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[bookmark: _Toc232858291]Appendix A: The guiding questionnaire for the semi-structured interviews
	1. Introduction
· What is your role in the healthcare industry in Dubai? (Regulator; Policymaker – Regulator; Reviewer- Auditor-Inspector – Provider: Healthcare Practitioner - Provider: Clinical Operations - Provider: Medical Finance - Provider: Quality & Performance Specialist – Payer: Insurance – Payer: Corporate – Consulting)
· What is your current Occupation?
· Which Organisation do you work for?
· Which organisation did you work for before?
· Has your current organisation started implementing VBHC?
2. Validate participants' knowledge on VBHC
· How familiar are you with the concept and principles of Value-Based Healthcare (VBHC)?
· How would you define VBHC from your background perspective?
· Can you discuss any initiatives or models of VBHC that you are aware of or have been involved in within Dubai, whether for the private or for the governmental sector?
3. Share knowledge: Explain Porter’s VBHC implementation agenda
4. Understand the landscape of VBHC in Dubai
· How do you locate Dubai on the map of implementing VBHC?
· How do Dubai's healthcare policies and regulations support or impede the shift towards VBHC?
· What’s your take on EJADAH (Dubai Health Authority – Insurance Section) as the regulatory method of introducing standardisation and costing for VBHC in Dubai?
· Can you share your experiences with implementing VBHC in your organisation?
· What strategies have been employed in your organisation to implement VBHC- if Any?
· Can you provide examples of how your organisation or stakeholders have succeeded or struggled in aligning healthcare delivery with patient outcomes?
· How is the cost of care measured and managed within your organisation or the broader Dubai healthcare system?
· What are the key implementation challenges and opportunities in transitioning to a cost model aligned with value rather than volume?
· What structures or processes in the Dubai healthcare system currently support or hinder delivering high-value care?
· Can you describe any success stories or significant challenges you've encountered implementing patient-centred care models?
· How do healthcare providers in Dubai organise and manage care to ensure maximum patient value?
· What role do information technology and data analytics play in supporting VBHC in Dubai?
5. VBHC’s policy enablers based on Porter’s agenda
· What are the critical enablers for implementing VBHC in Dubai?
· Can you provide examples of how these enablers have facilitated VBHC implementation in your organisation?
· In your view, how effectively does the current healthcare system in Dubai integrate and manage the various activities required to deliver value (e.g., preventive care, diagnosis, treatment, and monitoring)?
· From all the enablers you have discussed now, which one do you consider most significant?
6. VBHC implementation challenges based on Porter’s agenda	
· What are the significant challenges in measuring health outcomes in Dubai's healthcare system?
· What challenges have you encountered in implementing VBHC in your organisation?
How have these challenges been addressed?
From all the challenges you have discussed now, which one do you consider most difficult to mitigate?





[bookmark: _Toc232858292]Appendix B: Illustrative interview quotations and corresponding reflexive notes
Table A2: Samples of Reflexive notes taken by interviewers
	Participant category
	Illustrative quotes
	Reflexive notes

	Payer 1
	“The biggest challenge is the need for standardised data across the healthcare system... Data-sharing issues and interoperability also hinder the ability to collect comprehensive outcome data.”
	Initially, this was seen as a technical interoperability problem. However, upon reviewing the transcript again, it became clear that the concern was more about whether data could be trusted for benchmarking and reimbursement purposes. The interviewer emphasised the importance of not limiting the issue to an IT challenge alone, but instead recognising how data quality impacts trust between payers and providers and perceptions of fair payment.

	Regulator 2
	“Dubai’s government has supported healthcare innovation and created an enabling environment for VBHC. The regulatory frameworks encouraging data-sharing, transparency, and innovative reimbursement models will help drive VBHC implementation.”
	This account can be viewed positively because it aligns with existing professional knowledge of Dubai’s regulatory innovation agenda. To prevent overstating how ready the implementation is, the quote was seen as evidence of an encouraging governance environment rather than proof that VBHC is fully operational.

	Provider 2
	“The payment scheme... for the long-term care services... is bonded only for payment per diem, not as per the quality outcomes, which implies a risky transition road.”
	This challenged our initial assumption that payment reform was a simple switch to outcome-based reimbursement. The participant’s concern underscored the financial and operational risks providers might see when payment models change. As a result, we now view payment reform as a phased process that involves piloting, risk adjustment, and clear rules, rather than a single policy change.

	Consultant 2
	"The most critical challenge for implementing VBHC in Dubai is the difficulty of looking past immediate business concerns, such as profitability, both from payers and providers."
	Upon re-examination, the quote seems to refer to a wider incentive-alignment challenge involving both payers and providers, rather than just opposition to reform. The note advises caution in characterising profitability concerns as mere irrational resistance; in a mixed public-private system, these worries could stem from contractual obligations, revenue considerations, and risk distribution issues. This understanding justified categorising the account under payment reform and change management, without overstating that business priorities alone are responsible for the implementation challenges.

	Administrator 1
	"In my previous organisation, the most challenging part was to engage physicians in the care implementation process, and getting patient feedback on outcomes remained another challenge.”
	Our initial view was that this was an operational implementation issue. However, during transcription, the quote revealed two related but separate concerns: clinician engagement in care redesign and the weak institutionalisation of patient feedback on outcomes. The note led the researcher to code the extract as relating to both clinical legitimacy and patient-reported value, rather than simply an overall engagement problem. Since the account was from a single organisation, the researcher also emphasised the importance of not generalising it as representative of system-wide failure, and instead, presenting patient feedback findings as perceptions of stakeholders rather than direct evidence from patients.




[bookmark: _Toc232858293]Appendix C: Analytical framework and thematic codebook development methodology
[bookmark: _Toc231297409][bookmark: _Toc231323331][bookmark: _Toc232594387][bookmark: _Toc232858294]Design and analytic orientation
This study used a qualitative framework analysis to examine stakeholder accounts of VBHC implementation in Dubai. Framework analysis was selected because the study addressed an applied policy question, drew on Porter’s VBHC implementation agenda (pre-existing VBHC concepts in literature) [1], and required systematic comparison across regulators, payers, providers, administrators, and consultants. The analysis used these established VBHC domains as sensitising concepts rather than as just a closed coding structure. Inductive coding was retained where participants reframed or challenged these domains. Framework analysis allowed the researchers to preserve contextual detail while systematically comparing accounts across stakeholder groups. NVivo was used to organise transcripts, codes, and extracts; analytic interpretation was conducted through memoing, framework charting, comparison of convergent and divergent accounts, and discussion among authors [2].
[bookmark: _Toc231297410][bookmark: _Toc231323332][bookmark: _Toc232594388][bookmark: _Toc232858295]Sampling and sample adequacy
Participants were purposively selected to capture maximum variation across health system roles involved in regulation, payment, clinical delivery, administration, and advisory work. Sample adequacy should be justified by information power rather than statistical representativeness: the study had a focused aim, participants had specialised knowledge, the interviews generated detailed accounts of implementation, and the analysis compared defined stakeholder groups. During the final interviews, no new implementation mechanisms were identified, although participants continued to provide examples within existing categories.
[bookmark: _Toc231297411][bookmark: _Toc231323333][bookmark: _Toc232594389][bookmark: _Toc232858296]Coding and framework development
The thematic analysis relies on the coding process, which maps codes or labels to qualitative elements such as words, sentences, and paragraphs based on specific evidence-based frameworks used to categorise concepts or themes. Bradley et al. [3] used a mixed deductive–inductive coding approach, which they also refer to as an "integrated approach" and which we have utilised in this study. Analysis followed five stages of framework analysis: 
1. Familiarisation: transcripts and interview notes were read to identify initial issues. The structure of the questionnaire used in the interviews was based on Porter’s VBHC implementation agenda. Data were tabulated by question type and participant background.
2. Initial coding: a preliminary coding framework was developed from VBHC literature and the interview guide, including outcome measurement, cost attribution, integrated care, data infrastructure, payment incentives, clinical standardisation, and patient-reported value. The data was fed into NVivo, which facilitated the deductive aspect of the approach by organising the data required to develop "start level of code", as suggested by Miles & Huberman [4].
3. Development of an analytical framework: inductive codes were added when participants raised concerns not adequately captured by the initial framework, including distrust of data use, fear of punitive reimbursement, uncertainty about accountability for outcomes, and the risk that guideline compliance might replace patient-centred care. This initial list of broad codes was then expanded and adapted inductively, drawing on impressions from the interviews (reflexive notes – see Table A2- Appendix D) and personal experiences.
4. Indexing/charting: The coded data were organised into a framework matrix, with stakeholder groups as rows and analytical categories as columns. This setup facilitated comparisons both within and between stakeholder groups and helped recognise convergent accounts, divergent interpretations, and negative cases. The inductive analysis was performed multiple times across each participant's scripts (horizontally) and across different question categories (vertically) to detect recurring codes. (Table A5 – Appendix F)
5. Interpretation: Themes were identified by analysing the relationships between categories rather than by tallying how often a code appeared. Frequency data were kept solely as a descriptive record in the supplementary material. Ultimately, all inductive code categories were consolidated into a list of major themes that was analysed against stakeholder groups (Table A3) and against inductive codes (minor themes) (Table A5- Appendix F)
Table A3: Framework matrix for comparing stakeholders’ interpretations
Reporting
The study elements and manuscript were checked against the COREQ framework (Table A1- Appendix A)
[bookmark: _Toc231297412][bookmark: _Toc231323334][bookmark: _Toc232594390][bookmark: _Toc232858297]Use of NVivo
NVivo was used to organise transcripts, codes, and coded extracts. It was not treated as the main analytic method and did not generate themes. The analytic work consisted of final coding and mapping decisions, memo writing, charting, cross-comparison across stakeholder groups, consideration of policy enablers against implementation challenges, and interpretation of mechanisms and assumptions.
[bookmark: _Toc231297413][bookmark: _Toc231323335][bookmark: _Toc232594391][bookmark: _Toc232858298]Quality check
The thematic analysis framework was audited during the study for its expected outputs as listed in Table A4.
Table A4: Quality check of the thematic analysis framework
	Stage
	Analytical task
	Output for audit trail
	Quality check

	1. Familiarisation
	Read transcripts, interview notes, and the existing coding workbook.
	Reflexive notes; preliminary issue list.
	Record assumptions and surprises after each interview.

	2. Initial coding
	Apply deductive VBHC sensitising domains and add inductive codes where accounts exceed the initial framework.
	Version 1 coding framework.
	Define each code; avoid coding only by keyword frequency.

	3. Framework development
	Collapse descriptive codes into four analytical themes and a cross-cutting governance context.
	Revised codebook and theme definitions.
	Check whether each theme explains a mechanism or tension, not merely a topic.

	4. Indexing and charting
	Re-code transcripts and chart excerpts into a stakeholder-by-theme matrix.
	Framework matrix.
	Compare regulators, payers, providers, administrators, and consultants.

	5. Interpretation
	Write analytic memos explaining relationships between data trust, clinical legitimacy, payment reform, and patient-reported value.
	Major Theme memos; negative-case memo; programme-theory assumptions.
	Separate empirical data, author interpretation, and policy recommendation.


[bookmark: _Toc231297414][bookmark: _Toc231323336][bookmark: _Toc232594392][bookmark: _Toc232858299]Reflexivity
Both interviewers (the principal author and the co-author) were familiar with Dubai’s healthcare system, both clinically and in health policy. This insider position facilitated access and contextual understanding. Reflexive notes documented assumptions, body language, and tone during each interview. Additionally, unexpected findings and decisions were recorded after each interview, including instances in which interpretations changed during analysis. A second author reviewed the coding framework and the interpretation of themes, especially in areas where the data did not fully support the emerging explanation. This approach helped both authors address the risks inherent in shared assumptions, social desirability bias, and over-interpretation of policy language. 
[bookmark: _Toc231297415][bookmark: _Toc231323337][bookmark: _Toc232594393][bookmark: _Toc232858300]Trustworthiness
To mitigate the risk of stakeholder validation bias, several divergent strategies were employed. Credibility was enhanced through purposive sampling across stakeholder groups, illustrative quotations, comparison of convergent and divergent accounts, and explicit discussion of negative cases. Dependability was ensured by maintaining an audit trail of coding decisions, framework modifications, and analytic memos. Confirmability was achieved by distinguishing empirical findings from literature-based interpretations and policy recommendations. Transferability was supported by a description of Dubai’s financing, regulatory, and data infrastructure context. Participant validation was not evident in the provided materials and should not be assumed unless it was explicitly conducted.
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[bookmark: _Toc232858301]Appendix D: Thematic and codes mapping (deductive, inductive and themes)
Table A5: Mapping matrix for all deductive codes, inductive codes (minor themes) and major themes.
	Deductive codes
Wording from the interviews was deduced through conclusions based on experience and reflexive notes
	Inductive codes 
(minor themes)
Based on Porter’s Agenda elements
	Major Theme

	Data - technology - innovation - AI – IT – EMR – HIS - information - health system - enabler - challenge critical – factor - system driven - system - policy – network - NABIDH - database - exchange - platform - research - monitoring - network – sharing - paperless
	Data technology
	1. Data quality as a trust and accountability mechanism


	Quality - data - information - database - validity - reliability - auditing - collection process - challenge - critical - mitigation - issue - problem - standard - lack - access - inaccurate - scattered – inappropriate.
	Data quality
	

	Data Access - sharing - exchange - privacy - security - complex - concern - network - technology - innovation – integration - NABIDH - database - platform - interoperability.
	Technology integration
	

	Quality – KPIs – outcome – measures – benchmarking - information analysis - discrepancy - inconsistent - reporting - 
	Benchmarking & outcome measures
	

	Stakeholders – engagement – awareness – training – induction – knowledge – share – think - ideas – workshops – campaigns – circulars – communication – staff – doctors – nurses – insurance – companies – hospitals – clinics – administration – leaders – leadership – quality – payers – providers – regulators – consultants.
	Engagement & awareness
	2. Clinical legitimacy and standardisation oof care provision


	Administration – provider – leadership – leaders – patient safety – improvement - value – volume – safety – buy in – adoption – evaluation – progress – reporting culture – no blame culture – punitive – just culture – access – equity – equality – adaptation.
	Culture
	

	CPGs – protocols – clinical care – pathways - unified - standardised - EJADAH - collection - practice - guidelines - specialisation - medical - condition - challenge – IPU – consultants – condition – healthcare.
	Standardised care
	

	Policy - implementation - framework - roadmap - success - factor – insurance – health policy – health economics – policymaker – regulator -government – public sector – health sector -providers – payers.
	Policy framework
	

	Finance - fund - efficient - efficiency – incentives – P4P – reimbursement – DRGs- quality - ranking- regulators - challenge – providers – payers.
	Payment model & Reimbursement for quality
	3. Payment reform as staged transition


	Investment - project - program - effectiveness - benefits - cost - critical - key – transformation – change – management – administration – consulting - sustainability - old - previous -strategy - objectives - roadmap - sessions - revenue - performance - quality - long-term - buy-in - partnership - support - initiative - program - leadership adoption - benefit - alignment.
	Change management
	

	Resources - utilisation skills - stakeholders - workforce availability - staff - trained – adequate – materials - providers – care units – IPU – revenue.
	Resource utilisation
	

	Involvement - engagement - awareness - stakeholders - staff - training - change - patient - family - ultimate - success - challenge - management - understanding - knowledge - learning - benefit - appropriate - education willingness. 
	Patient engagement
	4. Patient-reported value as an institutionalised component

	Experience - long term - short term – patient outcome - quality of life - satisfaction – family -QALY - communication - benchmarked - KPIs. 
	PROMs & PREMs
	

	Follow up - collaboration – follow up – Doctor – nurse – communication – return – documentation – database – improvement.
	Patient follow-up channels
	



Table A6: Descriptive coding audit against themes - comparative mentions as enablers vs. challenges
	Major Theme
	Inductive codes (minor themes)
	# Mentions as 
a policy enabler
	# Mentions as 
an implementation challenge

	1. Data quality as a trust and accountability mechanism

	Data technology
	13
	0

	
	Data quality
	3
	20

	
	Technology integration
	0
	5

	
	Benchmarking & outcome measures
	5
	0

	2. Clinical legitimacy and standardisation oof care provision

	Engagement & awareness
	13
	0

	
	Culture
	0
	8

	
	Standardised care
	2
	1

	
	Policy framework
	13
	0

	3. Payment reform as a staged transition

	Payment model & Reimbursement for quality
	5
	4

	
	Change management
	1
	8

	
	Resource utilisation
	2
	5

	4. Patient-reported value as an institutionalised component
	Patient engagement
	1
	2

	
	PROMs & PREMs
	1
	1

	
	Follow-up database
	1
	1





[bookmark: _Toc232858302]Appendix E: Samples of participants' quotes
Table A7: Samples of participants’ quotes
	Theme
	Stakeholder group
	Quotes

	1. Data quality as a trust and accountability mechanism
	Payer 1
	“The biggest challenge is the need for standardised data across the healthcare system... Data-sharing issues and interoperability also hinder the ability to collect comprehensive outcome data.”

	
	Regulator 1
	“While the initiative focuses more on successes, there’s an implication that collaboration and comprehensive data integration may still present challenges.”

	
	Regulator 2
	“Dubai’s government has supported healthcare innovation and created an enabling environment for VBHC. The regulatory frameworks encouraging data-sharing, transparency, and innovative reimbursement models will help drive VBHC implementation.”

	
	Provider 1
	"Still, the way long to apply the VBHC across different sectors of the healthcare system of Dubai, as data is not fully shared."

	
	Consultant 1
	"Finding the right justification for the digital transformation into the value-based integrated system, by far, is the most essential enabler needed. If it’s well justified for all players, there is no doubt implementation will be smoother than expected."

	2. Clinical legitimacy and standardisation of care provision
	Administrator 1
	“In my previous organisation, the most challenging part was to engage physicians in the care implementation process.”

	
	Regulator 2
	"The EJADAH system is a great tool for introducing unified management of various conditions and activities, such as prevention, diagnosis, and treatment, to ensure a holistic approach to patient care."

	
	Provider 2
	“Hospital management and decision makers misunderstand VBHC as a non-revenue-generating approach and showed huge resistance to implementation.”

	3. Payment reform as a staged transition beyond activity-based reimbursement
	Payer 2
	“As an insurer, our organisations can be instrumental in developing and promoting payment models that reward healthcare providers based on the quality and outcomes of care rather than the quantity of services provided.”

	
	Provider 3
	“The payment scheme... for the long-term care services... is bonded only for payment per diem, not as per the quality outcomes, [which] implies a risky transition road.”

	
	Consultant 2
	"The most critical challenge for implementing VBHC in Dubai is the difficulty of looking past immediate business concerns such as profitability—both from payers and providers."

	4. Patient-reported value as an institutionalised component
	Administrator 1
	"In my previous organisation, the most challenging part …, getting patient feedback on outcomes remained another challenge.”
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