Additional File 6: scenario analysis of policy options

Pre-authorisation policy
The projected impact of the pre-authorisation policy assumes that no CCC-suitable patients will initiate dialysis and that there will be no premature initiation of dialysis. Additionally, the proportion of PD-eligible and HD other patients that select HD is moderated by level of strain on haemodialysis (HD) and vascular access services.
Under scenario 1 we consider the impact if the provincial committees did not account for supply and instead only considered patient profile in their approval of dialysis initiation. Under scenario 2, the model only incorporates HD supply constraints and not constraints in vascular access supply. Scenario 3 considers the impact if the provincial committees are very conservative in their estimates of available supply.

Figure S6a. Scenario analysis for the pre-authorisation policy, showing the projected proportion of incident dialysis patients selecting peritoneal dialysis (PD) under different scenarios. 
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Doctor fee policy
The projected impact of the doctor fee policy assumes that the average doctor fee per patient per session will decrease immediately following the policy change, as each doctor can receive the doctor fee for fewer patients. It also assumes a slower rate of increase of the doctor fee, since there is a constraint in number of patients per nephrologist.
Scenario 1 considers a scenario in which restrictions on the doctor fee reduce it to 0.1% of its prior amount and prevent further increases in financial incentives for healthcare staff to recommend haemodialysis (HD) to patients. Scenario 2 considers the impact if the average value of the doctor fee only decreases to 50% of its pre-policy value (in this scenario the doctor fee may be considered in a broader sense to incorporate the impact of speaker and consultation fees to nephrologists, which has also been correlated with pharmaceutical prescribing in the US [63]). Scenario 3 explores the impact if there is no change in the scaler determining rate of change of the doctor fee, meaning that the doctor fee continues to increase at the same rate as the base case.

Figure S6b. Scenario analysis for the doctor fee policy, showing the projected proportion of incident dialysis patients selecting peritoneal dialysis (PD) under different scenarios. 
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Education policy
The projected impact of the education policy assumes that it will reduce by 50% the number of PD-eligible and CCC-suitable patients who will always have a preference for HD (i.e. even with low rates of peritonitis and no doctor fee).
Scenarios 1 and 2 show the impact with lower or higher effectiveness in influencing patient preference towards a more suitable dialysis option, respectively. Under scenario 3, education by a multi-disciplinary team is also modelled to reduce the impact of the doctor fee on patient decisions, as other healthcare professionals aside from the nephrologist are involved in decision-making, thereby addressing the information asymmetry between private providers and consumers [7]. Scenario 4 considers what would happen if, in response to scenario 1, private service providers develop incentives for other healthcare professionals to recommend HD.

Figure S6c. Scenario analysis for the education policy, showing the projected proportion of incident dialysis patients selecting peritoneal dialysis (PD) under different scenarios. 
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Quality-based payment policy
Under the quality-based payment policy, the projection assumes that increases in death rate above baseline lead to an improvement in quality of services (which is measured as a stock, or accumulation), which in turn reduces average amount of the doctor fee (as more money is spent on service provision).
Under scenario 1, we consider the impact if the policy has no effect on the average doctor fee. Scenario 2 shows a scenario with greater impact on both reduction in excess death rates and impact on the doctor fee, whereas scenario 3 models a greater impact in reducing death rates but a lower impact on the doctor fee. Scenario 4 considers a scenario in which pay-for-performance targets are not adjusted by case mix, leading to private centres improving outcomes through cherry picking patients [11], with patients with many co-morbidities referred to public hospitals.

Figure S6d. Scenario analysis for the quality-based payment policy, showing the projected proportion of incident dialysis patients selecting peritoneal dialysis (PD) under different scenarios. 
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Global budget policy
The global budget policy is modelled to affect HD supply and quality of care, as has been documented in the literature [9, 10]. stop increases in HD supply (due to the poor business case) and strain on the HD system is therefore modelled in terms of absolute difference in number of patients relative to system capacity, with an assumption that 75% capacity would be filled at the time of policy implementation and no centres would close. Increased strain on the system decreases quality of care, as before, but also affects access to HD, as supply is modelled not to increase with number of patients.
Scenario 1 explores the impact if global budget were coupled with bundle payments that make PD and CCC just as profitable as HD. Scenario 2 considers a scenario in which the excess of HD patients relative to supply leads to a reduction in payment of the doctor fee over time. Scenario 3 explores the effect if the global budget does not include case adjustment (and therefore it is not favourable for providers to enrol HD patients with a short life expectancy [9], such as CCC-suitable). Scenario 4 assumes that HD centres close following the policy change or that providers restrict their services to self-pay patients or those from other health insurance schemes [10, 64]. Scenario 5 shows the cumulative effects of scenarios 1-3. 

Figure S6e. Scenario analysis for the global budget policy, showing the projected proportion of incident dialysis patients selecting peritoneal dialysis (PD) under different scenarios. 
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