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* Improve the capitation rate for soum health centers and improve IT
program as well.

* Link budget allocation to achievement of SDGs.

claims and patient information
* Program used to control service quality and

registration, invoice and so on. v Regulation supports PPM reform. The Health Service law was the basis for

reforming PPMs and negotiating with MOF for initiatives that were never accepted by
MOF before.

v Use evidence to diagnose challenges and reform PPMs. Institute sustainable
research institutions to monitor current policy, identify problems and find solutions.

v Monitoring systems are essential. Monitoring is essential for successful

Monitoring is not linked to PPM reform
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