Project Title:
Policy and Technology Evaluation of
“Healthy China 2020
IDRC Project Number-Component Number: 105976-001

By: Kun Zhao

MD PhD(c) MHSc
China National Health Development and Research Center
Division of Health Policy Evaluation and Technology Assessment

Report Type and #: 2nd Interim Report
Period covered by the report: February 2011-July 2012
Date: 28th July 2012

Country/Region: the People's Republic of China (PRC)
Full Name of Research Institution:
China National Health Development Research Center

Address of Research Institution:
P.0O. 218, NO.38 Xueyuan RD, Haidian District, Beijing, China

Zip code: 100191

Name(s) of Researcher/Members of Research Team:

Zhenzhong Zhang | Kun Zhao Yahui Jiao Wenge Song
Hongwei Yang Andreal Laupacis | Weizhen Dong Fred Carden
Zhengzhong Mao | Sanjeev Sridharan | Sue Horton Yue Xiao
Chenggang Jin Murray Krahn Hui Wang Binyan Sui
Ligun Liu Wendong Chen Felix Li Wudong Guo

Contact Information of Researcher/Research Team members:
China National Health Development Research Center (CNHDRC)

Tel: 86-10-82805562 Fax: 86-10-82805562



Table of contents

SYNTNESIS +vvevererree 3
The research problem - oo 8
Research findings: - oo 10
Project implementation and management -« 12
Project implementation « e, 12
PrOJECt MANAGEMENT -+ rsreseerrrsersieresiei s 13
Project outputs and dissemination «+ oo, 14
Project QUEPULS s-«eoerrerrmsesssninininisinins s, 14
DISSEMINALION +++vvveeerrrrree it 15
LSt OF QUEPULS: ++++esvesssesmisisisiisisiiis i, 16
Recommendation -« v 17
APPENIX e 19

Appendix |: The name list of five-day workshop participants, agenda,
and group PRoto - ««oo e 19

Appendix Il: The agendas of the joint meeting and The third
Canada--China policy dialogue in TOronto:«« - e, 35

Appendix lll: The questions of interest to Canada and speech
statement of CNHDRC delegate—Prof. Hongwei Yang during the third
Canada--China policy dialogue in TOronto:« - e, 43
Appendix IV: Report PPT slide for short term oversea mentoring
PIOGIAIMN «reeeessrrrrtiiiiii 47

AppendixV: CNHDRC Report PPT slide to IDRC during the attending
of The third Canada--China policy dialogue in Sep 2011 -« ceveevevess 57

AppendixVI: The conceptual framework of indicators of healthcare
SYStEM IN ChIN@: - evre e 70



Synthesis

The Policy and Technology Evaluation of “Healthy China 2020 is a two-year project
launched in March 2010 by the China National Health Development Research Center
(CNHDRC), Ministry of Health, China and the International Development Research
Center (IDRC), Canada. The project has two linking components: capacity building in
health evaluation and health indicator system for “Healthy China 2020”. Detailed
introduction of the project and activity plan can be found in the original project
proposal.
Implementation and progress
At the end of July 2012, the project has been completed as planned, and all objectives
were fully achieved. During the second project year, we have taken lots of efforts in
conducting activities with financial support from IDRC. The main capacity building
activities conducted were a five-day health policy evaluation workshop held in
Beijing from 24™ to 28" August, 2011, a four-month International visiting scholar
program for two Chinese researchers (one at each time) from CNHDRC between Oct,
2011 and Feb, 2012, and a one-month International visiting scholar program for five
Chinese policy makers from the Ministry of Health (MoH) and provincial health
authorities from Oct to Nov, 2011. Furthermore, an updated conceptual framework of
the M & E indicator system for “Healthy China 2010” has been developed as
scheduled.
Outputs and deliverables
- A Chinese health policy and technology evaluation network set up in the first
capacity building workshop in 2010 has been strengthened and expanded after the
third health policy evaluation workshop, which is composed of health policy
makers, health policy evaluators and health development practitioners in various
fields who are aiming to improve their health policy and technology evaluation
skills;

- Communication mechanism and strategy between local practitioners, Chinese

health evaluators and international mentors were developed. Regular
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teleconferences and Skype talks were conducted to facilitate mentoring and
capacity building efforts;
A bilingual webpage on health evaluation capacity component has been developed

to promote communications among trainees, trainers and other stakeholders;

Five papers meant for international publications were prepared by some of the
trainees and CNHDRC researchers. The papers are currently under review by the

international mentors.

A conceptual framework of the indicator system for “Healthy China 2020 was

developed by the CNHDRC research team.

Impacts

A five-day health policy evaluation workshop was held in Beijing from 24th to
28th August, 2011

By participating in two health policy evaluation training workshop and one-year
mentoring program, the trainees, including both officers and evaluators, have
developed evaluation skills and deepened their understandings of evaluation and
relevant methods. Centered on topics related to issues that of great relevance to
the trainees, such as development evaluation, outcome mapping, health equity,
economic evaluation and skills of data analysis, the workshops achieved better
effects in helping the workshop participants to handle practical evaluation work in
their daily work. Some trainees were invited to share some practical cases from
their daily works and the trainers used the cases to demonstrate how to apply
concepts and skills they learnt. They said that the training make their current
evaluation works more reliable, and they are clear about how important health
equity is for health technology evaluation and how to design an appropriate
evaluation with multiple considerations. The workshops also provided the trainees
with a good chance to exchange opinions of practical evaluation issues, esp. for
those multi-level policy makers, evaluators and grass root practitioners. The set-up
of an all-involved evaluation community not only provided theoretical knowledge
and evaluation skills for local practitioner, but also serves as a consensus-building
platform for policy makers and evaluators. Generally, many trainees said the stuff
learned challenged their old thinking of evaluation, which is good for them to

develop a more comprehensive framework for conducting evaluation in the
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Chinese context. Last but not least is the evaluation network coordinated by
CNHDRC. It has been greatly strengthened after three rounds of capacity building
workshops. More and more key health stakeholders were informed and get
involved. In addition, this network has liaised with some existing agencies in the
field of health evaluation and developed under multidisciplinary and

cross-sectional partnership.

An updated conceptual framework of the indicator system for “Healthy China
2020”

As one of main achievements of project year two, an updated conceptual
framework of the indicator system for “Healthy China 2020 has been developed
by CNHDRC researchers and reviewed by IDRC mentors, whose aims are to
establish a conceptual evaluation framework for mid-term and short-term
development of the Chinese healthcare system (“Healthy China 2020”) and set
up an indicator system, so as to prepare for the development of a systematic
evaluation framework for healthcare system in China. In specific, the indicator
system consists of four major principles: pertinence, comparability, feasibility,
sustainability, and five phases which are context, theory, process, outcome and
impact. And above all, equity plays the role of central axis from beginning to end.
The rationale behind the theoretical framework is that China healthcare sector
encompasses a complex, dynamic and evolving system undergoing rapid changes
in a transitional context featured with multiple actors and networks, financial
decentralization, unbalanced regional development, urbanized resource and labor
concentration, and people’s growing expectation, then the project attempts to set
up a seasonable indicator system which can support the dynamics of innovation
and explore the right model for future development by tracking emergent and
changing realities and feedback evaluation results in real time, then policy
makers can adjust and optimize the current policies or strategies timely. In the
application, the innovation of such indicator system was adopted by MoH as an
alternative tool to evaluate the health reform and development during the
ongoing 12th five year plan of national health development since the concept
employment of development evaluation introduced by IDRC mentors.



The Third Canada-China Health Policy Dialogue, Toronto, 26th -27th Sep. 2011

CNHDRC research team was invited to attend the 3rd Canada-China health policy
dialogue and respective Canada-China Joint Committee meeting due to the
positive influence of the preceding health evaluation capacity building workshop.
The Chinese Health Minister Chen Zhu considered the project as a good model of
collaboration between the two health systems in his opening speech. Furthermore,
on behalf of Chinese delegation, the deputy director of CNHDRC, Prof Hongwei
Yang, delivered a short speech in the field of the financing in China rural health,
and communicated with Canadian counterparts during the formal policy dialogue.
During the visit, CNHDRC delegation has also visited IDRC to report the project
going and deepen the collaboration relationship with IDRC. Afterwards, IDRC
representatives and CNHDRC delegation attended the high-level health policy
dialogue and further the project dissemination together. These actions has
promoted the project to earn broad admirations among senior policy makers both

in China and Canada.

One-month international visiting scholar program for five policy makers from

Ministry of Health and provincial health authorities, Toronto, Oct-Nov, 2011

In order to better understand the health policy evaluation mechanism and practices
in Canada, five Chinese policy makers from MoH and provincial health
authorities took part in a series of workshops and meetings with corresponding
Canadian policy makers and HTA researchers to raise their awareness of
evidence-based decision making and discuss the transaction mechanism between
HTA & policy evaluation findings and decision making. Moreover, the Canadian
partners also arranged the trips to visit local community health center and local
hospital to investigate the practical benefits brought about by HTA activities. As a
result, those multi-dimension and in-depth investigations had impact on the
Chinese policy makers, not only in terms of awareness-building, but also
understanding potential use of HTA results. Those policy makers reflected that
they were quite impressed by applications of HTA and policy evaluations results
in Canada and keen to use findings of HTA and policy evaluation in their daily
work, but with technical assistance by CNHDRC and International experts if

necessary. One of the visiting policy makers is working in the Department of
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Health Planning and Financing, MoH. He is in charge of the drafting of the
National 12th Five-year Plan for Health Development. After the study tour, he has
entrusted CNHDRC to do evaluation of the 12th Five-year Plan. During their stay,
potential topics for phased-2 project were proposed by CNHDRC and IDRC
researchers and finalized with their contributions. Now the proposal for phase-2
study is under review by IDRC program officer. Their experiences and needs in
accordance with policy evaluation make the proposal become more practical and

goal-oriented.

Four-month international visiting scholar program for two researchers from
CNHDRC, Toronto, Oct, 2011-Feb, 2012

Two researchers from CNHDRC visited academic institutions in Canada as
planned. Main institutions include University of McMaster (UM), University of
Toronto (UT) and University of Waterloo (UW) respectively. The two researchers
took a systematic academic training course in the major subjects of health
economics and economics evaluation methods for health service research,
including the demand for and production of health, nature of health care as an
economic commodity, demand for health care, demand for health care insurance,
insurance market, systems of health care finance, funding and remuneration,
physicians and their practices, health care institutions, pharmaceuticals, costing
concepts, methods and data sources, cost effectiveness analysis, cost utility
analysis, cost benefit analysis, economics evaluation using decision analytic
modeling, uncertainty, sensitivity analysis, and valuation of information, budget
impact analysis, etc. Although the three previous capacity building workshops
have delivered the basic concepts and fundamental theories to trainees, the
systematic training helped two visiting researchers to gain deeper understandings
of these concepts and theories. One positive impact is that researcher can take this
opportunity to generalize and summarize a comprehensive knowledge system of
health economics and economics evaluation learnt before. Secondly, in accordance
with the discussions with mentors on practical projects, the researcher can achieve
learning by doing in practice which can enhance the understanding of academic
theories and skills preferably. Except that, the researchers are invited to join the
variable evaluation workshops held by different corresponding Canadian research

institutes, in which can broaden the academic view, contact with advanced
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knowledge and communicate with assorted counterparts from all over the world.
Later on, these researchers can play the mentor role to further the capacity

building of policy evaluation in China.

Next step

At the end of Jul 2012, phase one of this bilateral project has come to an end, with
all objectives fully achieved. Based on the good progress and foundation of
collaboration between CNHDRC and IDRC, IDRC is willing to continue to fund
the phase 2 project. Currently, a project proposal has been developed by
CNHDRC and Canadian partner-TECCHI and submitted IDRC management. In
short, the phase-2 project will focus on equity-orientated evaluation and creating
national evaluation guidelines, and working towards a culture of equity-shaped
evaluation and equity-oriented policymaking in health care. Phase two will take
approximately 3 years and will be developed & implemented through
collaborations with TECCHI,the UW, Chinese woman economics group and
Chinese universities. Once approved by IDRC, phase-2 project will be launched
soon as scheduled.

The editor of Journal of Health Planning and Evaluation is very interested in the
project and decided to set up a China Forum in the journal to host the Chinese
learners’ papers on evaluation of their ongoing projects. Through the several
rounds of opinion exchange between authors and Canadian partners who play the
role of reviewing in the progress, the five papers are suffering the final stage of

optimization.

In the transition stage from closing of phase one and applying of phase two,
CNHDRC will receive two officers from IDRC regional office-- Mr. Roger
and Mr. Wilfredo. They two will meet the financial officer of CNHDRC to
conduct the regular pre-assessment of beneficiary institute. The research team
need to assist to get a translated version of the full documents available during the

time of the visit.

The research problem

To ensure the success of the proposed healthcare reform, the government needs to
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know if the new health reform policy is implemented as planned and if the expected
objectives are achieved. Therefore, the implementation process and outcome
evaluation of the new policies becomes a high profile concern. However, China is the
late comer to the field of health policy evaluation, and there is no strong technical and
organizational strength for doing relevant work in this field.

Major challenges in conducting evaluations in China include the
following:

¢ No systematic evaluation of health policies and health interventions has been

done at provincial or national level,

e No institutions or expert teams have been established for specialized work on

health policy and technology evaluation;

e There has not been a systematic focus on enhancing the evaluation capacity of

both the government and academic sectors;

e The approaches used by prior clinical and pharmaceutical evaluations done by
several institutions and scholars are not based on the most recent evaluation

theory and methods.

If the capacity of evaluation cannot be strengthened in a timely way, the ability to
assess the impacts of the proposed reform will be seriously impaired. CNHDRC,
which is under the leadership of MoH is responsible for providing the governments
with the consultancy in the area of health policy research and evaluation and playing a
leading role in the same area in China. Therefore, CNHDRC would like to undertake
a capacity-strengthening project to support the CNHDRC team and local

policy-makers.

Five areas (components) of need are foreseen since Chinese issued the
new round of health sector reform plan:

e Capacity-building in the area of health evaluation

e The development of health indicators to accompany the “Healthy China 2020

strategic plan

e Evaluation of policies and implementation of “Healthy China 2020”

e Evaluation of the progress and outcome of “Healthy China 2020 using the set

of indicators developed, and disseminating the results
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e Research and evaluation of health technologies and pharmaceuticals in the

Chinese context

According to the needs in the area of health policy evaluation and technology
assessment, we are planning the five-year project with 2 phases. The phase | is a
two-year project aiming at 1) building the capacity of the health policy evaluation
among the Chinese researchers and policy makers; 2) setting up the indicators for the
“Healthy China 2020”. The phase I project focuses on component one and two only,
which will form the basis for future undertaking of the other three components. The
phase Il, covering three years, will not only evaluate the policies and implementation
of “Healthy China 2020 in practice by using the indicators and evaluation guidelines,
but also focus on continuing to build evaluation capacity within China while working
towards a culture of equity-shaped evaluation and equity-oriented policymaking in
health care. The outcomes of three-year projects are not only the policy
recommendation for the ongoing policy implementation but also the most
improvement of evaluation capacity. We expect Chinese researchers are not only able
to evaluate the health policy and technology alone but also become principal trainers
training researchers in local universities at the end of the 5-year project; in addition,
through the 5-year project policy makers are aware of the importance of
evidence-based policy making. All of those are to ensure the evaluation of Healthy

China policy is sustainable.

Research findings

The overall objectives of project are:
® To enhance the health officials and researchers’ capacity to conduct the evaluation

of the new round of health system reforms in China;

® To enable CNHDRC to become the leading center for conducting evaluations and
building evaluation capacity in China;

® To assist CNHDRC to develop a set of health indicators for the “Healthy China
20207, which should be scientifically valid, systematic, complete, equitable and
sensitive;

® To assist CNHDRC to establish the methods to link the existing databases and

extract data with the set of health indicators selected, in order to enable the
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collected data analysis to assist policymakers.

The objectives of component two, creating a set of indicators to
accompany “Healthy China 2020” are:

® To provide technical support in the development of health indicators to
accompany “Healthy China 2020”
® To provide technical support in setting up appropriate evaluation approaches and

skills in doing policy evaluation and economic evaluation

To achieve the overall objectives and specific objectives of component two,
CNHDRC organized a five-day health evaluation workshop to strengthen awareness,
knowledge and skills of participants including both policy makers and researchers on
the principles, role and methods of policy evaluation with the help of International
mentors. One thing to pay more attention rather than the previous two capacity
building workshops is that the introduction of concept of health equity. Furthermore,
based on discussion with the trainees, we have seen that trainees’ capacity in
evaluation has been improved significantly. At the same time, the trainees also hoped
to learn more methods for conducting equity analysis in the health care. At the end of
workshop, there was a session to collect the feedbacks among trainees. At that time,
the application of the phase two project was still waiting for IDRC’s reply, SO more
than 50% of trainees expressed their worries about the continuation of the training, for
they hoped to continue to attend such policy evaluation workshops. It demonstrates
that the trainees have strong desire to conduct health policy evaluation in China. The
one-year mentoring program and oversea study tour helped CNHDRC evaluators and
senior Chinese policy makers to improve the awareness of significance and
importance regards to evidence-based making mechanism and further the evaluation
skills through the communications with Canadian counterparts and academic training
course taken. Before the trip, one policy maker from MoH who is in charge of the
national community health was confusing with the evaluation dimensions of national
development of community health center. During the visit, by having discussions with
Canadian counterparts and mentors, he made clear about the evaluation scope,
dimensions and data requirements, etc. This shows that the policy makers really need

the evidences to improve policy making process, but they do not know how and where
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to find corresponding right way and right persons. Except the achievements
mentioned above, the innovation of the indicator system for “Healthy China 2020”
whose core idea is development evaluation introduced by IDRC mentor provide a new
alternative tool for assessing the short and middle term reform and development of the
health system in time. In the past Chinese evaluation has mostly depends on linear
logic models to conceptualize and examine a project’s logic model or theory of
change, while recent years have seen an emerging trend that more emphasis on use of
systems thinking and complexity science as frameworks for evaluation. The new trend
shows that real-world policy or program is viewed as complex adaptive systems, with
many systems entangling together and influencing each other. Then developmental
evaluation method is more helpful in the context of social innovation where there is
not a fixed model being improved (as in formative evaluation) or tested (as in
summative evaluation). The current health reform and development in China mimics a
big social innovation in its own right. Meanwhile, the environment is too complex and
changing too fast for the model of practice ever to be fixed in the transitional context.
In such a situation, developmental evaluation can help us do so-called "vision-directed
reality testing". By tracking emergent and changing realities and feedback evaluation
results in real time can we support the dynamics of innovation and explore the right
model for future development. By evaluating the short- and midterm health reform
and development, we can learn more about the correctness of the vision held by the
innovators and find the right track, rather than test a predetermined model and gauge
the success. Moreover, As the particular interest on the second and third
Canada-China Health Policy Dialogue, the Canadian Minister of Health Leona
Aglukkaq and the Chinese Minister of Health Chen Zhu agreed that this project has
been the best collaborative health project between the two nations up to this day
because of the positive influences caused. Their affirmations make CNHDRC become
the leading role in the field of conducting evaluations and building evaluation

capacity in China.

Project implementation and management

Project Implementation

All the activities covered by the reporting period were implemented as planned along
12



the timeline. Based on the achievements obtained from project year one, project year
two attracted more attention. Besides sending mentors more materials about the
Chinese basic health service delivery system, CNHDRC also invited the mentor (Dr.
Sanjeev Sridharans) and IDRC project officer (Dr. Marie-Gloriose Ingabire) to visit
the trainees on site to investigate and indicate their ongoing evaluation projects
practically. For example, in Sep 2011, Dr. Sanjeev and Dr. Marie visited the trainee
Mr. YunXin Hou who is in charge of New Cooperative Medical Scheme (NCMS) in
Hanbin district, Ankang city, Shannxi province to realize the practical problems Mr.
Hou met in his evaluation project during the using of knowledge and skills learned in
capacity building workshops. Half a year later, their suggestions in equity dimension
and data analysis helped Mr. Hou to identify issues with local health delivering and
potential fields for improvement. Such interactive and following-up movement
provides a good approach to strengthen trainees’ capacity building linking between
theory and practice. This case shows that the project was not only implemented as
scheduled, but also achieved surprisingly good results. All the participants of these
capacity building activities appreciated the efforts by the IDRC consultants Dr. Fred
Carden and project officer Dr. Marie-Gloriose Ingabire, also the evaluation expert Dr.
Sanjeev Sridharan from TECCHI. Their strong sense of responsibility and
professional wisdom led the trainees into an interesting evaluation world. They also
helped to keep the project on the right track.

Project Management

Since the launch of the project, two designated persons (Kun Zhao and Wudong Guo)
from CNHDRC team have worked as project coordinator and assistant to manage the
project. Their main responsibilities include overseeing the implementation of project,
discussing with learners to get their feedback and learning needs, communicating with
IDRC project officer and consultants as well as Canadian partners such as TECCHI,
UT,THETA and UW, assistant consultants with webpage development and
corresponding logistic issues. Meanwhile, CNHDRC opened an account for the
project and made a requirement that all reimbursement documents have to be

approved by the coordinator with two witnesses.

CNHDRC directors and the project coordinator held regular meetings, on which the
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coordinator reported the project progress and results, so that the CNHDRC directors
could monitor the project process to keep the project on track. At the end of Feb, 2012,
CNHDRC held an annual project management meeting for all the projects run by
CNHDRC, in which the project coordinator presented the progress, findings, future

plans, financial source and expenditures of this project.

CNHDRC is a national research institute experienced in project management. This
project being the first collaboration initiative with IDRC is also an opportunity to
strengthen the collaboration. The main management issue that affected the project in
year one is un-matching between our budget lines and the ones in IDRC financial

accounting Kit.

In communications with corresponding IDRC project officer and evaluation
consultants, there are two minor research problems on which we engaged too much
efforts from the project management point of view. First, the increase of the number
of trainees and addition of some necessary activities caused the budget constraint in
some categories. There were gaps between the original budget category and actual
expenses. Secondly, according to the grant agreement between IDRC and CNHDRC,
the estimated time for completion has been revised to 29, July 2012, that is why the
activity—oversea study should be incurred in year one work plan has been delayed
into this project year. Since the same reason, please take this technical report as the

second interim project report.

Project outputs and dissemination

Project outputs

As the description above, the major project outputs include a Chinese network of
health policy and technology evaluators, a five-day health evaluation capacity
building workshop, maintenance of a bilingual evaluation webpage, a short-term
oversea mentoring program of policy makers and researchers and the conceptual
framework of health indicator of “Healthy China 2020”. Followings are the details of
the outputs. First of all, around 50 participants of health evaluation capacity building

workshop with different backgrounds are beyond our expectation (the original plan is
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30 participants). In addition, all the training process of workshops has been recorded
and courseware made into CD-ROMs for wider disseminations. Secondly, the
webpage for capacity building component contains all learning material of five-day
health evaluation workshop before and after. Thirdly, during the short-term oversea
mentoring program, the trainees has set a communication mechanism with foreign
counterparts by using on-line chatting scheme, so that the policy makers from MoH
and provincial health authorities CNHDRC researchers and foreign counterparts can
have free discussion about their respective interesting topics in a timely way. Not only
that, before finishing the study tour, one visiting researcher has visited IDRC
headquarter to do a progress report for IDRC project management. Fourthly, the
conceptual framework of health indicator of “Healthy China 2020” has been
developed and introduced to MoH, which might be used in another national
evaluation project later on. Fifthly, through the intensive communication efforts of
mentors, the editor of Journal of Health Planning and Evaluation expressed his
interests in the program and decided to set up a China Forum in the journal to host
learners’ papers on evaluation of their ongoing projects. The five abstracts of the
papers are suffering the final reviewing. The last but not the least, the administrative
skills of the project officer has been improved significantly in the direction of IDRC

management model.

Dissemination

In 2011, the trainees have taken opportunity of three international conferences to
disseminate the project research findings. In October 2011,by taking a short term
mentoring program in Canada, two researchers and four policy makers had sponsored
attendance in the 33rd Annual Meeting of Society of Medical Decision Making in
Chicago, USA. The Chinese delegation shared their views about health policy
evaluation in China with concepts and theories learned from the IDRC training
workshops. Their involvements impressed the counterparts all over the world. On the
2012 Annual Meeting of Heath Technology International (HTAI), Prof Kun Zhao has
shared the experience of such collaborative project with the attendees from all over
the world. The same year, there is an Asian Regional Evaluation Forum held in

Thailand, Prof. Kun Zhao introduced the project to Asian counterparts, afterwards,
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some attendees from other Asian countries expressed their willing to participate in

further phase two of project.

Furthermore, CNHDRC and IDRC has been invited to join the two consecutive
China-Canada Health Policy Dialogues since the outstanding achievements of our
bilateral collaboration project. Within whatever the ministers, seniors policy makers
and academicians, our project has been promoted and defined as a example of success
in the field of health research between two nations and also been introduced to more
and more insiders and outsiders. They all hope we can further the cooperation in

phase two and disseminate the findings in a large scale in future.

Moreover, because of the broad impact caused by such bilateral collaboration project,
some international agencies in the field of health research has expressed their
willingness to cooperate in the capacity building, and a cost-effectiveness hand-on
training workshop has been put into action in Aug 2012, which was conducted by
mentors from University of Queensland and funded by Disease Control Priority
Network (DCPN). This is a successful case for deriving of secondary capacity
building project based on the outstanding influence of our bilateral collaboration
project. Following the development of project going, our project will draw more

attention in a larger scale.

List of outputs:

® The name list of five-day workshop participants, agenda, and group photo.

Corresponding workshop presentation PPT is available upon request. — Appendix

® The agendas of the joint meeting and The third Canada--China policy dialogue in

Toronto—Appendix |l

® The questions of interest to Canada and speech statement of CNHDRC

delegate—Prof. Hongwei Yang during the third Canada--China policy dialogue in

Toronto—Appendix I

® Report PPT slide for short term oversea mentoring program.—AppendixIV.
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® CNHDRC Report PPT slide to IDRC during the attending of The third

Canada--China policy dialogue in Sep 2011 -- AppendixV.

® The conceptual framework of indicators of healthcare system in

China—Appendix VI.

® Papers regards to trainee’s evaluation project in reviewing —It is too much to

attach and available upon request.

Recommendation

First of all, the trainees have taken more interests in health equity issues since the
government has turned its attention to improving the people’s livelihood and social
welfare system including healthcare, education and social security, etc. Health
development, being an important means to ensure and improve people’s livelihood
and welfare, has been attached great importance by the current government.
According to that, the equity issues are raised and become an important dimension to
measure the health delivering. So if possible, in phase two, we hope IDRC can fund
CNHDRC to develop equity-focused project evaluation.

Secondly, by undertaking the collaboration project with IDRC, we have made
significant impact on some Chinese policy makers and practitioners in the field of
health policy and technology evaluation. We do think there is an urgent need to
expand the capacity building activities to cover more policy makers and evaluators
from local provinces. The capacity building by conducting an exact equity-orientated
project evaluation for local policy makers and implementers becomes priority issue
because they come from grassroots level and are responsible for policy
implementation. More importantly, they know what the real problems are in the
implementation process and need to understand the outcome and impact of policy in

the real world.

Furthermore, all the other public sectors in China need policy evaluation. We are
wondering if it is possible for IDRC to network all the Chinese organizations which

are undertaking IDRC projects, to share experiences in the area of evaluation, assist
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each other or work together to do a social or development evaluation in a broader
view. This would contribute a lot to the development of the Chinese evaluation

society.
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Appendix

Appendix 1 :The name list of five-day workshop participants, agenda, and group photo

Health Policy Evaluation Workshop(lll) Participants List

Name Sex Institution
1 |Felix Li Male Health Counsellor of Canadian Embassy Counsellor
. Division of Planning and Pricing, Department of Planning and Finance , o ]

2 | ZHUANG Ning Male Division Chief

MOH
. Division of Planning and Pricing, Department of Planning and Finance ,

3 | WANG Weifu Male
MOH
Division | of Policy Research , Department of Health Policy and

4 | CHEN Ningshan Female Division Chief
Regulation , MOH

5 | SHI Guang Male Department of Health Policy and Regulation , MOH
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6 | WU Jing Female | Health Reform Office , MOH Division Chief
7 | TIAN Xiaoxiao Female | Health Reform Office , MOH
8 | XUE Haining Female | Health Reform Office , MOH
9 | ZHOU Xiaoyuan Female | Health Reform Office , MOH
Division of Technology ,Department of Medical Science, Technology and
10 | WANG Jingian Female Division Chief
Education , MOH
Division of Community Health Care , Department of Maternal and Child
11 | LIU Ligun Male Division Chief
Health Care and Community Health , MOH
Division of Community Health Care , Department of Maternal and Child
12 | ZHOU Weiwei Female
Health Care and Community Health , MOH
Division of Community Health Care , Department of Maternal and Child
13 | ZHU Yan Female

Health Care and Community Health , MOH
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14 | FAN Jing Female | General Office , Department of Medical Administration , MOH Division Chief
Division of Medical Management , Department of Medical

15 | JIAO Yahui Female Division Chief
Administration , MOH

ZHANG ]
16 Male China National Health Development Research Center(CHDRC) Director
Zhenzhong

17 | YANG Hongwei Male CNHDRC Deputy Director
Division of Health Policy and Regulation , Health Bureau of Liaoning o .

18 | SONG Wenge Male Division Chief
Province

_ Deputy Division
19 | WANG Hui Female Division of Planning and Finance , Health Bureau of Shaanxi Province _
Chief
) Division of Health Policy and Regulation , Chongging Municipal Health | Senior Staff

20 | WANG Peiyuan Male
Bureau Member
Division of Health Policy and Regulation , QingDao Public Health Deputy Division

21 | LI Chuanrong Male )
Bureau , Shandong Province Chief

22 | CUI Shuang Male Health Reform Office of Qingdao Principal Staff

21




Member

23 | HOU Yunxin Male Hanbin District Health Bereau , Shaanxi Province Director
24 | FANG Rongbing Male Office of NCMS
25 | HE Xiaoyan Male Office of NCMS Deputy Director
deputy director
26 | HU Rong Female | ChongQing City QianJiang District Health Bereau
general
deputy director
27 | ZHENG Zeyun Male ChongQing City QianJiang District Health Bereau
general
) deputy director
28 | MA Xiangdong Male ChongQing City QianJiang District Medical Insurance Bureau
general
_ 3 _ _ _ | deputy division
29 | LIU Ying Female | Accounting Department ,Shengjing Hospital of China Medical University
head
30 | JU Hongxia Female | Affiliated Hospital of Jining Medical College President
31 | HU Wenjie Female | Affiliated Hospital of Jining Medical College Vice-president
32 | LIU Zhonghe Male Qianjiang Central Hospital of Chongging City Vice-president
33 | YU Shicheng Male CDC(Information Center)
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34 | HU Yuehua Female | CDC(Information Center) Research Assistant
35 | XIE Xueqgin Female | Beijing Public Health Information Center Deputy Director
36 | ZHU Haidi Female | China-Australia Health and HIV/AIDS Facility Office
Associate
37 | TENG Baijun Male Chinese Health Economics Magazine
Managing Editor
38 | ZHANG Hongli Female | Chinese Health Economics Magazine Deputy Director
39 | JIN Chenggang Male Beijing Normal University Professor
40 | WANG Yadong Male Capital Medical University Professor
41 | HAN Youli Female | Capital Medical University Lecturer
42 | HAO Yuantao Male School of Public Health , Sun Yat-Sen University Vice Dean
43 | CHEN Shaoxian Male Sun Yat-Sen University Professor
44 | LIU Guoxiang Male Harbin Medical University Professor
45 | ZHAO Xiaowen Female | Harbin Medical University Associate Professor
46 | WANG Yanju Female | China Medical University Professor
47 | CAO Xiaohong Female | China Medical University
48 | MA Li Female | Dalian Medical University Associate Professor
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49 | ZHANG Ying Female | Dalian Medical University Associate Professor
50 | ZHANG Jun Male Liaoning Health Vocational College Department Head
51 | WANG Chunpeng Male Liaoning Health Vocational College

52 | LIU Shigin Female | Johnson&Johnson Medical(China)Ltd. Manager

53 | ZHANG Lifang Female | CNHDRC Research Assistant
54 | WANG Yunping Female | CNHDRC Research Assistant
55 | ZHANG Yuhui Male CNHDRC

56 | Sue Horton Female University of Waterloo Professor

57 | DONG Weizhen Female | University of Waterloo Professor

58 | Fred Carden Male IDRC Professor

59 | Sanjeev Sridharan Male Li Ka Shing Institute Professor

60 | ZHANG Wei Female | Translator

61 | ZHANG Wei Female | Translator

62 | ZHAO Kun Female | CNHDRC Professor

63 | WANG Li Female | CNHDRC

64 | QIN Jiangmei Female | CNHDRC Professor
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65 | XIAO Yue Female | CNHDRC Research Assistant
66 | SUI Binyan Female | CNHDRC Research Assistant
67 | GUO Wudong Male CNHDRC Research Assistant
68 | WANG Li Female | CNHDRC Intern

69 | QI Xueran Female | CNHDRC Intern

70 | LU Xiaojia Female | CNHDRC Intern

71 | YANG Liu Female | CNHDRC Intern

72 | WANG Yao Male CNHDRC Intern

73 | YU Fangfei Male Beijing Normal University volunteer

74 | WU Zhihuan Female | Beijing Normal University

75 | KUANG Xiangyu Male Capital Medical University

&
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Agenda of health policy evaluation workshop ()
DEBREFMFIE (F=H ) BE

August 24-28 Beijing
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8 B24H-28 8 it

F—X(8RA24H) URAEFEERE (EAEHZE)

Dayl ( 24™ August ) Policymakers-orientation Sessions (simultaneously translation)

Day 1

Morning

E1X

£

Opening FF &3 9:00--9:10
opening speech—five minutes each FF B XN BEE ( &5 24
Health Counsellor of Canadian Embassy—Flex Li i1Z X1
4+ S Felix Li
9:10--9:40

IDRC Program Officer fIE X IDRC B B & :Marie Gloriose

Mentors ZAE 3 : Sue Horton, Weizhen Dong. Fred Carden,

Sanjeev Sridharan

Hongwei Yang

WA FEIEE

27

Room 205, Conference
center, Health Science
Center of Peking
University

ERRFEFHLWUAF

1Ly 205




Introduction of new learners and workshop design

Kun Zhao
9:40--9:45

N B RFEHN R
NEHFRTE -
Type of evaluation and application and requisitions
THTRYSRE | B4R R A A AE 5K 8] &

i i _ 9:45--10:55
Evaluatability of evaluation: what kind of project can be evaluated
WA R RO - B — TN R AT BURIT 2
Coffee break ZX&R 10 :55--11:10 | Fred Carden
Influence of decision informed evidence/evidence informed Sanjeev
decision on evaluators Sridharan
RIS SIEMSRIE N HRHE RER TN TIEEOBE | 0 o0
Outcome mapping: how to make boundary of outcomes
GRS - MAREL R

Second floor,
Lunch 4£ 12:00--14:00 All/£ 4K ShangShanYuan
Restaurant
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EET R

Day 1
Afternoon

F1X

Economics Evaluation: why use economics evaluation in health

care?

Z5F 1 - B RSN IE R A AZRFZL5FF TN

14:00--14:40

Sue Horton

Main perspectives in health care equity: Social determinants of

health, population health, and social justice on health.

BXRIAERNFHENERAR  BRVHESRERE , ABRE

MNEENHSLNIE

14:40--15:20

Weizhen Dong

Coffee break Z%ER

15:20--15:35

All/2 4%

Case discussion: Take clinical pathway as a case to discuss the
challenge & question facing evaluators, evaluation needs of policy

makers at this project, type of evaluation used properly.

FH11L - Bl RN A I E E ISRy R B 5Bk

REEET B ENTINFEER MR ATEE

15:35--17:20

Fred Carden

Room 205, conference
center, Health Science
Center of Peking
University

S 205
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Second floor,
Dinner B& 17:20--19:00 All/2 4k ShangShanYuan
Restaurant & & 28 2 #%
Day 2--5 Researchers-orientation Sessions (consecutive translation)
B2-5K BHARARNE (XXBF)
Day 2 ( Morning , 25™ August) Economics evaluation
B-—X (8 A 25 BLEHF ) &FFiTME
Definition of economics evaluation 20 .
: : Room 205, conference
9:00--10:30 ’
R 3F AT ART=R ]
BRFIHHIEL center, Health Science
Day2 | Coffee break 7&K 10:30--10:45 | Sue Horton Center of Peking
Morning : : _ _ University
Type of economics evaluation and application conditions
F2X . 10:45--12:00 LW 205
X FTMRBER AR
£F First floor,
Lunch & 12:00--14:00 All/4 1k ShangShanYuan
Restaurant [ &8 1 #
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Day 2 (Afternoon , 25" August) Equity analysis in health care sector

B-XK (8B 2B HTH) PETMEN LT ED T

Definition of equity in health care sector 20 .
. . Room 205, conference
14:00--15:30 ’
A4t /N M=
BEFHRFHEL center, Health Science
Day?2 Coffee break ZX&X 15:30--15:45 | Weizhen Dong Center of Peking
Afternoon : i : University
Practical methods of equity analysis
F2X 15:45--17:20 £ 205
NS THKAT ENA
o First floor,
Dinner & 17:20--19:00 All/4 4k ShangShanYuan
Restaurant & & 28 1 #%
Day 3 (26" August) Developmental evaluation
=X (8HA26H) X%ZEBMIML
Definition of dEVE|0pmeﬂt evaluation Room 205, conference
Day 3 Fred Carden )
ERMIEAHEN ) center, Health Science
9:00--10:30 Sanjeev )
E3IX _ Center of Peking
Sridharan

Distinguishing of formative, summative and developmental

University
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evaluation

XA, BEUENRRETE

SWH D 205

Coffee break ZX&X 10:30--10:45
System Thinking and Complexity Concepts for development
evaluation 10:45--12:00
EERMITEPHRENANS ZMERS
Second floor,
Lunch F& 12:00--14:00 |  All/&4k ShangShanYuan
Restaurant & & 28 2 #%
The Adaptive cycle and development evaluation
&R IR R AL PP G 14:00--15:30 Room 205, conference
Coffee break ZEEX 15:30--15:45 | Fred Carden | Center Health Science
Sanjeev Center of Peking
Case study for the development evaluation Universi
Sridharan niversity
S A h == |/\QJJ Y N

Steps of for the development evaluation
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RERMEITHEN SR

Day 4 (27" August) Outcome mapping

MK (8HA27 8 ) &ERMS

Definition of outcome mapping
&t AE
GERMEIESL Room 103, Yifu Buildin,
i 9:00--10:30
The theory of outcome mapping Health Science Center of
Fred Carden ) -
LR ET IR ID Sani Peking University
Day 4 anjeev N
Sridharan *
g4X
Approaches of outcome mapping 103 2WE
10:45--12:00
SLRMEM G E
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Restaurant [&& %6 2 #

Design of the outcome mapping

Room 103, Yifu Buildin,

s 14:00--15:30
& RRF AR Health Science Center of
Fred Carden peking Universit
eking Universi
Coffee break ZX&X 15:30--15:45 Sanjeev | y
- BRHYFE
Case study of mapping outcomes Sridharan
15:45--17:20 Ay =
RGN A 103 W =E
Second floor,
Dinner & 17:20--19:00 All/4 4k ShangShanYuan

Restaurant (& %6 2 #

Day 5 (28" August) HEX (8 A28 B )

Day 5
Morning

B|5X

£

Decision informed evidence/Evidence informed decision

R 5| 5 B SSUERF 5T/35RUE ) B A R R

Difference in evaluation

OB NESR

9:00--12:00
10:30--10:45

£ 3N

Fred Carden

Room 205, conference
center, Health Science
Center of Peking
University
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SWH D 205

Second floor,

Lunch 44 12:00--14:00 |  All/&4k ShangShanuan
Restaurant & &35 2 #
Data analysis and interpreting the results
BEIMNERER
Quantitative data analysis
Day 5 EERES T 14:00--15:30 Sanjeev Room 205, conference
Sridharan center, Health Science
ATernoon | coffee break %R 15:30--15:45 c Pk
enter of Pekin
E5X — . O
2. Qualitative data analysis University
T 15:45--17:00 NN
EMBED £W AL 205
Zhengzhong
Wrap up i 4 17:00--17:30 Zhang

KIRABEE
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Appendix II: The agendas of the joint meeting and The third Canada--China policy dialogue in Toronto

Canada-China Joint Committee on Health
FinEkES

September 26, 2011

Monday, September 26, 2011
BH— 2011 ¥ 982 H

Venue #b S: Library Room, Fairmont Royal York Hotel

100 Front Street West, Toronto, Ontario, M5J1E3

09:00 - 09:15 Chair: &
Session 1: Plenary opening
Bersabel Ephrem

E—F  FER

e Welcome remarks from Co-Chairs (5 minutes each) Speakers: X § A
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FREROHEE (PMEFBERKS 508 )

e Brief Introductions of delegation participants (5 minutes)
B ARMEN (50%H)

e Adoption of Agenda

ExAE

Bersabel Ephrem REN Minghui

09:15-10:30

Session 2:  Technical Presentation & Policy Discussion on Rural Health
BT RNEERRNEHRBEERITS

e Presentation by China: ¥ /558 3

o Introduction to Rural Health Work (20 minutes)

RENBETHENS (20 548)

e Presentations by Canada: il 5 XS

o Health System Financing in Canada (10 minutes)

MEXRDEGRESR (10 5484 )

Chair: &

Bersabel Ephrem

Speakers: & & A

YANG Qing
Serge Lafond

Jim Harrold
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o Rural Health Finance (10 minutes)
RNDEZFR (10 5% )
e Q&A and Discussion (30 minutes)

B] & K A3 18 (130 54 )

10:30 - 10:45 Break &%
10:45-11:15 Chair: £ /&
Session 3: Progress Report on Health Cooperation 2009-11
REN Minghui
EB=F7 : 2009-11 BESEHRERE
e Presentation of Report (15 minutes) Speaker: & § A
] & R (15 7 & ) Martin Méthot
e Q&A and Discussion of Next Steps (15 minutes)
RTF T EENRIBERITIS (15 58 )
11:15-11:50 Chair: £ /&

Session 4: Future Cooperation
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BT . RREE
e Plan of Action and next CCPD
THEITHIRTEP NI AT E
e Summary of next steps

THIHREE

REN Minghui

11:50 - 12:00

Session 5: Closing Remarks

BRET  AFR

e Concluding remarks from Co-Chairs (5 minutes each)

ITREEHT (PMEFERERS S5 0H)

Bersabel Ephrem
REN Minghui
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Canada-China Policy Dialogue
BN B A BB iE

Agenda

Tuesday, September 27, 2011

EH— 20115 9H27H

08:45 Minister Chen arrives for Plenary of CCPD Meeting
PR 2 BRI IR
Location:#zit  Tudor Room 7 &8, 2" Floor , Fairmont Royal York
09:00 —09:10 | Plenary opening FF &=
Canadian head of delegation will deliver welcoming remarks on behalf of the
Minister of Health — 5 minutes
MERREKEAGSRRMEESBBIILE (5 2% )
Minister Chen gives welcoming remarks — 5 minutes Br2 ZBBXGD1E (5
o)
09:10 — 09:50

Plenary — Facilitator led discussion £ X & —FHF AL T RERXALR SN

Theme | — Rural Health Human Resources =8 — : KN T4 A HER

Canadian expert: 1175 % 3 Bob Shearer, A/Director General, Health Care Programs and

Policy /Directorate, Strategic Policy Branch

Chinese expert: 55 & 3: Dr. Zhang Guangpeng, Director of Research Center, Service

Center for Health Human Resource Exchange
35-minute facilitated discussion including identifying common challenges, sharing innovative

solutions, and identifying potential areas for cooperation

35 FEHNNILEBE RN AREIGHRE , 2 ZCHARUARBEZESERT,
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09:50 - 10:30

Plenary — Facilitator led discussion £ K& —FiHF AT FE AR 2

Theme Il — Rural Health Financing £81 = : KN B 4EER

Chinese expert H15 % =: Dr. Yang Hongwei, Deputy Director General, China National

Health Development Research Center

Canadian expert 175 % 2. Ellen Nemetz, Manager of Population Health, Health Syste-

m Strategy and Policy Division, Ministry of Health and Long Term Care, Ontario
35-minute facilitated discussion including identifying common challenges, sharing innovative

solutions, and identifying potential areas for cooperation

35 FHN R EFRNLREGEIRE , 2 ZCIFHARURBEBESERE.

10:30 — 10:45

Break Z%&X

10:45 - 11:25

Plenary — Facilitator led discussion £ K& —FHF AT IRFE AL 2

Theme 111 — Electronic Health EB = : #E{E B

Canadian expert il J5 % 2X: Don Newsham, CEO, Canada Health Informatics Association

Chinese expert 7 J5 % ZX: Mr. Wang Caiyou, Deputy Director General, Center for Health

Statistics

35-minute facilitated discussion including identifying common challenges, sharing innovative

solutions, and identifying potential areas for cooperation

35 FEN NI EE RN AREIGNRE , 2 Z0H A RARBEZESETT.

11:25 - 11:50

Facilitator gives Summary of discussions & next steps E3F AR ITIER T —

S THEHRITES

11:50 — 12:00

Concluding Remarks by Canadian head of delegation and Minister Chen
by R RE S & B E KB FiF

Minister Chen gives concluding remarks — 5 minutes
BREBEBARFER (5 748 )

Canadian head of delegation gives concluding remarks — 5 minutes
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mERERARSHARTA— (508

Minister Chen and Canadian head of delegation will be escorted to the

12:00 - 12:05
Library Room for the VIP CCPD Lunch FRZZI& R N5 K REMS# 5]
EVIPFE

12:05— 1315 | | ynch hosted by Health Canada fn& A T 4 254 & 1B 1%

13:15 — 13:30 Minister Chen and officials are driven to Hospital for Sick Children, and are

greeted at arrival by Cathy Seguin, Vice President, International Affairs. BRZ
BEERERAERILEER , BERERSESEIER Cathy Seguin #EF3H
RS,

Location #b3t: Hospital for Sick Children - 525 University Avenue ,

Room: Multi-media room
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13:30 - 15:45

Visit co-hosted by Hospital for Sick Children, and Ontario Telemedicine
Network (OTN) HJLEER K T AR E FE 7 ML EERF

Welcome by: Cathy Seguin (Hospital for Sick Children) and Dr. Ed Br
own (OTN)

Cathy Seguin K&K JLEEPR. Dr. Ed Brown K ERZ KB FEST MEHK
XM 1]

Remarks by Deputy Minister Yeates and by Minister Chen H & iNZB+ % 5l
> €3

- Canada Health Infoway € XTI 4 B FLER

- Ontario Telemedecine Network & KB& B FEF7 MK

- Video link-up #1: Hospital for Sick Children’s Telepsychiatry Program
BHE& (—)

- Video link-up #2: CSTAR (Robotics and Surgical Techniques) &R FR&
(=)

- Video link-up #3: Remote Ontario First Nations Community: &k

Keewaytinook Okimakanak First Nations (Traditional healers)

- Video link-up #4: Iqgaluit Qikigtani Hospital and Royal College of &

*x& (M)
Physicians and Surgeons (TBC)

Closing remarks by Minister Chen, and Canadian head of delegation HFR%:

B R 5 R B S M4 R iE
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15:45 - 16:00 | Minister Chen and officials are driven to Royal York Hotel BFZ#HEKRE A
B EEE

16:00-16:30 | personal time E B1E A jH]

16:30 -17:00 Bilateral meeting between Minister Chen and Minister Aglukkaq AP 0 T2 4 &B
KWz 418 Location:#eit Algonquin Room, 2nd Floor, Fairmont Royal
York

17:00 — 17:15 Minister Chen and delegates will be led to the Library Room for the Signing
of the Plan of Action, and CCPD Reception BR“ZZF#5|2 Library Room
ZE (TaIRS) X4, HEZS I CCPD BiFBEL

17:15-17:30 | Signing ceremony of the Plan of Action, and Photo-Op &Y\ & R,
Location # =: Library Room, 2nd Floor, Fairmont Royal York

17:30-18:00 | Minister Aglukkaq open the CCPD Reception, #7728+ Aglukkaq B B4

18:00 e
Location #s31t:  Library Room, 2™ Floor, Fairmont Royal York
Minister Aglukkaq to provide welcome remarks, to be followed by
Minister Chen. FinT 4 Z4 5% 5 BUEF

18:15 Minister Aglukkag and Minister Chen are driven to the CCPD VIP Dinner A
MBAEIEHERE VIP BE iR

18:30 — 20:30

CCPD VIP Dinner CCPD CIP B2 E , Location #3it: Biff’s Bistro , 4 Front

Street |, Toronto
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Appendix W: The questions of interest to Canada and speech

statement of CNHDRC delegate—Prof. Hongwei Yang during
the third Canada--China policy dialogue in Toronto

Questions of Interest to Canada
For Canada-China Policy Dialogue 2011

eHealth

e How is China using eHealth to support its current heath system reform?

e What is China’s strategy for developing health information systems, including
electronic health records (EHRS) and electronic medical records (EMRs)?
How does China measure success in this area?

e How is China using telemedicine to support the delivery of health care
services in rural and remote communities?

e How is China addressing the challenge of combining jurisdictional innovation
with broader inter-operability?

e What are China’s key lessons learned and best practices in eHealth?

e What key challenges has China found in pursuit of its eHealth strategies?
How is China addressing, or how might it address, these challenges?

e \We are aware of the medical education website www.haoyisheng.com, and

would be interested in more information on this initiative, and others like it.
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http://www.haoyisheng.com/

Rural/Remote Health Human Resources (HHR)

e What are the main strategies China is using to address the overconcentration
of health resources in urban centres?

e What challenges has China discovered in implementing its strategies?

e How does China measure success in this area?

e How is China addressing specifically the challenges of 1) recruitment, 2)
retention, 3) training and 4) integration of rural/remote health professionals?

e What best practices has China identified in the area of rural HHR?

e What is China’s experience with team-based care or interprofessional

collaboration?

Rural/Remote Health Finance

e What are the key challenges China faces in financing health infrastructure and
services in rural and remote settings?

e What measures is China already taking, and considering in the future, to
address inequities in health finance between different population groups?
Different regions and/or jurisdictions?

e What promising models in health financing is China currently exploring, at
local, provincial and national levels?

e What best practices has China found in rural health financing?

e What are China’s key lessons learned from dealing with issues of health
financing?

e What models of collaborative health financing is China using?

The Financing in China Rural Health

I, The general information and constitution of financing in China rural health

From the financing point of health, national rural health expenditure increases
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from 177.181 billion RMB to 400.631 billion RMB from 1998 to 2009. The per
capital rural health expenditure increases from 194.63 RMB to 561.99 RMB, which is

still running at a low level and only accounts for 43% of national average , even less

than 30% of urban one. ( Figure1)

The Financing in China rural health is created through following ways: The
fiscal input for rural health, which is based on different taxations.

Personal health expenditure, which is paid for health care by residents in cash.

The health expenditure of social security, which is part of the legitimate social
health insurance fund (New Cooperative Medical Scheme-NCMs) paid by rural
residents and rural collective economy bodies, also the Medicaid afforded by rural
enterprises.

Commercial health insurance expenditure, which is paid by the different kind of
commercial insurance companies to cover the insured rural residents purchased of
whose own motion.

From 1998 to 2009, the fiscal input increases from 34.964 billion RMB to 115.59
billion RMB, which accounts for nearly 30% of total financing in rural health; the
total personal health expenditure increases from 118.024 billion RMB to 204.982
billion RMB, whose weight has declined from 69.05% in 2004 to 51.16% in 2009;
The social financing in rural health increases from 24.193 billion RMB to 80.059
billion RMB, whose weight has reached to 19.99% rather than 13.65% .

Il. The major problems of financing in China rural health

1. the large expenditure gap between urban area and rural area.

The per capital health expenditure is decreasing in contrast to national average
expenditure, which is 0.59 in 2000 to 0.43 in 2009. The value between rural and
urban is insignificant. The absolute value between rural and urban is enlarging.

2. The budgeting way to governmental health care subsidy to provider need to

improve, and the volume is urged to improve.

The total volume increase of fiscal input is caused by rapid governmental
subsidy of NCMs after 2003. The direct subsidy for rural health care institutes are not
more significant than others.

3. The compensation rate of NCMs is still low.

In 2010, the coverage population of NCMs reached to 836 million people, and
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the participation rate was 95.99%, financing of per capital was around 156.57 RMB.
The NCMs compensation amount of impatient reached to 1451.68 RMB which is
doubled rather than 2004, but only accounts for 39% of county-level inpatient
expenditure.
4. OOP of rural resident is not diminished.
Within the current total financing in rural health, the proportion of per capital
healthcare expenditure in per capital consumption expenditure is increasing, which
increased from 5.25% in 2000 to 7.44% in 2010. Such change presents that the OOP

of rural residents is increasing.

The question list for Canadian colleagues:
1. What is the major source of Canadian financing in rural health and

corresponding outflows?

2. How Canada achieve the better equity of financing ( NO.19 in WHO ranking,

2000 ) ?
3.What is the major problem faced by Canada in the aspect of financing in rural

health ? How to deal with that ?
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Appendix /V: Report PPT slide for short term oversea

mentoring program

Wu-dong Guo (Wictor) [

China Mational Health Developrnent and Fesearch Center (CHHDEC) w

12th, Jan, 2012

2.2

hittp: ifvaaecnibic.cng
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Contents

»What [ did

v" Study of the theory
v Social Practices

»What [ learnt
» Next Steps

» Acknowledgement

hittg: ifeevmnecnibcic.cng

Wl “hooi ;i Fedi D rdopmo, R ch €

(LB RRERDL

What I Did

Study of the theory:

1: University of McMaster: (Fall semester)
Course: Health Economics
Instructor: Prof. Jerermah Hurley

Summary: Itis a survey course on the economics of health and health care,
with an emphasis on the Canadian health care system. Particular attention has
been given to public policy 1ssues for which economic analysis has potential to
contribute constructively to their resolution.

hittp: e cnhdec .ons @Eﬂi%ﬂﬂﬂi?ﬁﬁﬂﬁﬂhb

Wl ©hooi mumd Hedib D wdopmes Ream ch o
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What I Did

2: Umversity of Waterloo: (Fall semester)
Course: Health Economies (On-line based)
Instructor: Prof. Susan E. Horton

Summary: Health Economcs is used to examine how scarce resources are
allocated between competing needs.

3: University of Toronto: (Fall semester)

Course: Economics evaluation methods for health service research (Course
Maternials based)

Instructor: Prof. Peter C. Covte

Summary: This course is designed to introduce an array of economie
evaluation method used to assess health care programs, services, technologies,
and other interventions.

S ¥ Chootmumdl Ledib D wdopm = R ch o

. A~ DFEIHEELETREPC
httga: ftevemsccnihcee onf U

What I Did

4: L1 Ka Shing Knowledge Institute, St. Michael’s Hospatal
Topic: Proposal drafting for Phase two of IDRC project

Participants: Policy makers from MoH, China, Researchers from CNHDRC,
Fred Carden, Sanjeev’s team

Summary: As the continuation of capacity building achievements in phase one,
phase two will focus more on equity-oriented health policy practical evaluation
projects i the context of China health reform and national “12.5 ™ health
development plan. —"Learning by doing”

Three dimensions: Equity evaluation, Economie evaluation and policy
evaluation.

Y Chonivtoumel Heduh D v gren. Fooe b S

Fittp: dvamscnbre: oo/ qﬁ'ﬂiﬁliﬁﬁﬂ?ﬁ%b
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What I Did

Social Practices:
1: Third Canada-China Policy Dialogue

W Chooifaumd Hedib De wlopmes Roas ch Coart

) A~ DETBDERBHITP L
hittp: Sdwwawvcnhdre.cnf U

What I Did

Social Practices:
2: Toronto Health Economics and Technology Assessment Collaborative
(THETA) visit

http: Shvwwvcnhdre .cnd ‘?’Iiﬂli&@ﬂ%l?lb

“ 4 Chooi¥aumd Hedib Devdopmeon Ram c Caae
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What I Did

Social Practices:
3: 33" Annual Meeting, Society for Medical Decision Making (SMDM)
- <Y

AV Chooifaumd Hedib Dz oo Ram b Caae

hittp: iwwenhdrc.cnf “{:’Liﬂﬂigﬁﬂ%w’b

What I Did

Social Practices:
4: Inter RATI RBC Global Sumnut 2011

)

- Chooifoumd Hedib Devdopmen Roo o Cauet

hitp: ifwwwvcnhdre .cnd ‘f:’ﬂﬂiﬁﬁﬂiﬁiﬁﬂfﬁqhb
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What I Did

Social Practices:
5: Shouldice hospital

hittp: ffnwsnecnihdre.cnd ‘ﬁ'ﬂi BEFEEBTHIRPL

Chooifoumod Hedib De vdopmos Rao cb Coan

What I Did

6: Scarborough regional hospital (Chronic Kidney Disease —CKD Dialysis
Management Program)

7: GP Alliance

Chooifoumod Hedib De vdopmos Rao cb Coan

hittp: ffnwsnecnihdre.cnd ‘ﬁ'ﬂi BEFEEBTHIRPL
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What I Did

8: Three workshops organized by Evaluation Centre for Complex Health
Interventions " ‘

10/18/2011 83:40
L3 » .

N

http: Shvawvcnhdre .onf @Eiﬂﬂi&ﬁﬁ%qhb

A Chooifaumod Hedib Derdopom Ram b Caas

What I Did

hitp: fhwemsecrhdre. cnf ‘f:’]lf-téfﬁllff&ﬁﬂ;%w:b
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What I Did

hitp: idwwecnhdre .cnd

G aRe L RERDL

" Cbooiaumd Hedib D vdopmon Raom c Caaer

What I learnt

1: General Economics and Health Economics

Economics is the study of choice, where choice concerns alternative allocations
of scarce resource. Health economics is the study of resource allocation
decisions within the health marketplace and between that marketplace and
other economic areas. Based on the coincident objectives, general economic
technologies can serve the study of health economies effectively, However, we
also should notice that health market is a special one to provide a particular
public good—human health.

E.g.: Program for Assessment of Technology in Health (PATH) and Econome
department of McMaster University

hittp: iteavanecnibdre cnd

LAY Chooi cumd ool Dewdngm e Bam o Coe

O S s
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What I learnt

2: Efficiency V.5. Equity

Canada health systemn and health research impress me strongly that health
achievement is not only the efficiency improvement, but also the Equity. in
China, it 15 a challenge to balance the needs of efficiency and equity in the
context of fast growing,.

“A big cake is not enough, but how to cutit.”

Y Chooi oo Helib D wdo o, B ch Coe

hittg: fesmecnibcc. o qf'"']l"jt BEEE=EFHEL

What I learnt

3: Poliey Evaluation and Equity Evaluation

Poliey evaluation is an integrated evaluation system which can be undertaken by
both internal and external evaluators, and developed at different time points with a
variety of formats.

Equity Evaluation: Tt has been carried out well in small scale and local interventions

within community health in Canada, such as GP service.

For China, the basis is to disseminate the evaluation concept broadly, strengthen the
capacity building and explore an appropnate mechansm for knowledge translation.

. A~ D ERFEEWEPL
bt hvamecnhcec .cns u

Y Chioni el Hedlih Dewd g o R ch C e
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What I learnt

4: Information System in health agency 1s crucial.

Information system is a key and fundamental tool to do the evaluation analysis,
whatever the program evaluation, policy evaluation or equity evaluation.
Example: 1: GP Alliance (information share)

2: Scarborough regional hospital (Chrome Kidney Disease —-CKD
Dialysis Management Program)

. ~ DHHOEERETEARL
hittp: itenanecnibdre .cnd O

LA Chonitoumd Henlih Dewdngm e Eom o Come

Next Step

bt it cnibcdns: .ond

1: Take training course regarding the Inter RAT evaluation tool.

2. Promote the papers drafted by Chinese evaluators to be published.

3: Strengthen the evaluation capacity building, both theory and practical
experience in the field of policy evaluation, equity evaluation, and economic

evaluation, ete.

4: Disseminate the evaluation concepts in a larger scale, make effort to format
evaluation culture smoothly in Chinese health sector.

A~ DA BDEERRRPL

WY Chooi cumel Hiedub D o g, B b S
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Appendix V: CNHDRC Report PPT slide to IDRC during the

attending of The third Canada--China policy dialogue in Sep
2011

Professor Zhang ZhenZhong
Director-general

China National Health Development Research Centre
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Provinces - 23
Municipalities — 4

Autonomous
Regions-5
Special
Administrative
Areas -2

Cities at prefecture
level- 333

Counties — 2859

‘%_ DAERBIFERRARPD

Chizs Nasozal Healik Dovelopument azearch Cozoor

http:/Awwav.cnhdrc.cn

Total Population and its Structure

Indicators Amount (mil)
Total population 1334.74
Urban population 621.86

Rural population 712.88

Male 68692 514
Female 64822 486
60+ 16714 125
65+ 113.09 8.9

Source: National Bureauof Statistics, Bulletinof economic and social development in 2009
S DERTEEEFRDL
hitp: /ey cnhdre.cn W Chiza ¥agazal Bealik Duvals prosmt Facsarch Crznr
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Health facilities
Hospitals and clinic beds
Hospitals above-county level

27.8 (10, 000}
374, 8 (10, 000)

beds 13844
County hospitals 219.1(10, 000)
beds LEEE
Community health service center 69. 1(10, 000)
beds 24260
Township hospitals 9. 80(10, 000)
beds 2900

Hospitals and clinic beds per 1000 34-829 e, g,

population

Source: MoH: Yearly Book of China Health Statistics in 2009

* DHEFHITT EEFHFEP D

CThiza Kagazal Bralik Develapoest Bcranck G
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*uman%ﬁm Populationdensity (peoplef 000 m?)
A Il More than 400
T 3400-400
~ 7150-100
11-50
" ILessthan1
Populationgeography line
Area | Population
(%) (%)
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the line 43 94
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2000

=4#= Total health expenditure == Government health expenditure
=== Spcial health expenditure =m= Out-of-pocket health expenditure
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Composition of THE by Source
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Major National Health Protection Schemes

The new health reform plan was published in 2009
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Total population 1.34 billion

Insurance cover for
population
2010

Insurance cover for population
UEBMIand URBMI= 32.36% ((432,060,000people)
NCMS =62.56% (835,000,000people)

Total covered = 94.92%

S DEEIEERFRDL

Chiza ¥afazal Health Duvels pooent Bacearch Cenier

C
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Insurance pool

Funding
2%Employee contribution
6% Employer contribution Payment to hospital for
treatment
Payment2010 -

Approximate 20-30% Patient -

v, DHERITEEREFARP L

Thiza Kadezal Healik Duvels poost Becearck Cemier

hitp Jferes.cnibdre.cn
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Basic Medical Insurance (UEBMI)

Paymentio hospital
for treatment

Insurance Pool Funding

Ak

—)

Funding 2010

RMB 120 (37.5%) from government

. I
RMB 200 (62.5%) personal contribution  /\PProximate 40% Patient
Approximate 60% Insurance Pool

Payment 2010

=~ DEFIEEEFARDD
http: e cnhdre.cn w Ckiea ¥agazal Bealik Develapaset Bacearck Crzoer

NCMS insurance funding

Payment to hospital for

Insurance Pool Funding treatm ent

m

40%

—

Funding Payment2010

2010 RMB 150 = 23USD Approximate 45% Patient

2011 RMB 200 = 30USD Approximate 55% Insurance Pool
40% Central Government

40% Local Government Payment2015

20% Personal Contribution Approximate 30% Patient

Approximate 70% Insurance Pool

=~ DEFWIEEEFMEDD
http:Mherww.cnhdre.cn w Chiza Nagazal Healik Dierelapoest Facearch Cezna
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2005-2009 MA funding and expenditure (Million>

Year Funding Expenditure
2005 1090 780
2006 2300 1310
2007 4100 2810
2008 5070 3830
2009 | 8040 | [B]_Gm

Source : 2005-2009 Civil affairs statistics report of Ministry of Civil Affairs

42,237,000 poor people received MA

1:
Subsidize the rural poor to
nroll in the NCMS

2:
Cancel or decline the deductible
line of NCMS by MA

3
Secondary reimbursement by
MA after NCMS

L 4
4 A
MA provides temporary assistance to
those who could not survive due to
high OOP expenditure beyond NCMS
bursement ceiling

;Ei_ DERBIE ZREAREP D

http:/Jhersw.cnhdre.cn
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hittp:theress cnhdre.cn

Strategic planning is made every 5
years as part of the national plans

Step 2
By 2015, bring
Step 1 the level of
healthcare
> Establish a basic senvices and
healthcare ) healthcare in
system covering Chinatothe

the 80 percent of

@ DRV AR

Chiza Nadazal Health Duvels poset Eacearck Cemier

Step 3

By

2020, establish a
fairly sound
basic healthcare
system that
covers urban
and rural

hitp: /ey cnihdre.cn
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Logic framework

i,

[ i\

é Objectives E

Priority areas

Plans and primary actions \

Constructions of health system

Supporting systems

[

System, financial input, technology,
humane resources,
culture,
intermational cooperation
, information and laws
are considered as
the supporting systems
for “Healthy China 2020"

,which is the not only the basis
for health evetem reform
Implementation ssary

M&E
resorrorrerre-arer=-Sirategy.

E=}

T

national health standards.
3#_ I I EEHATH O

http:Mhensw. cnbdre.cn

U Chiza Nagazal Bealik Durelapaset Rcrarch Crnmer

Public policy panel-HAN

| - |
1 Qide 1
: Drug policy panel-SANG a :
Guowei 3
I g\
| p a |l
Public health panel- “= .
- ] : | Submit
Temorer ot | WANG Longde & BA Denian g ' | Formut o
"Pl'rlﬂ Ith launch the " scientific supporting panel- é 1 ation Central
Eﬂ_ Y research of e gw'm" Il LIu Depei g : - ofthe j=» govern
China .. the strat N * | strate ment
2020~ bv CPC o _y | Medical mode ZENG Yixin || - | g for
1 = c =
OH I Tranditional Chinese a |l y reviewl
I| Medicine panel-WANG B | ng
1| Yongyan = 1
Qutput: review the |
secondary data and identify I
the research questions |

Proposal of the idea  Intemal communication
07.06-07.08 and research07.08-08.07

Intensive rezearch and
formulation of the strategy
00.01-11. 09
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Summary

A
The goal of the The Health The China will
reforms are Insurance insurance achieve the
clear, they are systemis will continue | goals set by
to provide basic | supported by to evolve the reform -Government
healthcare for the governm from 3+1 to process supported
100% of the to provide equa unified -All sectors
population by coverage insurance involved
2020 and across the -Provide for all
significantly population. ofthe
improve the population
health of the
nation.

F
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Prof.Zhang ZhenZhong
Director-general

China National Health Development Research Centre
Centre for China Cooperative Medical Scheme

Tel.: +86 10-82802475 Fax.:+86 10-62032778

E-mail: zzz@cnhdrc.cn
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Appendix VI: The conceptual framework of indicators of

healthcare system in China

A conceptual framework
of
the indicator system for
“Healthy China 2020

China National Health Development Research Center
(CNHDRC)

Beijing, China
February 25, 2011
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1. Background

In recent years, many authors have noted that development actors and governments in
developing countries have turned their attention to health systems strengthening (HSS)
(Alva, et al., 2009). Since early 2000s, with increasing attention to the development of
health system the Chinese government has designed and launched various reform and
development interventions. In April 2009 it announced the launch of a comprehensive
health systems reform and set up a three-year implementation plan (2009 - 2011), to
ensure universal coverage of basic healthcare services by the year 2020. After a year
and a half’s implementation, the government is keen to know the preliminary results
of the reform programs and to make timely adjustment to these interventions. As a
result, evaluation programs on various scales have been set up to examine
performance of reform interventions, such as essential drug policy and equalization of

public health services.

Currently, various evaluation indicator systems, commissioned by different actors in
health care reform, have been developed by various institutions. For instance, as
commissioned by the Ministry of Health (MoH), the Center for Health Statistics and
Information (CHSI) of MoH is charged with the monitoring and evaluation (M & E)
with a set of indicators which focuses on M & E reforms for 2009 - 2011. The
National Development and Reform Commission (NDRC) also entrusted the Peking
University to develop an indicator system for health reform. There are indicators for
evaluating a specific healthcare reform program or aspect of healthcare system, such
as indicators for equalization of public health systems, and indicators for community
health services. Meanwhile, different provinces are organizing their own evaluation of
local health reform programs. In Henan Province, international and domestic experts
have been invited to design an indicator system for the overall performance of public
health programs under the new round of health reform. When examining the various
evaluation programs, it is not difficult to see that these programs are lacking an

overarching framework, and that there are overlapping, gaps and even contradictions
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between lvarious programs. As argued by Murray and Frenk (2000), a consistent and

systematic framework is a must for assessing the performance of health systems.

Having seen the problem, MoH requested the World Health Organization (WHO) to
help with the design and development of a comprehensive framework of monitoring
and evaluation of the health reforms including a short, mid- and long-term
perspectives (WHO, 2009). However, the monitoring and evaluation framework
proposed by WHO has hardly any difference from what has been used by WHO in
evaluating and comparing health systems performance since 2000 (WHO, 2000;
2007). What WHO did was to map the five priority areas of the new Chinese health
reforms onto the 2000 WHO framework for assessing health systems performance,
and put majority of efforts in examining the data sources and availability (WHO,
2009). Some Chinese scholars have already questioned the reliability of the 2000
WHO framework, and thought it did a poor job in equity assessment (Zhao, 2001;
Jiang & Hu, 2002; Jiang & Hu, 2002).

Currently the Chinese government is designing its 12th Five Year Plan in various
sectors. Since the 11th Five Year Plan (2006-2010), the government has turned its
attention to improving the people’s livelihood and social welfare system including
healthcare, education and social security, etc. Health development, being an important
means to ensure and improve people’s livelihood and welfare, has been attached great
importance by the current government. This will bring great opportunities as well as
challenges to the healthcare development during the 12th Five Year period. Therefore,
how to design the 12th Five Year Plan in health sector (the plan) and develop rational

evaluation system has defined as a key topic by health policy makers in the country.

Against this background, this project attempts to set up a conceptual framework for
assessing the short- and midterm reform and development of the health system, to
develop an indicator system for evaluating both health interventions and policies. The
rationale behind the theoretical framework is that China healthcare sector
encompasses a complex, dynamic and evolving system undergoing rapid changes in a
transitional context featured with multiple actors and networks, financial

decentralization, unbalanced regional development, urbanized resource and labor
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concentration, and people’s growing expectation.

2. Conceptualizing the indicator framework

In the past evaluation has mostly depended on linear logic models to conceptualize
and examine a project’s logic model or theory of change, while recent years have seen
an emerging trend that more emphasis on use of systems thinking and complexity
science as frameworks for evaluation (Patton, 2007, 2010; Williams and Iraj Iman,
2006). The new trend shows some distinguished patterns. Firstly, perspectives and
boundaries matter in systems thinking. By looking at the system as a whole differently
and exploring the interconnections or dividing lines (boundaries) the evaluator can
have a more realistic view of the world his or her evaluation will take place. Secondly,
real-world policy or program is viewed as complex adaptive systems, with many
systems entangling together and influencing each other. Thirdly, developmental
evaluation method is more helpful in the context of social innovation where there is
not a fixed model being improved (as in formative evaluation) or tested (as in

summative evaluation).

The current health reform and development in China mimics a big social
innovation in its own right. There is not yet a clear model for it except the vision of
“four girders and eight pillars”. As usual, “crossing the river by feeling rocks at the
riverbed”’[1][2] will be a main approach to such kind of social innovation. This is an
incremental and explorative reform paradigm which has been employed by the
Chinese reformers for generations. Meanwhile, the environment is too complex and
changing too fast for the model of practice ever to be fixed in the transitional context.
In such a situation, developmental evaluation can help us do so-called "vision-directed
reality testing" (Patton, 2010: 7). By tracking emergent and changing realities and
feedback evaluation results in real time can we support the dynamics of innovation

and explore the right model for future development. By evaluating the short- and

! Deng Xiaoping. (1993). Collection of Papers by Deng Xiaoping. Vol. 3, pp: 174. Beijing: People’s
Publishing House.
% Chen Yun (1995). Collection of Papers by Chen Yun. Vol., 3, pp: 279. Beijing: People’s Publishing
House.
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midterm health reform and development, we hope to learn more about the correctness
of the vision held by the innovators and find the right track, rather than test a

predetermined model and gauge the success.

3. Goal

To establish a conceptual evaluation framework for mid- and short-term development
of the Chinese healthcare system (“Healthy China 2020”), and set up an indicator
system, so as to prepare for the development of a systematic evaluation framework for

healthcare system in China.

4. Key principles

(1) Pertinence. The indicator system is pertinent to the five areas of the new round of
the healthcare system reform and the 12th Five Year Planning for Healthcare.
(2) Comparability

a. \ertical comparability. The indicators can be compared with historical and
future health development indicators;

b. Horizontal comparability: In indicator selection, differences between
provinces and regions should be taken into consideration to enable the regional
comparison. Meanwhile, the indicators selected should facilitate the possible
comparison between the Chinese healthcare system and other health systems.

(3) Feasibility: The indicators should be simple and operational. Relevant data should
be available and accessible. Data collection process should be linked up with the
current health statistic system and healthcare reform monitoring;

(4) Sustainability: The evaluation framework should have critical influence over the

long-term goal setting and future development of the Chinese healthcare system.
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5. A conceptual framework of the indicator system for

evaluating short- and midterm healthcare system

development in China

5.1 Mapping of the healthcare system reform and development process in
China

macro-context

______________

health Interventions/

policies/regulations

nrnnrameg

key actors in health
sector

provider/
demander

health
services/
products

Monitoring
& Fvaluation

4 ) ~ )
Long-term outcomes: Short-term outcomes
® Outcomes with — ® |mmediate outcomes
incremental effects or | €777 ® Expected/unexpected
invicihle efferts ~o .
\ Y, \. Y,
) BRI, Indirect/unexpected
Direct Impact: » P
Impact

® Health status

® Equity

\ ® Stakeholders’ _/

~——————



5.2 Conceptualizing the indicator framework

Equity
— . Financing equity
- Equity in service delivery
I - Equity in service utilization

Impact
) ) ! - Economic protection for
- Directimpact ; | o
catastrophic ilinesses
/f Impact g\
1
Outcome ‘
- Short-term outcomes ; -~ QOutcom ~—
—
Process I

B i

Process

- Five working areas for the new round of health

—_

reform;

- Key interventions in the 12" Five Year Plan

Theory
- problem
- cause of problem

- solution

Context

- Supportive systems

- Actors

- Policy

- Organization/manage

ment
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5.3 Specifications of the indicator domains and core indicators

The indicator system has five tiers, namely the context, process, theory, outputs
and impact from bottom up. Equity is the axis cutting through the five tiers,
representing social justice and health equity emphasized in the recent policies in
China.

5.3.1 Indicator domains:

Context indicator_ domain cover supportive systems (political and legislative

systems, economic/financial systems, information, transportation and energy
systems, etc.); actors and interest groups; health resource (infrastructure, human,
physical and material resources); organization and management (health
institutions and information);

Theory indicator_domain cover problem, cause of problem and proposed

solution;

Process indicator domain include short- and midterm goal for healthcare

system reform and development (healthcare reform and key interventions under the
12" Five Year Plan) and long term development goal;

Outcomes indicator domain include short- and long-term outcomes;

Impact indicator domain include direct and indirect impact.

5.3.2 Core indicator groups

Core indicators in context domain:

Supportive systems:

(1) economy : national economy, regional economy and economic status of the
population groups; information, transportation and energy systems;

(2) culture: health education, health awareness and behaviors, rituals and
customs;

(3) politics: political arrangement, national agenda-setting and local agenda
setting, health strategy and decision-making, health governance and regulation;

(4) environment: health-related environmental factors, macro-level factors
including air, soil, water and climate change, and micro-level factors such as

occupational health and work safety, and food safety and hygiene;
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Actors and interest groups:

(1) Formal sector: government, public health institutions, private institutions
(for-profit and non-for-profit), agencies, community-led organizations,
NGOs, research communities, drug and device enterprises, retail pharmacy,
media and patients;

(2) Informal sector: quarks and illegal pharmacists;

Health resources: see the Year Book of National Statistics;
Organization and management:

(1) Human resource management;

(2) Financing mechanism;

(3) Infrastructure planning and construction;

(4) Information management;

Core indicators in theory domain:

Problem:

(1) Defining the problem; (2) perspective of the problem; (3) timing and scope of
the problem; (4) target population of the problem;

Cause of problems:

(1) Macro-environment; (2) actors; (3) institutional arrangement; (4) inputs; (5)
management and operational mechanism; (6) service provision; (7) health
needs;

Design of change/reform mechanism:

(1) Defining the focus of change/reform; (2) consensus among key stakeholders;
(3) formation of the change/reform mechanism;

Framework of the change/reform:

(1) Objectives of change/reform; (2) setting of priority areas; (3) reform
implementation measures;

Core indicators in process domain:

Accessibility: The capacity of providing the health services needed by the patient
in a timely manner and the services can be used by the patient.

Quality: The services provided to patients are safe, effective and continuous.
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Efficiency: avoiding waste, including waste in health supplies, equipment,
ideas and energy.

Equity: providing care that does not vary in quality because of personal
characteristics such as gender, ethnicity, geographical location and social-economic
status.

Sustainability: Health reform measures or development programs have the
capacity of enduring.

Core indicators in outcomes domain: outcomes of specific interventions or

programs in terms of coverage and effects; overall health outcomes , such as
population-level health status.

(1) Short-term outcomes (expected and unexpected outcomes): outcomes of
interventions and programs, which usually appear immediately after or
during the project implementation. Expected outcomes include the expansion
of coverage or benefits of certain program, while unexpected outcomes might
be negative effects on the other interventions or programs or on certain
subgroup of actors. The consideration of unexpected outcome is very
meaningful for the risk management of an intervention or program.

(2) Long-term outcomes: invisible outcomes of an intervention or program
which may take time to reveal after the completion of the intervention or
program. The long-term outcomes may have profound impact on the

sustainability of an intervention or program.

Core indicators in impact domain:

(1) Health status on population level;
(2) Equity of health outcomes;

(3) Satisfaction of various key actors

Core indicators for equity: vulnerable groups’ access to services, benefits, and

economic burden of disease
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5.4 The framework of the indicator system

Context Theory — Process —> Outcome/Impact
Supportive Problem: Access\
systems for defining the problem; - availability - Improved health
health perspective of the - service ptilization status of all the
- politics problem; - timeline§ people
- economy timing and scope of effect - Enhanced
- culture the problem; quality satisfaction  of
- environment target population of - safety / key actors

the problem; - effectiveness

Policy Cause of problems: - continuity
- policy agenda Macro-environment;
setting actors; institutional
- health laws and arrangement;inputs; -fund use
accountability management and -input/output - Maximization of
- definition of the operational efficiency the value of
benefit package mechanism; service -administration resource

- health market

regulation

Health inputs
infrastructure
personnel
finance

- health

expenditure

provision;health
needs;

Design of
change/reform
mechanism:
Defining the focus of
change/reform;conse
nsus among key
stakeholders;formati

- compatibility of
health

reform to socio-
economic
development

- Interventions

- acceptance of
health  reform
measures by
the whole
society

- achievements

of staged

status

- Quality of service
financial equity
- Participation and empowerment

financial protection

Equity

- Availability of service to vulnerable groups

- improved health

- enhanced

- increased




6. Conclusion and next steps

The above-mentioned indicator system has been developed by the CNHDRC research
team with intensive efforts in literature research and reading and consultations with

key stakeholders in the health sector in China.

The conceptual framework is just a draft version. The research team plans to organize
a workshop and invite Chinese experts and key stakeholders of the project to
comment on the framework. What’s more, the international experts will also be asked
to provide feedbacks on the framework. In order to explain the rationale behind the
conceptual framework in details and invite comments from wider audiences, the
researchers are writing up a paper that aims for publication on an international

journal.

Once the framework has been finalized, the researchers will begin to define the data

sources and specific indicators for each group.
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