on, or the amount
and types of costs of medicines administered and treatments delivered.
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The fourth organising principle is performance. This principle is designed to reflect the need
to improve performance. Payments could be made to reward the achievement of defined
and measured levels of patient reported experience or organisational efficiency.
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Finally, the fifth organizing principle is outcomes. This principle is designed to reflect a need
to achieve intermediate or final outcomes. Here payments could be made to reward the
achievement of treatment outcomes or improvements in population health.
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A list of 7 provider payment mechanisms has been proposed for use in Sudan.
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The first is known as capitation. This is where providers are paid a fixed amount in advance
to provide a defined set of services for each enrolled individual for a fixed period. This
payment mechanism is designed around the organising principle of need.
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The second proposed provider payment mechanism is a global budget, where providers
receive a fixed amount for a specified period to cover aggregate expenditures to provide an
agreed upon set of services. Here the budget should be flexible and not tide to individual
items. Again, complementary performance components can be included if needed. The
organising principle around global budgets is to develop capacity.
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The third proposed provider payment mechanism is a line-item budget. Here providers
receive a fixed amount for a specified period to cover specific input expenses such as clinical
staff consumables and the costs of developing and running facilities. This payment
mechanism is designed around the organising principle of capacity.
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Fee for service is proposed when providers need to be paid to deliver a pre-agreed service
for a given volume of patients, and fees cover the associated aggregate expenditure. The
organising principle for fee-for-service is activity.
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Price per episode is also included within the menu of payment mechanisms. This is where a
fixed payment is made for every episode of care. The levels of payment reflect the average
cost per episode of care. Again this is based on the organising principle of activity.
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Finally, case-based payments are proposed to cover the expected average costs of a patient
depending on their characteristics and the associated level of resource required to treat
them. The average costs of treating patients who are classified into a diagnostic related
group is a common form of case-based payment and it is based on the organising principle
of activity.
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All of these payment mechanisms can be accompanied by a performance component where
providers receive a financial reward for delivering predefined performance improvement
targets or can be penalised for not hitting minimum performance standards.
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So let’s now look at the proposals for the provider payment mechanisms to be used by
national payers to fund services to be delivered by the state for its population.
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It is proposed that the specific proposals for the allocation of resources from federal to state
are relatively simple and consistent for each state.
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For primary and community care the organising principle for the payment mechanism
should be based upon need and the payment mechanism will be capitation. This will
provide an envelope of funds for each state to deliver primary and community care, based
on the size of the state population adjusted for unavoidable differences in need and cost. It
will allow states to direct money where it is needed and reflects that these services are not
highly capital or cash flow intensive.
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Emergency care capacity will secured through payments based on a combination of global
budget and performance. This will provide states with security of funding to develop and
maintain a level of emergency responsiveness in hospitals and protect and guarantee a
minimum capacity level. Performance payments can provide reward for states who achieve
targets for investment in efficiency and effectiveness and for delivering safe and timely care
for example.

1Y) Jilie adall 5 ALl 40 Saall (e gz ye bl Sle e 8ol JBA e 40Ul dle 1 ilead 3,08 Gl s
ng}aﬁu;}‘;w\93154\}%31:\4\;3“\1\wd)@gs%ug\jwudwm@tw)ﬂdhgw
Alladll 5 LSl 8 laina DU Wlaal (s ) <y Sl alalSa olaY) e 8o a085 o Syl el (e ol aa
JO) das e il i gl 85 2ial Ale ) apail

For planned hospital and polyclinic services the organising principle should be activity and
the payment mechanisms will be based on episode of care. This will incentivise activity
change and improved utilisation. Performance payments can be made to states who deliver
on tactical objectives such as reductions in waiting lists and waiting times. As digital
information develops it is proposed that these payments mature into case-based payments
based on diagnostic resource group.
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So let’s look at each of these and the questions which will need to be addressed as part of
the pilots.
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For primary care, we are proposing a provider payment mechanism which involves a
capitation payment. This will be a fixed payment per head of population so each state is
given an allocation based on the number of people in the population of that state to cover
the costs for that state of primary care services.
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The questions for the pilot stage are:
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Firstly, how will the target capitation allowance for primary care for each state be calculated
to reflect differences in size of the population, the age profile of the population, differences
in health need and unavoidable differences in cost?
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Secondly, how does the calculation of target allowances compare with current levels of
funding at the state level and what would be a reasonable process for increasing funding to
those states who are currently below target so that there is greater equity between states?
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The third question for the pilot is what would be required, in addition, to meet the
requirements of the new essential benefits package once it's been agreed?
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The global budget will be a fixed payment to assure the delivery of capacity for urgent
secondary care. The questions here for the pilot are:
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e what proportion of the secondary care budget should be set aside for ensuring the
delivery of a core capacity for urgent and emergency secondary care?
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e how does this relate to the tariffs for the episode-based payments and should these
be restricted to elective or planned care?
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e how does the calculation of the target payments compare with current levels of
funding at state level and what would be a reasonable process for moving those who
are currently below target so that there is greater equity between states?
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e and then finally, what will be required in addition to meet the requirements of the

new essential benefits package once agreed?
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Moving on to the use of episode-based payments for planned secondary care and polyclinic
services, this would involve a fixed amount per episode of care for a predefined list of
treatment services.
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e how will the episode tariff be set and what data will be used?
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e how will the tariffs be adjusted to reflect unavoidable differences in costs across the
different states?
28 jai 3,083 2 (S AR LY U e CallSl s dpaial (55 il (uSati] 4 il Jpaad i (S
ol it aans Al UL & Loy Ala

e how does the calculation of target payments compare with current levels of funding
at state level and what would be a reasonable process for moving those who are
currently below target as there is greater equity between states?
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e and finally, what would be required in addition to meet the requirements of the new

essential benefits package once agreed?
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So let’s look now at the allocation of resources to provider outlets within a state.
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When considering payment mechanisms to be used within a state it's important to
recognize that each state within Sudan will face unique challenges in relation to the
population, epidemiological, geographical and local health infrastructure. Some states will
face particular challenges which will not be experienced in other states. In some states
there will be strong infrastructure within one or more areas of clinical practice, and
shortages in others. If you look at the Sudanese population there are great differences in
terms of population need and health status across the whole of the nation. Each state
needs to be allowed to take the decisions it needs to address the challenges that it faces
locally.

aa sin Ola gl JAIS ALY 5 JS o @ G agall e A ) JAls Lealadiiad o 3 adall il i ki) vie
Claad Jsall Gy 4a) st Aalaall 5 48] padl 5 400 ) 5 AnlSull Ll 4all Al (Blaty Lagd 5y 48 Cilaas
E¥laa e ST 5l aal s Jlae (A A8 dtiad iy a5 oY 1) Gany A s AT QY 5 Leeal 5 ) Aals
Claliia) Cun (e §S BIER) @ligh (Sl ) @il 13 g AT il b oty e ) s el
Claaaill dgal pal lealing Al <l ) Al A5l Y 5 IS0 et o Gaay 23 ola] c_m &8 Aomaall sl 5 )
Llae gl 55 A

Rather than using a national payment model for the payer to pay the outlets directly, the
state ministries of health as the state provider, will be given responsibility to fund individual
state ministries of health outlets and facilities using whatever payment mechanisms the
state decides will be necessary to address the challenges it faces. Each state ministry of
health will be given flexibility in the distribution of funding.
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Each State Ministry of Health, by prior agreement with the national payer, should use the
nationally defined provider payment mechanisms outlined earlier in a unique flexible way to
allocate resources to each outlet. The goal will be to provide an optimum blend of payment
mechanisms to address specific local challenges. This flexible bounded choice will enable
some consistency across Sudan but also ensure maximum agility and flexibility locally.
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So let's look at how this might be applied in practice.



Capitation is particularly useful for increasing equity of access to health promotion and
primary care services. States might want to consider using capitation for locality funding or
primary care and community clinics.
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States might find a global budget a useful payment mechanism where they are seeking to
provide financial security to established secondary care providers. This could include
secondary care facilities or more targeted emergency care services.
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States should consider using line item budgets where they are trying to provide funds for
new service developments. This could include new clinics or new care pathways.
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Fee for service payments will be useful for states where they are looking to secure services
or service access for a given volume of care. Example services here might include accident
and emergency departments or maternity units.
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Where states want to encourage the provision of planned activity, they might consider using
a price per episode. This would be useful for example if wishing to expand planned surgical
care.
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Finally, where data are available it would be useful for states to consider targeting payments
to providers who treat people with certain underlying conditions. For this they would want
to use case-based payments.
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All of these payment mechanisms can be complemented with pay for performance
mechanisms which will reward providers for improving efficiency, quality improvement and
addressing tactical objectives.
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As we develop provider payment mechanisms, they are going to be some questions which
need to be addressed as part of the pilot. The first and the big one is what criteria will be
used to determine which mix of provider payment mechanisms should be adopted within
the state? These criteria might, for example, include :
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e the ability to move resources to where they need to be to address existing
challenges
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e the feasibility of meeting data collection management and quality requirements
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e the capability of management to implement the payment mechanism at the facility
level
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e and finally, the ability of the state to monitor performance of the proposed provider

main payment mechanisms
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The second question which will need to be addressed by the pilot is what the impact will be
on funding for individual facilities and outlets, how does the money change for those
providers?
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What therefore will be the transition from existing funding to new funding and how will that
be managed?
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The 4th question is how should locality funding be determined? This has to be done in
consultation with stakeholders across the state.
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Finally, the pilots will need to consider what proportion of funding should be reserved for
wider public health initiatives?
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And that brings this session to a close. Thank you so much for participating we hope you
enjoyed it just a reminder this was the second of five training sessions that we've prepared
to support the initial training of the provider payment mechanism pilot teams. In this
session, we've provided information on the provider payment mechanisms to Sudan and the
guestions which will need to be addressed by the pilot.
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We've developed a set of multiple-choice questions to help you test your understanding of
the session these will be available after the session is completed.
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In the next session we'll cover a checklist for the development of plans for the pilots.
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Thank you again for joining see you next time.
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Welcome to the provider payment mechanisms pilot training program. Five training
sessions have been prepared to support the initial training of the provider payment
mechanisms pilot teams. The training sessions are intended to be watched in sequence.
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Session one provided an overview of the different types of provider payment mechanisms
used to allocate resources in different health systems across the world.
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Session two provided a description of the proposed provider payment mechanisms for
Sudan.
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Session three will provide a checklist of issues and steps that need to be considered by the
provider payment mechanisms pilot teams in the development of their plans.
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Session four will involve taking a closer look at the information requirements for the
development of provider payment mechanisms; and
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Session five will provide a checklist of good practice for the evaluation of the pilots.
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This is session three so, just to remind you, this session will provide a checklist of issues and
steps that need to be considered by the provider payment mechanisms pilot teams in the
development of their plans.
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This session will begin with an introduction which will include a description of our overall
approach, a discussion of leadership requirements, and an overview of the purpose of the
pilots. We will then describe in detail a checklist for the pilot plan development. We will go
Step by Step through five Stages of planned development to include Stage 1 “initiation”,
Stage 2 “Discovery Define and Design”, Stage 3 “Approve”, Stage 4 “build” and Stage 5
“operate”. The session will end with a conclusion and a discussion of next steps.
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The proposed provider payment mechanisms pilots are very important. In practice they
mark the first step in the implementation of two important national healthcare policies.
Firstly, the development of an essential health benefits package to advance the
achievement of universal health coverage in Sudan. Secondly the development of financial
allocation and provider payment mechanisms to support the introduction of an essential
health benefits package to advance universal health coverage. It is envisaged that the
provider payment mechanism pilots will also formalise within their scope a partnership and
division of roles and responsibilities between Ministry of Health and the National Health
Insurance Fund at state level that will expand in scope when the essential health benefit
package is rolled out.
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The provider payment mechanisms pilots provide a valuable opportunity to develop and
practice a variety of new skills and systems. These include for example, health systems
governance, financial management, information science and information technology,
planning, capacity building and change management.
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| want to first describe our overall approach to this project and some key principles that we
developed with senior leadership to guide this approach. These principles might be of use
to the pilot teams as you develop your proposals for taking the work forward. The key
principles are that the outcomes of the work should be practical, achievable, as simple as
possible, delivered quickly, enabling skill building, impactful and popular.
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Leadership is going to be very important for the success of the pilot. Leaders of the pilots in
both the National Health Insurance Fund and the Federal and State Ministry of Health will
need to be, and be seen to be, role models for collaborative working with colleagues at all
levels. These colleagues will include representatives from the federal level to the local level
and from the most senior to the most junior. We would encourage five core behaviours to
guide the leadership for these pilots. Honesty, transparency, high engagement, constructive
challenge, and high support. These behaviours are essential in order to embed collaborative
working and to enable and sustain a partnership model with more distributed powers, roles
and responsibilities.
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So, let's move on now and think about the purpose of the pilots. The purpose of the pilots
will be to test the recommendations for the development of a nationwide provider payment
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mechanism framework for the Sudan Health System prior to national spread and adoption.
Specifically, the pilots will be looking at a number of topic areas.
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Firstly, the pilots will need to consider the context within which the provider payment
mechanisms are being developed. This will include considerations of the key challenges
facing the pilot state.
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Secondly, it will be important to set and agree objectives and explicit goals for the provider
payment mechanism reform in that state. These will need to be clearly linked to addressing
the key challenges and the requirements to implement service development and delivery
solutions to meet these challenges.
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The engagement of stakeholders will be particularly important. Pilots will need to consider
which stakeholders need to be engaged and what form that engagement should take given
their level of interest in the pilots and their influence on its outcome.
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Fourthly, the pilot teams will need to think about the design of the local provider payment
mechanisms. What mix of payment models should be used by each of the selected pilot
states and how does that help the states to address the challenges they face and achieve
the objectives that they have set for themselves?
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The pilots will need to consider carefully what it will take to implement the provider
payment mechanisms in a real-world environment in line with the original design. They will
need to consider what inputs, resources, processes, and governance are needed to deliver
the intended outputs.
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The pilots will need to monitor the implementation carefully and identify the key barriers
and risks experienced and how these were overcome. They will need to identify the key
enablers for successful implementation that can be used to guide the roll-out of the
provider make payment mechanisms to other states.
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Ultimately the pilots will need to assess whether the provider payment mechanisms helped
the pilot states to achieve their objectives. They will need to consider whether the cost of
implementing the provider payment mechanisms were proportionate to the value of the
improvements delivered.
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And then finally the pilots will need to identify the lessons which should be reflected as the
programme is rolled out to other states.
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The pilots will follow a five-Stage pilot development plan. The first Stage which is known as
“initiate” will involve setting up the pilot management and governance arrangements
correctly. The second Stage involves discovering defining and designing the pilots. This is
essentially the plan for the pilots. The third Stage will involve securing the necessary
approvals to launch the pilots. The fourth Stage is when the pilots themselves will be
launched and resources will be put in place to enable implementation, this is known as the
“build” Stage. The fifth Stage will involve the ongoing operation of the pilots and the
delivery of the outcomes this is known as the “operate” Stage.
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if you look at the diagram on this slide you can see how these Stages enable a cycle of
improvement. Starting with the initiate Stage and then moving onto discovery, this is where
you look specifically at the challenges that are faced within each state. You then move on to
define the objectives and goals that you need to achieve to address these challenges. You
are then able to move to designing the payment mechanisms and the approach that you
want to take. Having designed your approach and prepared your plans you are then in a
position to seek approval for your proposals. Subject to achieving approval you should then
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be in a position to move forward to build the pilots themselves. Once these pilots have
been properly set up you are then able to operate those pilots and continuously evaluate
how well you are performing. This on-going evaluation should feedback into a cycle of
review of so that you can make continuous improvements to the design of the pilot and
improve its chance of success.
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We are now going to take you through each Stage of the pilot development programme.
We have developed a stepped process, with each Stage covering a number of steps. There
are 37 steps in total and a checklist of these steps is provided as a downloadable document
to accompany this session.

& 3 e o il Qo8 2i0aS 5 8 gie il ghadll 638 (e (885 AailE 5 & ganall (85 5had 37 lia ) ghadll e Do
_Eh‘gj\ol&s

So, let's take a closer look at the initiation Stage for the pilot projects. This covers steps 1-4
of our 37 steps. Step one will be to confirm the governance arrangements for the pilots at a
national level. Step 2 will involve confirming the governance arrangements for the pilot at
the state level. Step 3 will involve determining state level project management
arrangements. Step 4 will be to determine the national level evaluation arrangements for
the pilot projects. We will be covering evaluation in session 5.
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This Stage will involve making decisions about the remit of the various groups, the
membership of the governance and project management teams, the calendar of events and
meetings, the definition of activities, the resource requirements, and any resource support
that will be needed to ensure a smooth functioning of the programme.
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The output of this Stage will be governance management and evaluation arrangements
planned and put in place.
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For the remainder of this session we will refer to the national governance arrangements as
the national governance team, the state governance arrangements as the state governance
team, and the state project management arrangements as the state management team.
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Stage two is where you will plan the pilots. This is the discover define and design Stage. It
will cover service development and delivery plans. It covers steps 5-20 of the pilot
development programme. This will be done by the state governance team and the state
management team and approved by the national governance team.
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It will be important to keep the plans as simple as possible, unnecessary complexity will
increase costs and reduce the likelihood of success. It will be important that the plans are
focused on achieving the defined goals of each pilot. It is important to remember provider
payment mechanisms are not an end in themselves. Provider payment mechanisms are a
means to an end.
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The output of this Stage will be that project proposals are developed and ready for
approval.

Lgale 481 5all 3 ks 5 Lo yy skt o3 38 & 5 pdiall il yile () Als yall 38 il i ()5S

All pilots will need to start by considering service development and delivery requirements
which will be funded by the new pilot provider payment mechanisms.
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Step 5, the first of the planning steps, will therefore involve the identification and
engagement of stakeholders to review the context and challenges faced in the pilot state, to
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agree the scope and duration of the pilot, and to agree specific measurable service
development and delivery goals which will address the challenges identified. For example,
challenges might include shortage of primary care workforce, or long waiting lists, or poor-
quality hospital services. Service delivery solutions might require changes in models of care,
increased utilisation, or increased supply or up-skilling of staff.
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Step 6 will involve determining whether the project service development and delivery goals
can be achieved within existing healthcare Ministry of Health built, human resource and
technical capacity and capabilities. If it is not possible to achieve the project goals within
existing capacity and capabilities, Then the state management team will need to proceed to
Step 7.
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Step 7 will involve determining if, how and when additional required built human or
technical capacity can be obtained within the timeline of the project were finances to be
available. If it is unlikely that capacity and capability will be in place within the timeline of
the pilots it will be necessary to go back to Step 5 and engage further with stakeholders to
revise the goals for the pilot.
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Step 8 will Involve the development of a Gantt chart to outline proposals of how the project
service delivery goals might be achieved and with what ministry of healthcare resources,
and by when. This will involve estimating the resulting activity and output levels. If the
proposals are not achievable within the time scales set for the pilots, then the pilot
management team will need to go back to the stakeholders as per Step 5.
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Step 9 will involve costing the outline proposals. This will involve calculating both the
existing and new operating and capital costs of resource that will be needed.
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Step 10 will involve the consideration of two questions:
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e Question one: is the cost the proposals likely to be affordable?
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e Question two: is the cost of the proposals likely to be affordable when the essential
health benefits package is introduced?
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If the answer to these two questions is that it is not feasible, again it will be necessary to
return to Step 5 and consult with stakeholders on revising the goals for the programme.
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Once it has been agreed that the proposals for meeting the project goals are feasible within
current or expected capacity and capabilities, can be delivered within the time scales, and
are likely to be feasible in terms of affordability, it will be necessary to review the proposals
and cost estimates with the state governance team. This review will be Step 11.
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Once the state governance team has approved the proposals, it will be necessary to confirm

the proposals, the estimated activity levels and costs, with the national governance team.
This will be Step 12.
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Once the proposals are approved at State and National level, the state management team
can move to Step 13.
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Step 13 will involve preparing a full Ministry of Health service development and delivery
plan. This will be done by the state management team and the output will be a clear plan
with pilot goals tasks scope budget and timeline.
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Step 14 will involve the state management team preparing a financial plan to deliver the
proposals. This will need to consider all potential sources of revenue and capital funding
requirements.
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Step 15 will involve the determination of how any service development costs including
capital investment and any one-off expenditure will be met for the pilots.
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Step 16 will then involve selecting the appropriate provider payment mechanisms to meet
the project goals. The mix of provider payment mechanisms will need to cover the full
provider service delivery costs within the project scope. The selection of provider payment
mechanisms will need to be done by the state governance team under advice from the state
management team.
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It will be important here for stakeholders to consider the criteria presented in session 2 for

the selection of the appropriate provider payment mechanisms to be included within the
pilot. These will include for example:
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e the ability to move resources to where they need to be to address existing
challenges
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e the feasibility of meeting data collection management and quality requirements
83 gall 5 ULl aaa 3l calillaia 40l (5 gan

e the capability of management to implement the payment mechanism at the facility
level
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¢ and finally, the ability of the state to monitor performance of the proposed provider

main payment mechanisms
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Step 17 will involve the development of logic models of the selected provider payment
mechanisms, so as to demonstrate the input requirements, any process requirements, the
outputs and their likely impact. This will include estimated activity levels, projected unit
costs, and likely overall budget impact associated with the implementation of each provider
payment mechanism. Estimates of the total budget impact will need to be reconciled with
the financial plan.

Clllaia gl 5 (Jaay) ldlia zaa 5l 5 )liaall deadll cadie ads LY dihaia zilai ok 17 5 shall Jediv
58l 5 (a8 giall sas o) CallSs g 8 jadal) Jaliall b gioe I Jedinn g Jaiaad) la i 5 s jall 5 ddalac
Slaa¥) Al ol o s 38 5 o Sl dedd adie JSU adal) A1 2y Jai yall Jinall laa Y1 A0 S0all

RV EVRUPERFI

Step 18 will involve determining if the state stakeholders have the capacity and capability to
deliver the proposed financial plan and provider payment mechanisms in a timely and
effective manner. Where capacities and capabilities need to be strengthened the team
should plan and cost the necessary adjustments.
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Step 19 will involve determining the capacity and capabilities of Ministry of Health providers
to operate the proposed provider payment mechanisms with particular reference to any
information requirements. These information requirements will be covered in some detail
in training session 4. It will be necessary for the team to plan and cost any adjustments to
provider information and financial management capacity and capabilities if required.
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Step 20 will then involve a review of all the financial elements, steps 14 to 19, by the state
governance team.
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This will mark the end of Stage 2 namely the Discover Define and Design Stage.
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Pilots will now be in a position to move on to Stage three. Stage three is where approvals
are sort sought and hopefully granted to proceed with the pilots.
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Stage 3 covers steps 21 to steps 27 of the pilot development programme. Step 21 will
involve reviewing the full-service development and delivery plan which was prepared as
part of Step 13 and the outcome of the financial review of all elements which was covered
by Step 20. The review will be undertaken by the state governance team.
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Step 22 will involve undertaking any professional and public consultation of the plan
required by stakeholders. Adjustments can be made to the plan as necessary.
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Step 23 will involve the state governance team making its final recommendations to the
national governance team.
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The national governance team will then undertake a final review of the full-service
development and delivery plans and the financial review for each project. If satisfied with
the robustness of the plans it will need to then make a decision to proceed with the pilots.
This will all be done by the national governance team. This will be Step 24.
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Step 25 will involve the development and commencements of the professional and public
communication and engagement plans regarding the pilots by the state management team.
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Step 26 will involve agreeing the scope and the design of the evaluation and the key
evaluation questions that will need to be answered. This will be done by the state
management team and submitted for approval by the state governance team and the
national governance team.
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Step 27 will be to develop a plan for the evaluation of the pilots (activities, tasks and
resources) and commence work on a baseline assessment. This will be completed by the
state management team and approved by the state governance team and the national
governance team.

axl) e Jaall 3 eaidly (20 sall s aleall 5 Aaki1) Tans pail el syl Adad s ghai & 27 55l () Sy
il sl S ) (3 5 B Sl S g (3 e 385y Y 51 8100 (Bt U om Al (g MY s oY)

The outputs of this Stage will be an approved plan for the pilots, associated communication
arrangements, and evaluation arrangements.
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The pilots should now be in a position to move to Stage 4. Stage four will involve
implementing the pilots and is known as the build Stage. The build Stage will cover steps 28
to 31.
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Step 28 will be to continue the professional and public communication and engagement
plans for the pilot programme.
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Step 29 will involve commencing the service development plans. This will be done by the
state management team with local providers.
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Step 30 will involve commencing and completing the capability and capacity development
requirements for state stakeholders.
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Step 31 will involve the commencement and completion of the provider financial and
information development plans. This will be done by providers supported by the state
management team or any necessary experts.
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If as a result of continued professional and public communication and engagement it
becomes necessary to make any adjustments to service development plans, or capability
and capacity development requirements for state stakeholders, or to make any revisions to
the financial and information development plans required of providers, this should be
proposed by the state management team to the state governance team and if necessary the
national governance team. Subject to their approvals these revisions to the plans can be
approved.
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The output of Stage 4 will be established pilots ready for real-world operation and
evaluation.
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Once the pilots have been set up, the pilot programme can move to Stage 5. This is the
delivery Stage. This Stage covers Step 32 to Step 37 of the pilot programme. Step 32 will
involve the commencement of the service delivery plans by providers. Providers will be
supported by state management teams.
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In parallel, providers will need to commence on the development with new information

systems, where necessary supported by experts and the state management team. This will
be Step 33.
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Step 34 will involve commencing the new provider payment mechanisms. This will be
undertaken by the nominated payer for the services and the providers of the services and
will be monitored by the state management team.
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Progress reports will be frequent and provided by the state management team to the state
governance team, and from the state governance team to the national governance team.
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Step 35 will involve the commencement of the evaluation. The evaluation will be discussed
further in session 5.
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Step 36 will involve the completion of the pilots and all evaluations.
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Step 37 will involve the final review of the evaluations by the national governance team and
the state governance team in collaboration.
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The output of Stage 5 will be completed reports on each pilot programme for consideration

by the Federal Ministry of Health and the National Health Insurance Fund. This will inform
the national roll-out of the programme.
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The list of key steps we have presented here may appear rather daunting at first sight.
However, this list is designed to act as a guide to good practice and would hopefully be a
useful checklist for necessary activities when the government of Sudan moves towards
nationwide implementation of the full essential benefits package. This training session will
help pilot states select achievable goals for their pilots and use the experience of the pilots
to develop practice and integrate new skills and capabilities into their operating methods in
ways that are as simple efficient fast and sustainable as possible. A big challenge in the
introduction and use of the new provider payment mechanisms will be the reliable
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generation and use of new categories of information. An introduction to those new
categories of information will be the topic of the next training session.
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And that brings this session to a close. Thank you so much for participating we hope you
enjoyed it just a reminder this was the third of five training sessions that we've prepared to
support the initial training of the provider payment mechanism pilot teams. In this session,
we've provided a checklist for the development of the pilot programme.
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We've developed a set of multiple-choice questions to help you test your understanding of
the session these will be available after the session is completed.
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In the next session we'll cover in more detail the information requirements for the new
provider payment mechanisms.
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Thank you again for joining see you next time.
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Welcome to the provider payment mechanisms pilot training program. Five training
sessions have been prepared to support the initial training of the provider payment
mechanisms pilot teams. The training sessions are intended to be watched in sequence.
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Session one provided an overview of the different types of provider payment mechanisms
used to allocate resources in different health systems across the world.
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Session two provided a description of the proposed provider payment mechanisms for
Sudan.
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Session three provided a checklist of issues and steps that need to be considered by the
provider payment mechanisms pilot teams in the development of their plans
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Session four, this session, will provide an overview of information requirements for the
development of provider payment mechanisms; and
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Session five, will provide a checklist of good practice for the evaluation of the pilots.
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This is session four so, just to remind you, this session will involve taking a closer look at the
information requirements for the development of provider payment mechanisms.
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This session will begin with an overview of the organising principles which need to be taken
into account in the design of the provider payment mechanisms. We will then follow with a
reminder of the provider payment mechanisms that are being presented for Sudan. We
then provide an overview of the core information requirements for each of the payment
mechanisms. The session will then provide a description of the requirements for
information relating to costs, population, burdens of disease, activity, capacity, and
improvement. Finally, we will discuss the importance of measures, metrics, data taxonomies
and data management.
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Before going any further, lets remind ourselves of the five organising principles.
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The first organising principle is based around need. This principle is designed to reflect the
need to meet population need, or perceived risk of population ill health. Using this principle
money is distributed according to the size of the population, need, and associated costs
arising from the impact, or the illness impact, of an annual incidence or overall prevalence
of a disease, or the perceived risk of a disease, or risk of injuries.
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The second organising principle is capacity. This principle is designed to reflect the need for
human and physical capacity. Here, money is distributed according to the number, types,
and costs of physical facilities such as inpatient beds or theatres, or the numbers and costs
of clinicians in a hospital, or a primary or community outlet.
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The third organising principle is activity. This principle is designed to encourage the delivery
of required activity levels. Here money is used to cover the costs of the number of patients
admitted or discharged from hospital, or the number of patients operated on, or the
amount and types of costs of medicines administered and treatments delivered.
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The fourth organising principle is performance. This principle is designed to reflect the need
to improve performance. Payments could be made to reward the achievement of defined
and measured levels of patient reported experience or organisational efficiency.
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Finally, the fifth organising principle is outcomes. This principle is designed to reflect a need
to achieve intermediate or final outcomes. Here, payments could be made to reward the
achievement of treatment outcomes or improvements in population health.
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A list of 7 provider payment mechanisms has been proposed for use in Sudan. These
include:
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Capitation. This is where providers are paid a fixed amount in advance to provide a defined
set of services for each enrolled individual for a fixed period. This payment mechanism is
designed around the organising principle of need.
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The second proposed provider payment mechanism is a global budget. This is where
providers receive a fixed amount for a specified period to cover aggregate expenditures to
provide an agreed upon set of services. Here the budget should be flexible and not tied to
individual items. Again, complementary performance components can be included if
needed. The organising principle around global budgets is to develop capacity.
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The third proposed provider payment mechanism is a line-item budget. Here providers
receive a fixed amount for a specified period to cover specific input expenses such as clinical
staff, consumables, and the costs of developing and running facilities. This payment
mechanism is also designed around the organising principle of capacity.
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Fee-for-service is proposed when providers need to be paid to deliver a pre-agreed service
for a given volume of patients, and fees cover the expected associated aggregate
expenditure. The organising principle for fee-for-service is activity.
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Price per episode is also included within the menu of payment mechanisms. This is where a
fixed payment is made for every episode of care. The levels of payment reflect the average
cost per episode of care. Again, this is based on the organising principle of activity.
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Finally, case-based payments are proposed to cover the expected average costs of a patient
depending on their characteristics and the associated level of resource required to treat
them. The average costs of treating patients who are classified into a diagnostic related
group is a common form of case-based payment and it is based on the organising principle
of activity.
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All of these payment mechanisms can be accompanied by a performance component where
providers receive a financial reward for delivering predefined performance improvement
targets or can be penalised for not hitting minimum performance standards.
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The provider payment mechanisms proposed for Sudan each have different core
requirements for information. As can be seen from this table costing information is a core
requirement for all of the provider payment mechanisms. Information on populations and
population projections is a core requirement for payment mechanisms based on capitation.
Capitation payment mechanisms also have a core requirement for information on burden of
disease and the projections of morbidity and epidemiology. Information about activity and
projected activity levels is a core requirement for episode-based payment mechanisms.
Payment mechanisms based on the organising principle of capacity such as global budget or
line-item budget require information about capacity and projected capacity. And finally,
information relating to improvement metrics is a core requirement for performance related
payment mechanisms.
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So as shown on the previous slide core to all provider payment mechanisms is an
understanding of costs. All costs are based on the payments made to healthcare
professional staff in exchange for their service, to suppliers of drugs, devices, consumables
and other services needed for the delivery of care, and payments made to build and operate
physical space including capital investment maintenance and utilities. These are what are
known as objective costs. They relate to the costs paid directly for the resources used.
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Provider payment mechanisms need to look at those costs through a different lens.
Payment models need cost to be represented in terms of costs per unit of activity such as a
patient visit or an episode of care, or cost per unit of capacity such as a cost per bed or a
cost per outpatient clinic or a cost per theatre session, or costs associated with performance
improvement such as the cost involved in reducing waiting lists or waiting times. These are
known as subjective costs, insofar as they are dependent on the subjective definition of the
unit of activity.
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Costing systems are required to translate objective costs into subjective costs.

The national adoption of new provider payment mechanisms will require the development,
implementation, and adherence to costing standards for health services provided by the
Ministry of Health and the State Ministry of Health providers. Here are some of the benefits
of developing national costing standards.
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Firstly, national costing standards would encourage consistent recording of costs in the
General Ledger of Accounts in accordance with a National Chart of Accounts. This would
mean that provider costs were consistently recorded across different providers working in
different geographies across different care settings.

15 bl ") 51 58" 8 Sl il i) o il ) IS syl i ¢ 3
ekl adie Cilida gue ) ety Lebinnd o3 addl) adie CallSS o e 13 5 de sl illuall Lladd)
At de 5 ciilie] e Lk 481 i Ghlia 3 0 slen

Secondly, the development of national costing standards would help to ensure consistent
methods of apportioning costs to different departmental and clinical activities. This would
ensure that unit costs reported by different providers, such as cost per bed, cost per visit,
cost per episode are all recorded in the same way using the same definitions.
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Thirdly, the development of national costing standards would enable a consistent approach
to reconciliation and quality assurance of financial records. This would help to control fraud,
waste and abuse.
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Finally, development implementation and adherence to national costing standards would
enable a standard approach for providers to report costs to payers to inform price
negotiations. This would enable a more transparent and honest discussion about the service
delivery costs of particular care packages, and a discussion and negotiation around
opportunities for efficiency improvements and quality enhancement.
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The pilots will need to do a review of the quality of costing information available for the
state and for the different outlets within the state. Based on that review the pilots will seek
to cost the services to be covered by the provider payment mechanism using as robust a
process as possible. This may involve for example using pre-existing tools such as the World
Health Organisation OneHealth Tool. Alternatively, bespoke models can be developed which
estimate the staffing, consumables, and associated overheads and allowances for
infrastructure required to cover capacity cost or line item payments or to estimate a
payment per episode.
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It is essential that all costs are included in the costing exercise and that costs are based on
what should be paid for, not necessarily just based on current costs. For example, if wage
levels need to be increased to retain key staff, these higher wage levels should be built into
the costing exercise.
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Population and population projection data is required for general planning purposes and to
inform all provider payment mechanisms. It is a core requirement for capitation payment
mechanisms.
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Ideally population data and associated projections should be available for the entire health
system planning period.
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Population data for planning purposes should be available by state by locality by small area
by gender and by age. Population data by age should be summarised in at least five-year age
bands with yearly estimates for those aged 0 to 5. Information on the age profile of
populations is very important as there is a strong correlation between age and cost of



service delivery. In capitation payment models this is known as the age cost curve. The age
cost curve is different for men and women. Men and women have different life
expectancies and women have a period of high-risk high cost care during childbirth.
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Source data for population projections is likely to come from a reliable census adjusted
using data from a national register of births and deaths and marriages and adjusted for
migration. Ideally it should include precisely defined cohorts of refugees, nomads and the
poor.
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In many health systems these data are based on numbers registered with national health
insurance providers or registered with local primary care practitioners.
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The pilots will need to review available population data for the state and its quality and if
necessary, agree how best to estimate population levels for the purpose of the provider
payment mechanisms.
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Burden of disease data and associated projections is required for health planning purposes
generally. It is a core requirement of provider payment mechanisms based on capitation.
These data are used often to adjust payments per head of population to reflect differences
in need or morbidity.
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These data should be available on the incidence and prevalence of disease by diagnosis or
major disease category ICD 9 or ICD 10. Ideally this will be available by state and locality and



small area and by gender it should also be available by age and like population data should
be summarised in at least five-year age bands and preferably yearly estimates for ages
nought to five where relevant.
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Sources for burden of disease and projections can range from surveys, registries, hospital

records and primary care records, for example. Ideally these data should include precisely
defined cohorts of refugees, nomads and the poor. In many health systems these data are
based on estimates.
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Guidelines for the accurate and transparent health estimates reporting, known as GATHER
defines best practices for documenting studies that synthesise evidence from multiple
sources to quantitatively describe past and current population health and its determinants.

3553 s jlaall Juadl GATHER anls 3 5 jaall 5 2841 ¢ 488 Zyaal) il i)y a8 dygan sill (galaall 2aa3
Ledhaane 5 Ailall 5 Al S daia Coa gl Baaie jobias (e AV (i pend ) il )

The pilots will need to review the quality of the burden of disease data they have available
and identify gaps which will impact on the provider payment mechanisms. Where gaps exist
pilots may need to identify proxy measures using benchmarks from other countries to
provide evidence of the potential scale of disease burden for different conditions across
different geographies in Sudan.
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Ideally activity data and associated projections will be driven by population and burden of
disease projections and these should be available for the entire health system planning
period. Activity data is extremely useful for health system planning purposes.
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Activity data is essential for episode-based payments or payments per unit of activity used
within the provider payment mechanism. Examples of activity data which may be needed
for payment models include inpatient episodes of care classified as to whether they are



emergency urgent or planned, potentially inpatient discharges and deaths, numbers of
patients or counts of diagnostic procedures, numbers of patients and counts of medical and
surgical treatments, attendances at emergency departments potentially recorded by triage
classification, outpatient attendances, polyclinic attendances, primary care visits, and
community care contacts.
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Sources of activity data and associated projections will generally come from provider
operational systems. In Sudan many of these data are recorded in paper records and returns
are gathered manually.
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It will become vital to develop a comprehensive digital means to capture, collate, store and
retrieve patient level data from provider operating systems to generate both electronic
health records, and system utilisation and performance data.
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This will support healthcare professionals in their day to day patient interactions. It will also
provide data to support an analytics platform of more aggregated data to support health
system planning and management.
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For the pilots the teams will need to do a review of the available activity data and its quality
and establish what will be needed to support the pilot provider payment mechanisms.
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Capacity data and associated projections are also very useful for health system planning
purposes. For payment models based on the organising principle of capacity they are core
data. Ideally current capacity information should be available alongside capacity projections



driven by population and burden of disease projections should be available for the entire
health system planning period.
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Workforce information will include, for example, numbers of Whole Time Equivalent Staff
by professional discipline including specialty, and by seniority and associated pay band and
preferably by age and gender. It could include, numbers of vacancies, numbers of students
in training etc. Workforce projections should be informed by profiles of supply including, for
example, an understanding of the numbers in training, the numbers leaving the profession
or leaving the country and the numbers retiring. Projections of the demand for workforce
will be informed sequentially by population projections epidemiological projections, service
profiles and expected activity levels.
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Physical capacity information will include, for example, the numbers of different outlets
classified by type for example hospital primary care clinic and so on, and for each type the
clinical care facilities such as beds theatres clinics as well as its condition and suitability for
purpose.
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Inventories of equipment will be important, particularly major items of equipment such as
scanners or ultrasound equipment. Finally, capacity information will be informed by
inventories of consumables and other supplies.
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Capacity data will almost always come from provider returns. In Sudan many of these data
are recorded in paper records and returns are gathered manually. It will become vital to
develop a comprehensive digital means to capture collate store and retrieve these data
such that they can be kept up to date. This will support health system planning and
management as a local state and national level.
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For the pilots the teams will need to do a review of the available capacity data and its
guality and establish what will need to be collected to support the provider payment

mechanisms in the pilot.
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Ideally measures of performance should be reflected as targets for each year of the entire
health system planning period. Measures of performance are an important core
requirement for performance related provider payment mechanisms.
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Measures of performance should be linked to the tactical goals of the programme to which
they relate. These can cover such issues as access to health services. Examples include
waiting lists or waiting times or population coverage of vaccination programmes. They can
cover issues such as operational performance of health services. Examples here include
measures of resource utilisation such as staffing ratios and average length of hospital stay.
They can cover measures of clinical performance of health services. Examples here include
measures of quality and safety and clinical outcomes.
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Finally, they can cover measures of the patient’s perspective of performance. These will
include measures such as patient reported experience or patient reported outcome metrics
known as PREMS and PROMS.
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When developing the performance improvement measures pilots should think about:
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the relevance of the performance measure to the challenge you are trying to address
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whether it's actually possible to define the measure clearly
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whether the measure will deliver information which is actionable by providers
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whether the measure is sufficiently comprehensive on its own or whether you need

multiple measures to set an overall target.
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Performance measures will come from a variety of sources depending on the metrics that
are going to be needed.
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Provider operational systems are useful for measures such as waiting lists, waiting times and
utilisation of resources.
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Provider clinical systems are useful for measures of quality safety under clinical outcomes.
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Surveys are a useful tool for obtaining information from patients and staff.
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For the pilots the teams will need to do a review of the available data and its quality and
establish what will need to be collected to support the pilot provider payment mechanisms.
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Now let's move on and look at the issues around measurement metrics and data required
for the provider payment mechanism.
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In designing measures and metrics for the provider payment mechanism it will be really
important to ensure that the measures and metrics are accurate reflections of the actual
situation. They also need to be relevant to the challenges which need to be addressed or
the opportunity to be achieved. They need to be trusted and hence replicable if
measurement was repeated independently. Measures and metrics need to be timely and
not too out of date to be informative and useful for the decisions that need to be made. It's
important also that the underpinning data are updated frequently so that change can be



identified. Measures and metrics can either be lead indicators, which tell you what is to
come, or lag indicators which tell you what has been achieved. And finally, it's really
important that the measures and metrics are actionable. In other words, you're measuring
something which provides relevant context or something you can actually influence or
change.
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One of the things that would be really important for the Sudan provider payment
mechanisms is the development of Provider Payment Mechanism Data Dictionaries. These
data dictionaries provide standard definitions of measures and metrics and reliable data
sources that can be used to populate them. They are very valuable to support health system
planning. The development of a provider payment mechanism data dictionary would be
critical to its success across Sudan and to ensure consistency of practice and comparability
across states.
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The World Health Organisation Global Health Observatory has a catalogue of indicators with
consistent reliable definitions which should provide a useful source for data to be used to
inform and develop measurement units for the Provider Payment Mechanisms Data
Dictionary. Many of these metrics are indicators of health outcomes, of health experience
or of health system capacity or health system utilisation. They should really be the starting
point for the data dictionary.
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The NHS in England publishes its data dictionary for hospital activity, which forms the basis
of the NHS tariff system. This is the provider payment mechanism for the NHS in England.
This might also be helpful as a starting point and we have included two references here.
These data dictionaries include, for example, definitions of how to calculate an inpatient
length of stay, how to define a day case procedure, how to define a discharge or an episode
of care, how to differentiate between a completed episode of care and a single consultant
episode of care. All of these will be very important if the provider payment mechanisms are
to be used consistently across and within states.
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Finally, it will be important for the pilots to consider issues around data management
storage and reporting.
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The pilots should consider developing a plan for the collection management and storage of
the data in a secure environment. Data which relates specifically to patients and where a
patient can be identified requires special attention.
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It is good practice to ensure strict data privacy standards and to have data protection
protocols in place.

Assigning someone to be the custodian of the data is also good practice. They can liaise with
relevant national leads on the development of data protection regulations to ensure
compliance in the longer term. This custodian is often known as a “data controller”.
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Ideally the data should be stored electronically, and consideration should be given to the
data analytical tools which may be required to manipulate and analyse the data for planning
and target setting and for developing the tariffs for each provider payment mechanism.
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Consideration should be given to the development of a dashboard for reporting progress
during the pilot. This is covered further in the next session as part of evaluation.
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And that brings this session to a close. Thank you so much for participating we hope you
enjoyed it just a reminder this was the fourth of five training sessions that we've prepared
to support the initial training of the provider payment mechanism pilot teams. In this
session, we've provided a checklist for the development of the pilot programme.
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We've developed a set of multiple-choice questions to help you test your understanding of
the session these will be available after the session is completed.
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In the next session we'll explore the topic of evaluation.
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Thank you again for joining see you next time.
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Welcome to the provider payment mechanisms pilot training program. Five training
sessions have been prepared to support the initial training of the provider payment
mechanisms pilot teams. The training sessions are intended to be watched in sequence.
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Session one provided an overview of the different types of provider payment mechanisms
used to allocate resources in different health systems across the world.
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Session two provided a description of the proposed provider payment mechanisms for
Sudan.
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Session three provided a checklist of issues and steps that need to be considered by the
provider payment mechanisms pilot teams in the development of their plans
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Session four provided an overview of information requirements for the development of
provider payment mechanisms; and
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Session five, this session, will provide a checklist of good practice for the evaluation of the
pilots.
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This session will begin with an overview of purpose of evaluation and the overall approach
which should be taken. We will then go on to discuss the key steps of evaluation, namely
design, prepare, deliver and report. For each of these steps we will provide guidance on
how the evaluation should be executed and the associated methods and best practice
approaches.

Ailie ) Gl ey Jiii acls) ik A alall gl 5 il (e (el e dale 5 ki slElL s gl o3a fagas
Jsn ol ) adiies ) shadll 038 (ga 5 glad JSI |yl 5 2l g dlae Y1 g asenaill g ¢ anill dpunss ) & gladl
s laall Jumdl bl g Ly A yall (ol g apiil] s 48

The primary purpose of the evaluation of the provider payment mechanisms pilot in Sudan
is to assess what is needed for successful implementation of the proposed payment
mechanisms in practice. Evaluation also needs to establish whether the proposals that are
currently in place are effective at directing resources to where they are needed to improve
population health and health outcomes. Stakeholders will also be interested in examining
whether the payment models provide good value for money. Implementing provider
payment mechanisms is not cost free. There are administrative costs of running the
models. There are administrative costs of collecting and processing the data. These need to
be compared with the costs of the current system and balanced against the improved
outcomes they achieve. Finally, it will be really important to assess whether the results
achieved by each of the pilots are likely to be replicated in other states in Sudan (in other
words, are the results generalisable) and are there any general lessons that need to be
taken into consideration as the programme is rolled out to other states across Sudan.
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The pilots will need dedicated evaluation teams. They will be needed to undertake the
evaluation and provide feedback to each of the pilots and to the national stakeholders.
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We recommend the following key principles are adopted to ensure a good quality
evaluation. The first principle is that the evaluation should be transparent. This means all
results should be reported whether positive or negative. The provider payment
mechanisms should have a big impact on health outcomes for the citizens of Sudan. Itis
imperative that issues and challenges are reported alongside achievements and successes
wherever they exist. Evaluation teams should be given permission to report all of their
findings and should be supported by leaders and stakeholders to be transparent in their
work. The second important principle is that the evaluations should be comprehensive.
They should cover the process of implementation, the impact of the pilots and their value
for money. Finally, it will be very important to ensure that the evaluation uses strong
methods and tools that minimises the risk of bias. It will be important to ensure that any
changes seen in the metrics being used to measure achievement of Sudan health system
goals, are correctly attributed to their cause. There are many factors which will influence
health system goals which have nothing to do with the pilots. It will be important to identify
these so that the impact of the new payment mechanisms can be isolated from other
confounding factors. Provider payment mechanisms should be facilitating the achievement
of Sudan health system goals, so it will be important to ensure that we know where they
have actually had influence and where they have not.
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We are proposing 4 main steps in the development and execution of the evaluation of the
three pilots.
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The first stage will involve the design of the evaluations. Evaluation design will involve
analysing and deciding how the evaluation will actually be undertaken, who will need to be
involved, the questions the evaluations will need to answer, the methods to be used and
the data requirements.
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Once the evaluation design has been agreed the pilots will need to prepare an evaluation
plan. This will involve planning the activities and tasks and timetable and resource
requirements and agreeing the management and governance arrangements for the
evaluation.
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Once the evaluation plans have been agreed the pilots will need to deliver the evaluation.
The early stage of the evaluation will help to inform the development of the pilots. This
early stage evaluation is called “formative” as it helps to form and shape the intervention.
Early findings on implementation and even of impact and value for money can be very
insightful and should be used to help refine the pilots and enhance their likelihood of
success. There will need to be strong feedback loops to help the pilots to learn as they go.
Many projects fail because of poor implementation. This early formative evaluation will
help to reduce the risk of that happening in this case.
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As the pilots’ progress, the evaluation will become more “summative” in nature. The later
stages of the evaluation will focus on understanding their impact and value. The evaluation
teams will undertake a comprehensive retrospective analysis of what has gone well
regarding implementation, impact and value for money, and where there have been
challenges. This summative evaluation will provide confidence that measures of impact and
value can be correctly attributed to the pilots.
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It will be very important at this stage to assess whether the results achieved by the pilots
are likely to be replicated if other states in Sudan were to adopt a similar approach. This will
not just relate to the impact of specific payment mechanisms but the whole approach taken
to the identification of challenges and the selection of the appropriate payment
mechanisms needed to address the challenges. Lessons from the three pilots will be very
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valuable to other states as the new provider payment mechanisms are rolled out across
Sudan.
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The last stage in establishing and delivering an evaluation is the reporting. It will be
important to report progress and ongoing findings during the course of the evaluation. At
the end of the evaluation it will be important to write up the evaluation in the form of a
final report which can be published, and which can be shared with stakeholders in Sudan
and potentially across the member countries of the World Health Organisation East
Mediterranean Regional Office.
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The remainder of this session provides further information on each of these steps.
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Let's now talk a little more about the design stage. This stage of the evaluation should cover
a number of issues.
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The design should start with a thorough understanding of the change in provider payment
mechanisms that are being evaluated and the populations and services that these payment
mechanisms will apply to. It will be useful here to try and develop what is known as a
theory of change. This will show why and how the provider payment mechanisms are
expected to change the way in which resources are funded and delivered, and how this is
expected to influence the health system challenges they are designed to address.
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The design should also set out in detail the questions that the evaluation needs to answer.
These questions will relate to the implementation requirements and any barriers and
challenges, the impact of the provider payment mechanisms on health system goals, and
the costs and benefits of the provider payment mechanisms.
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Evaluation questions should also include considerations of unintended consequences or
unexpected results. This will be informed also by a consideration of the risks associated
with deploying new provider payment mechanisms. For example, a new payment
mechanism to encourage additional hospital activity may result in over treatment of
patients. Evaluation questions should be targeted at identifying and measuring these
issues.
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The evaluation team should also think carefully about how health inequalities are likely to
be impacted and how this might be measured. This is also an important part of evaluation
design.
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Good quality evaluations are characterized by excellent stakeholder engagement. As part of
the design of the evaluation the team will need to consider which stakeholders to be
involved and how. This will include considerations of how to involve the patients and
citizens in the evaluation itself.
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The evaluation design stage should also be used to confirm the time scales for the
evaluation. This will be driven by the theory of change and how long it will take to
implement the programme and when measurable impact is likely to materialise.
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Considerations of research ethics will also be important as part of the evaluation design.
We would encourage the development of a research ethics framework for the evaluations
so that the evaluation can be conducted in a way which ensures that those people who are
involved in the evaluation give their consent to participate, that barriers to participation are
removed wherever possible, that the evaluation is designed to mitigate the risk of any harm
coming to patients or citizens as a result of the work, that the confidentiality of information
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from research participants and their identity's are respected, and that the evaluation team
is committed to protect against bias in the interpretation of findings.
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A very important part of evaluation design will involve the identification of the methods
which will be used to answer the evaluation questions, and the data requirements and
analytical approaches.
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There are three basic types of evaluation. The first is a process evaluation this will be
needed for the evaluation of the pilots in order to assess how the provider payment
mechanism is being implemented. Process evaluations look at the fidelity of
implementation, and in particular whether an intervention is being implemented in line with
a logic model or a theory of change which connects inputs process outputs and outcomes.
The process evaluation will show whether the provider payment mechanisms are being
implemented as they should be. Process evaluations identify important barriers and
challenges to implementation which can be acted on and where good practice can inform
roll-out across other states Sudan.
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The second type of evaluation is an impact evaluation This will be needed for the pilots to
show how the provider payment mechanisms compare to current practice and whether
they are improving the targeting of resources to address challenges locally. In other words,
to answer the question, what difference are the provider payment mechanisms actually
making? Where we know what factors drive health system performance and can measure
them, we can control for them and isolate the unique impact of the new provider payment
mechanisms. Where these factors are unknown it becomes a little more difficult and extra
efforts need to be taken to ensure that the impact we see, and measure is truly caused by
the pilots.
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The third type of evaluation will be the economic evaluation. This will be needed to
estimate the costs and the benefits of introducing the provider payment mechanisms. Costs
will largely be the additional administrative costs of the changes. Benefits will include the
value of system efficiency and effectiveness (for example, better outcomes, improved
utilisation).
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There are a number of research methods that are commonly used to help to gather data for
process evaluations for impact evaluations and for economic evaluations these include for
example the use of case studies, the use of Delphi studies, the use of focus groups,
interviews and surveys.
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Case studies are really useful when you want to collect in depth information using lots of
different data sources relating to a specific instance or a use case of the provider payment
mechanism. For example, for the process evaluation of a capacity-based payment
mechanism, you may want to do a case study on the challenges and issues relating to the
collection of data on costs. Another example might be the use of a case study on the
information technology requirements to support the ongoing deployment of a provider
payment mechanism based on activity.
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A Delphi study might prove particularly useful for generating consensus across the different
stakeholders regarding, for example, the risks associated with a particular payment
mechanism, or the barriers to implementation. A Delphi study involves issuing a set of
guestions to a group of stakeholders via a survey. The answers to the first round of
guestions are used to generate a second round of questions, the goal being to move
towards a convergence of views. There may be subsequent rounds of the survey as
guestions are revised and consensus is achieved. So, for example the first round of
guestions might be to ask what do stakeholders think are the top five risks associated with a
capacity-based payment system. A second round would playback the results of that first set
of questions and convey a consensus on the top five risks and ask further questions about
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the impact these risks might have and on whom. The third round might ask the question
about how these risks could be managed so that the impact could be reduced or avoided.
Delphi studies can be done via surveys or workshops.
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Interviews are very useful when seeking to gather data from stakeholders on their
perspectives, experiences and ideas. Qualitative interviews usually involve either an
unstructured or a semi-structured process to guide the discussion. Interviews will be a
useful tool for gathering data from staff about their experience of operating the provider
payment mechanism.
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Focus groups are essentially a group interview where the discussion is guided through a
series of prompts and topics. These are very useful for exploring in some depth a particular
issues, challenge, risk or concern. For the provider payment mechanisms these might be
useful for exploring stakeholder perceptions about incentives and how the payment
mechanisms might encourage providers to improve utilisation, improve safety, and improve
provider performance more generally.
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Surveys can be very useful in gathering data from a large group of targeted individuals. The
use of multiple-choice questions where answers can be standardised and compared, and
responses synthesised will allow quantification of qualitative responses. Closed ended
guestions, which are well specified, are preferred to open questions with free text
responses. Care needs to be taken to ensure that the targeted individuals are
representative of the wider stakeholder population whose views you are seeking, and that
the responses are not biased towards one group of individuals rather than another. Surveys
might be useful, for example, when seeking to understand the impact of provider payment
mechanisms on different types of providers such as primary care clinics.
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Understanding the impact of the provided payment mechanisms is a core goal for the
evaluation of the pilots. The pilots are complex interventions and require what is known as
a “mixed methods” approach to answer the evaluation questions. Often complex
interventions require evaluation teams to use theory-based or “realist” methods to form
conclusions about impact. These types of approaches look at the mechanisms of change,
the context within which change is taking place, and the underlying causal factors, rather
than simply relying on comparative measures of impact which show the difference between
current practice and changed practice.
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These types of methods include for example logic models, theories of change, contribution
tracing, qualitative comparisons for analysis, and simulation modelling.
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We've mentioned logic models before as they are a useful method of linking the inputs the
process the outputs and outcomes and impacts as potential cause and effect relationships
for an intervention. It's very helpful for identifying exactly what is changing and what
guestions need to be answered to measure the impact of the change. A theory of change is
more narrative and relies heavily on stakeholders’ experience and interpretation as to why
the intervention works. As we have seen from earlier sessions the different provider
payment mechanisms are designed around different organising principles such as
addressing issues relating to need or capacity or activity or performance. Theory of change
models will help unpack why, for example, a capitation model can be expected to address
challenges related to need and equity of access, and why a state might expect that to
improve performance of primary care clinics.
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Contribution analysis is a very useful tool for working with stakeholders to understand a
breakdown of all the possible causal mechanisms of change. For example, if it is found that
a global budget payment has been very successful, it might be useful to use contribution
analysis to assess the relative contribution of leadership, financial management skills,
analytical skills, and other underlying contextual issues to explain the outcomes.
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This could be complemented by a qualitative comparative analysis which compares the
performance and the contribution analysis for different providers who have demonstrated
different levels of performance improvement.
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Finally, it might also be useful to undertake some simulation modelling to test a potential
consequence of a provider payment mechanisms where it will be difficult to observe or
measure them within the time scales of the pilot. A good example here would be to
simulate the potential effect of an episode-based payment system for planned surgical
treatment accompanied by performance bonuses for achieving targets for reducing waiting
lists.
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Health system evaluations often use experimental or quasi experimental methods to
measure the impact of change.
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New clinical treatments will often be assessed or evaluated using randomised control trials.
This involves comparing outcomes for a group of participants who have been exposed to a
change in practice with the outcomes for a different group of participants in a control group
who have not. It is possible, for example, for the provider payment mechanisms pilots to
incorporate random assignment of providers into those who are paid using the new
payment mechanisms and those who are not. Provider performance could be compared
between the two groups on the assumption that the differences observed are solely
attributable to the introduction of new provider payment mechanisms.
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In practice it is likely to be very difficult to achieve randomization, however it would still be
possible to use this approach complemented by other forms of multivariate analysis such as
time-series analysis or regression discontinuity analysis, to control for variables which are
known to influence health system performance and which are likely to be independent of
the provider payment mechanisms (such as the availability of a new drug or treatment).
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The evaluation team might want to think about cluster randomised control trials. This will
involve randomization of groups of providers into either a control arm or into the
intervention arm where provider payment mechanisms are being introduced. This type of
evaluation method is often used to evaluate changes in service delivery or system and
process is in healthcare. A variant on this would be the use of step-wedge trials. The
performance of each group of providers would first be observed before the introduction of
new provider payment mechanisms. Then at regular intervals the new provider payment
mechanisms would be introduced to each group. The group receiving the new provider
payment mechanism would be selected at random. This is a common method in pragmatic
real-world evaluations of health policy changes.
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The economic evaluation is needed to identify the costs and the benefits of the new
provider payment mechanisms. This part of the evaluation will need to look at the value for
money for the health system of Sudan and the affordability and budget impact of
introducing the new payment models.
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Let's start with budget impact analysis. Evaluation teams will need to estimate the financial
impact of implementing the new provider payment mechanisms on the National Health
Insurance Fund and the State Ministries of Health. Budget impact forecasts will be required
for a three-year period at least. It will look at the administrative costs of collecting the data,
analysing the data, setting up the payment mechanisms and monitoring their impact. It will
also look at any health system efficiencies that might compensate for these costs and over
what time scales they might be expected to materialise.
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Economic analysis is widely used across health systems to analyse the costs and benefits of
different service of any given intervention. Where interventions result in clinical outcome
change, outcome can be measured using a utility measure such as quality adjusted life
years. This allows for comparisons of the value of treatments across different disease
groups and conditions. Where financial measures can be used to value outcomes, this can
enable a cost benefit analysis.
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For health policy or service redesign interventions, such as the introduction of new provider,
payment mechanisms measures of outcome are often only available in natural units such as
number of patients treated, shorter waiting times, increased utilisation of hospital facilities.
These are difficult to value in monetary terms and difficult to aggregate in any meaningful
way. For these reasons we recommend the provider payment mechanisms evaluation team
use a technique called cost consequence analysis which allows all relevant health and non-
health outcomes identified by the impact evaluation to be presented in the form of a
balance sheet which will compare costs and benefits whether quantified in financial terms
or not. This is a well-recognised technique and has been used and could be used, for
example, to develop good practice guidelines for community engagement interventions
where valuing impact is particularly difficult.
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We discussed measurement and data requirements for the provider payment mechanisms
extensively in the session 4. We spoke about the need for measures to be accurate,
relevant, trusted, replicable, timely and actionable. We also spoke about the need for
comprehensive provider payment mechanism data dictionaries. Issues of data management
and governance were addressed and in particular the need to respect confidentiality and
develop and maintain data protection protocols. These principles apply equally to the data
that would be used for the evaluation.
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In designing the measures and data collection requirements for the evaluation a very useful
resource has been provided by the Joint Learning Network. This guide is called Using Data
Analytics To Monitor Health Provider Payment Systems. The guide sets out three main steps
to the identification, collection, and use of data for the evaluation.
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The first step is to identify the policy questions. The evaluation team will have done this
when setting the evaluation questions.

el ALl 3yaad die Gl Jad 28 apill (535 0 sSon Anlanall Al 3383 & 1Y) 5 sladl)

The second step involves selecting the indicators which can be used to measure quantitative
answers to the evaluation questions. So, for example, if one of the evaluation questions
refers to the objective of being able to recruit and retain staff in primary care centres, an
indicator might be the number of whole time equivalent primary care staff who have been
in post for over one year at that centre.
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The third step involves identifying the data sources which can be used to populate the
indicator. In this example this might include provider staffing returns.
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The fourth step would be to evaluate data quality and then ensure that this is monitored,
and data quality is improved such that it can be deemed accurate trusted and timely.
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The fifth step is to analyse and report the data. In session four we recommended the
development of a data dashboard. This will be an important part of the evaluation as it will
enable key indicators to be monitored on an ongoing basis.
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Once we have collected and reported the data it will then be possible to move on to step six
which will be to produce routine monitoring reports and start interpreting the findings. This
is where the analysis of impact and economic value described in earlier in this session will
become very important as we isolate the effect of the provider payment mechanisms on
these performance indicators and draw conclusions about what is working and what is not.
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The final step in the joint learning network guidance is to assess options for action. As
mentioned in session 4 it is important that measures and metrics are actionable. In other
words, you are measuring something which provides relevant context or something you can
actually influence or change. Early findings from the evaluation from actionable indicators
should be used to provide continuous improvement for the pilots.
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Once the evaluation team has decided which methods to use for the evaluation and the
data requirements, the evaluation team will be able to complete the design of the
evaluation.
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We recommend the evaluation design is approved by the state and national governance
teams before the evaluation progresses.
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Once the design of the evaluation is complete the evaluation team should be in a position to
prepare for the evaluation. They will need to put to pull together a plan which covers what
is in an out of scope for the evaluation, the tasks interdependencies staged deliverables and
decision points, a Gantt chart to include the sequencing of tasks and the associated timeline
for the evaluation, arrangements for the governance of the evaluation and how it will be
managed and decisions made, details of the arrangements for managing project risk and
issues and to protect quality assurance, and finally arrangements for communication and
reporting.
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Once the evaluation plan is agreed and signed off, the team will be able to commence with
the delivery of the evaluation. It will be very important to the success of the evaluation that
there is a culture of openness collaboration trust and learning.
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During the formative evaluation cycles which will happen early when the pilots are being set
up and operationalised, all lessons learned, positive and negative, should be shared in a
spirit of learning.
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During the summative stage the evaluation findings should be reported and received based
on the evidence whether positive or negative. If particular payment mechanisms do not
achieve their goals or proved too difficult to implement in practice it will be very important
for the evaluation team to have the freedom to report these findings. This will not be a sign
of failure of the pilots but rather a success that they have succeeded in assessing what is
going to work and what is not going to work. This spirit of collaboration should enhance the
likelihood of success in the longer term.
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Strong leadership will be needed to enable the evaluations to report independently and in
the best interests of the health system in Sudan.
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Good practice in evaluation reports is to use the principle of 1:3:25 First developed by the
Canadian health services Research Foundation. In essence this provides a one-page outline
of the main message is likely to be important to decision makers, a three-page executive
summary, and a 25-page report to include a summary of the evaluation methodology as
well as detailed answers to the evaluation questions. The evaluation questions, the
evaluation design, and the evaluation plan should be included as technical appendices to
the report as well as additional materials to support reported findings such as case studies,
data analysis health inequality impact assessments. A suggested template is included with
the downloadable assets provided with this course.
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And that brings this session to a close. Thank you so much for participating we hope you
enjoyed it. Just a reminder this was the last in a series of five training sessions that we've
prepared to support the initial training of the provider payment mechanism pilot teams. In
this session, we've provided an overview of the evaluation of the pilot programme.
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We've developed a set of multiple-choice questions to help you test your understanding of
the session these will be available after the session is completed.
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